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Menrium  treats 
the  menopausal 
symptoms 

that  bother  him 


Roche 

[ LABORATORIES 

Division  of  Hoifmann-La  Rocfte  Inc. 

Nutley.  New  Jersey  07110 


. His  wife  has  a lot  of  different 
menopausal  symptoms,  hut  only  a few 
really  irritate  him.  Her  hot  flashes,  her 
vertigo,  her  palpitations — that’s  her 
problem.  What  really  bothers  him  is 
her  nervousness,  her  irritability  and 
her  excessive  anxiety,  often  expressed 
by  endless  “book-shuffling,  chain- 
smoking, reading-lamp”  insomnia! 

Menrium  takes  care  of  hot  flashes, 
vertigo,  palpitations  in  most 
menopausal  women.  Menrium 
provides  the  well-known  antianxiety 
action  of  chlordiazepoxide  (Librium®) 
and  water-soluble  esterified  estrogens. 
It  therefore  relieves  more  symptoms 
than  either  component  separately. 

It  takes  care  of  the  vasomotor 
symptoms  as  well  as  the  emotional 
symptoms.  This  means  the  symptoms 
that  bother  his  wife  most.  And  the 
symptoms  that  irritate  him  most. 

So,  to  help  them  both  get  through 
her  menopause,  remember  Menrium. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Management  of  manifestations  generally  associated 
with  the  menopausal  syndrome — anxiety  and  tension,  vasomotor 
complaints  and  hormonal  deficiency  states. 

Contraindications:  Women  with  cancer  of  breast  or  genitalia, 
except  inoperable  cases,  and  those  with  known  hypersensitivity  to 
chlordiazepoxide  and/or  esterified  estrogens. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-actmg  drugs, 
caution  patients  against  hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  machinery,  driving).  Exclude  other 
possible  causes  of  menopausal  syndrome  manifestations,  such  as 
pregnancy.  Though  physical  and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions)  similar  to  those  seen 
with  barbiturates  have  been  reported  following  discontinuance  of 
chlordiazepoxide  HC1.  Potential  benefits  of  use  in  pregnancy,  lactation 
or  women  of  childbearing  age  should  be  weighed  against  possible 
hazards  to  mother  and  child.  Clinical  data  inadequate  on  safety 
in  pregnancy. 

Precautions:  In  elderly  and  debilitated  patients,  limit  dosage  to 
smallest  effective  amount  of  chlordiazepoxide  (initially  10  mg  or  less 
per  day)  to  preclude  ataxia  or  oversedation;  increase  gradually  as 
needed  and  tolerated.  Though  generally  not  recommended,  if  combina- 
tion therapy  with  other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects — -particularly  in  use  of 
potentiating  drugs  such  as  MAO  inhibitors  and  phenothiazines. 
Observe  usual  precautions  in  patients  with  impaired  renal  or  hepatic 
function.  Paradoxical  reactions  to  chlordiazepoxide  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been  reported  in  psychiatric  patients. 
Employ  usual  precautions  in  the  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Variable  effects  on  blood  coagula- 
tion very  rarely  reported  in  patients  receiving  Librium®  (chlordiaz- 
epoxide) and  oral  anticoagulants. 

Adverse  Reactions:  Untoward  effects  seen  with  either  compound 
alone  may  occur  with  Menrium.  With  chlordiazepoxide,  drowsiness, 
ataxia  and  confusion  reported  in  some  patients,  particularly  in  the 
elderly  and  debilitated;  while  usually  avoided  by  proper  dosage  adjust- 
ment, these  are  occasionally  observed  at  lower  dosage  ranges.  Also 
reported  have  been  a few  instances  of  syncope;  isolated  occurrences  of 
skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and  decreased 
libido,  and  occasional  reports  of  blood  dyscrasias,  including  agranu- 
locytosis, jaundice  and  hepatic  dysfunction.  Periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted  treatment.  Changes  in 
EEG  patterns  (low-voltage  fast  activity)  observed  during  and  after 
chlordiazepoxide  treatment. 

With  estrogens,  headache,  nausea  and  vomiting,  anorexia, 
gastrointestinal  discomfort,  dysuria  and  urinary  frequency,  jitteriness, 
breast  engorgement,  formation  of  breast  cysts,  skin  rashes  and  pruritus 
occasionally  seen.  Administration  may  also  be  associated  with 
uterine  bleeding  and/or  followed  by  withdrawal  bleeding. 

Usual  Dosage:  One  tablet  t.i.d.  for  21  days,  followed  by  one-week 
rest  periods. 


5 mg  chlordiazepoxide 


5 mg  chlordiazepoxide 


10  mg  chlordiazepoxide 


0.2  mg  water-soluble 
esterified  estrogens 


0.4  nig  water-soluble 
esterified  estrogens 


0.4  mg  water-soluble 
esterified  estrogens 


You  know 
diuretics 
medically 


Short-acting  diuretics  may  create  abrupt, 
inconvenient  waves  of  diuresis. 
Long-acting  Hygroton  offers  a gentle  flow 
rather  than  abrupt  diuresis. 

It’s  smooth  acting. 

In  edema  and  hypertension. 

Hygroton  chlorthalidone  usp 

Makes  water,  not  waves. 


Electrolyte  imbalance  may  occur  when  using  diuretics.  Hygroton  is  contraindicated  in  severe  renal  or  hepatic  diseases  and,  of 
course,  if  it  causes  hypersensitivity.  Carefully  supervise  those  who  may  be  receiving  other  antihypertensives. 

Hygroton®  chlorthalidone  USP  Indications:  Hypertension  and  many  types  of  edema  involving  retention  of  salt  and  water.  Contraindications: 
Hypersensitivity  and  most  cases  of  severe  renal  or  hepatic  diseases.  Warnings:  With  the  administration  of  enteric-coated  potassium  supplements,  which 
should  be  used  only  when  adequate  dietary  supplementation  is  not  practical,  the  possibility  of  small-bowel  lesions  (obstruction,  hemorrhage,  and 
perforation)  should  be  kept  in  mind.  Surgery  for  these  lesions  has  been  required  frequently  and  deaths  have  occurred.  Discontinue  enteric-coated  potassium 
supplements  immediately  if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur.  Use  with  caution  in  pregnant  women  and 
nursing  mothers  since  the  drug  crosses  the  placental  barrier  and  appears  in  cord  blood  and  since  thiazides  appear  in  breast  milk.  The  drug  may  result 
in  fetal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult.  When  used  in  women  of 
childbearing  age,  balance  benefits  of  drug  against  possible  hazards  to  fetus.  Precautions:  Antihypertensive  therapy  with  this  drug  should  always  be 
initiated  cautiously  in  postsympathectomy  patients  and  in  patients  receiving  ganglionic  blocking  agents,  other  potent  antihypertensive  drugs  or  curare. 
Reduce  dosage  of  concomitant  antihypertensive  agents  by  at  least  one-half.  Because  of  the  possibility  of  progression  of  renal  damage,  periodic 
determination  of  the  BUN  is  indicated.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 
imbalance,  sodium  and/or  potassium  depletion  may  occur.  If  potassium  depletion  should  occur  during  therapy,  the  drug  should  be  discontinued  and 
potassium  supplements  given,  provided  the  patient  does  not  have  marked  oliguria.  Take  special  care  in  cirrhosis  or  severe  ischemic  heart  disease  and  in 
patients  receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recommended.  Adverse  Reactions:  Nausea,  gastric  irritation,  vomiting, 
anorexia,  constipation  and  cramping,  dizziness,  weakness,  restlessness,  hyperglycemia,  glycosuria,  hyperuricemia,  headache,  muscle  cramps,  orthostatic 
hypotension,  which  may  be  potentiated  when  chlorthalidone  is  combined  with  barbiturates,  narcotics  or  alcohol,  aplastic  anemia,  leukopenia, 
thrombocytopenia,  agranulocytosis,  impotence,  dysuria,  transient  myopia,  skin  rashes,  urticaria,  purpura,  necrotizing  angiitis,  acute  gout,  and 
pancreatitis  when  epigastric  pain  or  unexplained  G.I.  symptoms  develop  after  prolonged  administration.  Other  reactions  reported  with  this  class  of 
compounds  include:  jaundice,  xanthopsia,  paresthesia,  and  photosensitization.  A verage  Dosage:  50  or  100  mg.  with  breakfast  daily  or  100  mg.  every  other 
day.  How  Supplied:  White,  single-scored  tablets  of  100  mg.  and  aqua  tablets  of  50  mg.,  in  bottles  of  100  and  1000.  (B)46-230-G  For  full  details,  please 
see  the  complete  prescribing  information. 

GEIGY  Pharmaceuticals,  Division  of  CIBA-GE1GY  Corporation,  Ardsley,  New  York  10502 
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Gone  with  the  wind 


The  gas/acid  group  of  disorders 

“The  two  most  common  complaints  referable  to  the  upper 
gastrointestinal  tract  for  which  patients  seek  medical  relief  are 
hyperacidity  and  ‘gas.’  The  two  often  occur  together.”* 

Frees  captured  gas... neutralizes  free  acid 

Silain-Gel  Tablets  and  Liquid  are  separate  formulas  designed  to  provide 
equivalent  dual-action  symptomatic  relief.  Both  dosage  forms  contain 
simethicone  which  effectively  frees  trapped  gas,  enabling  the  patient  to 
eliminate  it.  Magnesium  hydroxide  in  both  assures  a rapid  rise  in 
pH  for  prompt  relief  of  hyperacidity.  The  special  co-dried  aluminum 
hydroxide/magnesium  carbonate  gel  in  the  tablets  assures  the 
same  rapid  and  uniform  reaction  rate  as  the  liquid.  Thus,  both  medications 
achieve  prompt  and  prolonged  neutralization  of  free  acid  plus  prompt 
relief  from  the  pain  and  pressure  of  trapped  gas. 

Always  in  good  taste 

The  pleasant,  distinctive  flavor  of  Silain-Gel,  as  well  as  its 
non-constipating  feature,  make  it  a therapy  your  patients  can  live  with- 
in comfort  and  without  complaint. 

Select  the  form  of  Silain-Gel  you  want  to  provide  symptomatic  relief  in: 
gastric  ulcer  • duodenal  ulcer  • heartburn  • gastric  hyperacidity  • 
gastritis  • dyspepsia 

when  the  patient  prefers  the  convenience  of  a tablet , select 

Silain-Gel®  Tablets: 

when  the  patient  prefers  a liquid , select 

Silain-Gel®  Liquid 

Also  available  for  the  patient  who  needs  an  antifrothicant/antiflatulent 
agent  only:  Silain®  (simethicone)  Tablets 

*Slanger,  A.:  Med.  Times  94-.  150  (Feb.)  1966. 


Announcing  the“Antgasid” 


Silain-Gel 


Tablets  : simethicone  plus  aluminum  hydroxide/magnesium  carbonate  co-dried  gel  and  magnesium  hydroxide 
Liquid:  simethicone  plus  aluminum  hydroxide  and  magnesium  hydroxide 

one  dose  does  both:  frees  captured  gas... neutralizes  free  acid 


/HLROBINS 


A.H.  Robins  Company,  Richmond,  Virginia  23220 


The  actions  of  the  official 
Tincture  and  Extract  of 
Belladonna  result  chiefly  from 
their  Atropine  content . . . 
conclude  Goodman  and  Gilman 

THE  PHARMACOLOGICAL  BASIS  OF  THERAPEUTICS 
3rd  Edition,  page  522 


Antrocol  provides  the  prompt , predictable  antisecretory  action  of  the  bella- 
donna alkaloid , atropine , fortified  with  sedation  and  blended  with  Bensul- 
foid , contributing  to  even  absorption. 


Each,  tablet  or  capsule  contains: 
Atropine  sulfate,  0.324  mg.;  Phe- 
nobarbital,  16  mg.  (may  be  habit 
forming);  Bensulfoid,  65  mg.  (see 
white  section  PDR) . The  atropine 
content  of  Antrocol  is  the  maxi- 
mum amount  the  average  patient 
can  take  at  six  hour  intervals  over 
long  periods  with  comfort. 

SUPPLIED 

Tablet  in  bottles  of 
100,  500  and  5000 
Capsule  in  bottles 
of  100,500  and  1000 

Caution:  Federal  law  prohibits 
dispensing  without  prescription. 


Prescribing  Information 
Contraindicated  in  glaucoma.  Use  cautiously  in  pro- 
static hypertrophy.  Side-effects  of  toxic  dose  of 
atropine:  flushing,  dryness  of  mouth,  cycloplegia, 
tachycardia  and  urinary  retention. 

Dosage:  One  tablet  or  capsule  after  each  meal  to 
correct  emotional  stress  and  normalize  gastric  se- 
cretions. In  treating  peptic  ulcer,  doses  at  regular 
intervals  up  to  eight  (8)  tablets  or  capsules  per  day 
to  provide  the  proper  gastric  titer  for  healing.  After 
ulcer  has  healed,  one  tablet  or  capsule  after  each 
meal  to  maintain  a titer  unfavorable  to  recurrence. 


Clinical  supply  available  to  physicians. 


WILLIAM  P.  POYTHRESS  & CO.,  INC. 
RICHMOND,  VIRGINIA  23217 


works  on  the  appetite 
not  on  the ‘nerves’ 

When  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
this  drug,-  in  emotionally  unstable  patients  susceptible  to  drug  abuse. 

Warning:  Although  generally  safer  than  the  amphetamines,  use  with  great  caution  in 
patients  with  severe  hypertension  or  severe  cardiovascular  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleasant symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
in  relatively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  it  may 
occasionally  cause  CNS  effects  such  as  insomnia,  nervousness,  dizziness,  anxiety. 


and  jitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  a few  epileptics 
on  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio- 
vascular effects  reported  include  ones  such  os  tachycardia,  precordial  pain, 
arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  a healthy  young  male  after  ingestion  of 
diethylpropion  hydrochloride;  this  was  an  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash, 
urticaria,  ecchymosis,  and  erythema.  Gastrointestinal  effects  such  as  diarrhea, 
constipation,  nausea,  Vomiting,  and  abdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow 
depression,  agranulocytosis,  and  leukopenia.  A variety  of  miscellaneous  adverse 
reactions  have  been  reported  by  physicians.  These  include  complaints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  tablet 
daily,  swallowed  whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  If  desired,  an  additional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  oge  is  not 
recommended.  t-ooga  / 1/70  / u.s.  patent  no.  3,001,910 


THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSONMERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


¥ 


X 


Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully — 
gratefully — with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Quinamm 

(quinine  sulfate  260  mg.,  aminophylline  1 95  mg.) 


Prescribing  Information  — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains.-  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/  Ad- 
verse Reactions:  Aminophylline  may  produce  Intestinal  cramps  in 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonlsm, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 

Specific  therapy  for  night  leg  cramps 


Q915A 


1/70 


A once-popular  treatment  for  back  pains 
was  to  have  the  seventh  son  of  a seventh  son 
stand  or  walk  on  the  patient's  back. 


For  headache,  a sovereign  remedy  was 
to  wear  a snakeskin  round  one’s  head. 


The  pain  of  earache  was  allegedly  relieved 
by  holding  a hot  roasted  onion  to  the  ear. 


A realistic 
approach 

to  pain 
relief 


Empirin’ 

Compound  with  Codeine 
Phosphate  gr.  1/2  No.  3 

Each  tablet  contains: 

Codeine  Phosphate  gr.  1/2  (Warning- 
May  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 

Aspirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

keeps  the  promise 
of  pain  relief 

B.W.  & Co.'  narcotic  products  are 
Class  "B",  and  as  such  are  available  on  oral 
prescription,  where  State  law  permits. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
T\ickahoe,  N.Y. 


Now  that  there’s  a greater  therapeutic 
potential  for  treating 

Parkinson’s  disease  and  syndrome 

... the  information  on  these  pages  will  be  of  practical  interest  to  you 


Larodopa®  (levodopa)  Roche  : therapy  that 
demands  slow,  individualized  dosage  titration 

With  the  advent  of  new  Larodopa  (levodopa),  there  is  now7 
an  agent  that  holds  promise  of  relief  of  all  the  major 
symptoms  of  Parkinson’s  disease  and  syndrome— rigidity 
and  akinesia  as  well  as  tremor. 

However,  as  has  been  reported  in  the  medical  literature, 
levodopa  demands  slow7,  careful  titration  of  dosage,  and 
frequent  patient  monitoring.  Adverse  reactions  may  occur 
at  any  time,  some  serious  enough  to  require  dosage 
reduction  or  discontinuance  of  therapy.  Thus,  before 
prescribing,  it  is  particularly  important  to  refer  to  the 
following  Important  Therapeutic  Considerations,  the 
sections  covering  dosage  and  administration,  and  to  the 
information  on  monitoring  the  patient  (see  prescribing 
information). 

Important  Therapeutic  Considerations 

Larodopa  (levodopa)  is  an  unusual  drug  which  must  be 
administered  w ith  particular  care.  In  view  of  its  high 
incidence  of  adverse  reactions,  you  will  find  the  following 
therapeutic  considerations  for  Larodopa  important : 

(a)  Larodopa  is  not  curative  and  its  mechanism  of  action 
is  unknown,  though  postulated. 

(b)  Long-term  safety  and  efficacy  for  Larodopa  have  not 
been  established. 

(c)  Accurate  diagnosis  is  imperative  since  there  is  no 
evidence  that  Larodopa  is  effective  in  neurological  diseases 
other  than  Parkinson’s  disease  and  syndrome. 

(d)  About  one-third  of  patients  or  more  will  not 
experience  clinical  improvement  on  Larodopa,  and 
virtually  100%  of  patients  will  experience  side  effects  of 
some  degree. 

(e)  The  dose  of  Larodopa  producing  maximal  improvement 
with  tolerated  side  effects  must  be  carefully  titrated  for  the 
individual  patient. 

(f)  Finally,  there  is  no  evidence  that  early  treatment  with 
Larodopa,  while  possibly  controlling  symptomatology, 
alters  the  course  of  the  disease. 


Photographs  of  patients  treated  with  Larodopa  by 
permission  of  the  patients. 


Guide  to  dosage  and  administration  of 
Larodopa®  (levodopa) Roche 

Usual  daily  dosage— initially,  0.5  to  1 Gm  daily  (divided  in 
2 or  more  doses  witK  food). 

Total  daily  dosage— increased  gradually  in  increments  of 
0.125  to  0.75  Gm  every  2 or  3 days,  as  tolerated. 

Usual  daily  dose  range— from  4 to  6 Gm  given  orally  in  3 
or  more  divided  doses,  with  food. 

Daily  dosage  should  NOT  exceed  8 Gm. 

Optimal  therapeutic  dosage— usually  reached  in  6 to  8 
weeks. 

Establishing  optimal  dosage— must  be  determined  and 
carefully  titrated  for  the  individual— gradually  increase 
dosage  until : (1)  maximal  response  is  seen,  or  (2)  maximum 
recommended  dosage  is  reacbed,  or  (3)  side  effects 
preclude  further  dosage  increase,  or  require  reduction  or 
discontinuation  of  dosage. 

Interrupted  therapy— after  brief  interruption,  dosage 
should  again  be  adjusted  gradually.  (In  many  cases,  the 
patient  can  be  rapidly  titrated  to  his  previous  therapeutic 
dosage.  See  ‘"Precautions”  section  of  Complete  Prescribing 
Information.) 

To  underscore  the  extreme  importance  of  careful  dosage 
titration,  the  following  week-by-week  dosage  pattern  has 
been  prepared,  based  on  the  assumption  that  the  course  of 
therapy  is  uninterrupted  by  any  complications  requiring 
a change  in  dosage.  (Again,  dosage  must  be  reduced  when 
intolerable  side  effects  occur.) 

Because  it  is  absolutely  imperative  that  Larodopa  therapy 
be  individualized  to  meet  the  particular  needs  of  each 
patient,  the  following  dosage  schedule  should  be  considered 
only  a model. 


Larodopa® 

levodopa/Roclie 


Titration  of  Larodopa  (levodopa)  dosage 
in  patient  evaluated  weekly 


Intervals 

0.25  Cm 
Tablets 

0.5  Gm  Tablets 

Total 

Daily  Dose 

Week  1 

% tab  (0.125  Gm) 
q. i.d.  w / food 

0.5  Gm 

Week  2 

1 tab  (0.25  Gm) 
q.i.d.  w/  food 

1.0  Gm 

Week  3 

1V2  tab  (0.375 
Gm)  q.i.d.  w / food 

1.5  Gm 

Week  4 

1 tab  (0.5  Gm) 
q.i.d.  w / food 

2.0  Gm 

Week  5 

IV2  tab  (0.750 
Gm)  at  breakfast 
and  dinner. 

1 tab  (0.5  Gm) 
at  lunch  and 
bedtime 

2.5  Gm 

Week  6 

V/2  tab  (0.750 
Gm)  q.i.d.  w / food 

3.0  Gm 

Week  7 

2 tab  (1.0  Gm) 
at  breakfast 
and  dinner. 
IV2  tab  (0.750 
Gm)  at  lunch 
and  bedtime 

3.5  Gm 

Week  8 

2 tab  (1.0  Gm) 
q.i.d.  w/food 

4.0  Gm 

The  daily  maintenance  dosage  in  the  above  example  may 
be  increased,  decreased , or  maintained  at  the  4 Gm  level 

depending  upon  the  point  at  which  optimal  therapeutic 
results  are  achieved. 

Concurrent  therapies:  Larodopa  (levodopa)  may  be  used 
concomitantly  with  other  antiparkinsonism  drugs  such  as 
benztropine  mesylate  (Cogentiri),  trihexyphenidyl  HC1 
(Artane)  or  procyclidine  HC1  (Kemadrin),  but  when  more 
than  one  drug  is  used,  the  usual  dose  of  each  may  have  to 
be  reduced. 

Not  to  be  given  concomitantly : MAO  inhibitors.  Such 
agents  must  be  discontinued  two  weeks  prior  to  initiating 
Larodopa  therapy. 

Note  of  caution  for  patients  who  require  vitamin 
supplementation : It  has  been  reported  that  pyridoxine  HC1 
(vitamin  Bc)  can  rapidly  reverse  the  antiparkinson  effects 
of  levodopa  therapy. 

A timetable  for  monitoring 

While  it  cannot  be  emphasized  too  strongly  that  each 
patient  on  Larodopa  must  be  treated  as  a totally  distinct 
entity,  the  following  are  suggested  as  guidelines  in  the 
monitoring  of  such  patients. 

1.  For  the  first  month,  at  least:  the  average  ambulatory 
outpatient  should  be  seen  and  evaluated  a minimum  of  once 
a week. 

2.  During  the  second  month:  patient  evaluations  can  be 
extended  to  every  two  weeks  (assuming  no  laboratory 
abnormalities  or  intolerable  side  effects  have  occurred). 


3.  From  the  third  through  the  sixth  month:  the  patient 
should  be  evaluated  once  a month. 

4.  After  six  months  on  the  appropriate  maintenance  dose: 
with  no  significant  adverse  reactions  or  laboratory  ( 
abnormalities,  the  patient  should  be  seen  at  least  once 
every  two  months. 

5.  Finally,  after  one  year  on  maintenance  dosage: 
evaluation  should  be  made  no  less  than  once  every  three 
months. 

Therapeutic  response 

A favorable  response  may  often  be  seen  within  10  days  to 
several  weeks.  However,  a patient  should  not  be  taken  off  a 
tolerable  dose— even  in  the  absence  of  a response— until  six 
months  have  elapsed.  This  is  because,  in  some  instances,  the 
response  may  come  relatively  late.  Of  course,  any  serious 
laboratory  abnormalities  or  intolerable  side  effects 
automatically  dictate  discontinuance  of  therapy. 

Lessening  the  side-effects  problem 

While  it  is  generally  advisable  that  levodopa  be  taken 
after  meals,  nausea  and  vomiting,  two  frequently  occurring 
side  effects  of  levodopa,  can  often  be  minimized  by  taking 
medication  with  foods.  If  nausea  becomes  intolerable,  the 
dosage  should  be  cut  back  in  daily  decrements  equal  to  the 
most  recent  increments  given  the  patient.  This  reduction  is 
to  be  spaced  over  two-  or  three -day  intervals.  Conversely, 
as  nausea  subsides,  the  drug  dosage  should  be  slowly 
increased  in  like  increments. 

An  important  part  of  the  routine  monitoring  procedure 
would  be  to  determine  any  possible  cardiovascular 
problems.  If  cardiac  arrhythmias  occur,  Larodopa  should 
be  discontinued  and  other  antiparkinson  therapy  instituted. 
With  orthostatic  hypotension  a possibility,  checking  the 
patient’s  blood  pressure  (both  supine  and  standing)  is 
essential. 

If  choreiform  movements  appear,  they  usually  occur  when 
maximum  therapeutic  dosages  are  reached.  To  control  such 
effects,  reduce  dosage  by  decrements  of  0.5  Gm  daily. 


Flexible  dosage:  scored  tablets  of  0.25  Gm  and 
0.5  Gm  help  simplify  dosage  titration 


Conveniently  scored  0.25  and  0.5  Gm  tablets  make  possible 
more  precise  titration.  Should  another  dosage  form  be 
preferred,  Larodopa  is  also  supplied  in  capsule  strengths 
of  0.25  and  0.5  Gm. 


Before  prescribing,  please  consult  product  information  on  next  page. 


For  the  relief  of  symptoms  associated  with 
Parkinson  s disease  and  syndrome 


Larodopa9 

levodopa/Roche 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 


BECAUSE  OF  THE  HIGH  INCIDENCE  OF  ADVERSE 
REACTIONS  AND  THE  NECESSITY  FOR  INDIVID- 
UALIZING THERAPY,  THE  PHYSICIAN  SHOULD 
THOROUGHLY  FAMILIARIZE  HIMSELF  WITH  THE 
INFORMATION  IN  THE  PACKAGE  INSERT  BEFORE 
INSTITUTING  THERAPY  W ITH  LARODOPA  (LEVO- 
DOPA). ACCURATE  DIAGNOSIS  IS  IMPERATIVE  BE- 
CAUSE EVIDENCE  IS  LACKING  THAT  LARODOPA  IS 
EFFECTIVE  IN  NEUROLOGICAL  DISEASES  OTHER 
THAN  PARKINSON’S  DISEASE  AND  SYNDROME. 
ADEQUATE  CLINICAL  AND  LABORATORY  FACILI- 
TIES  SHOULD  BE  AVAILABLE  FOR  PROPER  MONI- 
TORING OF  TREATMENT. 

THE  LONG-TERM  SAFETY  AND  EFFICACY  OF 
LARODOPA  HAVE  NOT  BEEN  ESTABLISHED. 


Indications:  For  the  treatment  of  Parkinson’s  disease  and 
syndrome.  Useful  in  relieving  many  of  the  symptoms,  par- 
ticularly rigidity  and  bradykinesia;  frequently  helpful  in 
management  of  associated  tremor,  dysphagia,  sialorrhea  and 
postural  instability. 

Contraindications:  In  patients  for  whom  a sympathomimetic 
amine  is  contraindicated;  in  patients  receiving 
MAO  inhibitors  (the  latter  should  be  discontinued 
two  weeks  prior  to  initiating  therapy  with  Larodopa); 
in  patients  with  clinical  or  laboratory  evidence  of 
uncompensated  endocrine,  renal,  hepatic,  cardio- 
vascular or  pulmonary  disease;  with  narrow  angle 
glaucoma  and  blood  dyscrasias;  in  patients  with 
known  hypersensitivity  to  levodopa. 

Warnings:  Long-term  safety  and  efficacy  not  estab- 
lished. Administer  with  extreme  caution  to  patients 
with  bronchial  asthma  or  emphysema  who  may  re- 
quire sympathomimetic  drugs;  to  those  with  active 
peptic  ulcer  (in  facilities  equipped  to  treat  gastroin- 
testinal hemorrhage) ; in  patients  with  psychoses  or 
severe  psychoneuroses.  Initiate  therapy  with  extreme 
caution  and  in  proper  treatment  facility  in  patients  with  a his- 
tory of  myocardial  infarction  who  have  residual  atrial,  nodal  or 
ventricular  arrhythmias.  Monitor  all  patients  for  development 
of  mental  changes,  depression  with  suicidal  tendencies,  other 
serious  antisocial  behavior.  Carefully  consider  concomitant  ad- 
ministration of  pyridoxine  hydrochloride  (vitamin  Bo);  oral  doses 
of  10  to  25  mg  have  been  reported  to  rapidly  reverse  the  anti- 
parkinson  effects  of  Larodopa.  In  pregnancy,  weigh  potential 
benefits  against  possible  hazards.  Do  not  use  in  nursing  mothers. 
Safety  of  Larodopa  in  children  under  age  12  not  established. 
Precautions:  During  extended  therapy,  periodic  evaluations 
of  hepatic,  hematopoietic,  cardiovascular  and  renal  function 
recommended.  In  diabetic  patients,  control  may  be  adversely 
affected;  careful,  frequent  monitoring  and  proper  adjustment 
of  antidiabetic  regimen  required.  Patients  with  chronic  wide 
angle  glaucoma  may  be  treated  cautiously  provided  intraocu- 
lar pressure  is  well  controlled  and  patient  is  monitored  care- 
fully. Monitor  carefully  patients  receiving  antihypertensive 
agents  or  psychoactive  drugs  concomitantly,  or  those  with 
history  of  convulsions.  If  general  anesthesia  is  required,  dis- 


continue Larodopa  24  hours  prior  to  surgery;  monitor  cardio- 
respiratory functions  carefully.  Patients  who  improve  on 
Larodopa  therapy  should  resume  normal  activities  cautiously. 
May  be  used  concomitantly  with  other  antiparkinson  drugs 
with  possible  reduction  in  dosage  of  each. 

Adverse  Reactions : Most  frequently  occurring:  nausea,  ano- 
rexia, emesis,  cardiac  irregularities,  orthostatic  hypotension; 
choreiform,  dystonic  and  other  adventitious  movements;  dizzi- 
ness, sedation,  dyskinesia ; psychiatric  symptoms  such  as  agita- 
tion, anxiety,  confusion,  depression,  hallucinations,  delusions, 
insomnia,  nightmares,  and  mental  changes  including  paranoid 
ideation  and  psychotic  episodes.  Less  frequently  occurring 
and  listed  according  to  system:  psychiatric— suicidal  tenden- 
cies, increased  libido  with  serious  antisocial  behavior,  euphoria, 
lethargy,  stimulation,  fatigue  and  malaise,  dementia;  neuro- 
logical-ataxia, convulsions,  faintness,  impairment  of  gait, 
headache,  increased  hand  tremor,  akinetic  episodes,  torticollis, 
trismus,  oculogyric  crisis,  weakness,  numbness,  bruxism;  gas- 
trointestinal-constipation, diarrhea,  epigastric  and  abdominal 
distress  and  pain,  flatulence,  eructation,  hiccups,  sialorrhea, 
difficulty  in  swallowing,  bitter  taste,  dry  mouth,  tightness  of 
mouth,  lips  or  tongue,  duodenal  ulcer,  gastrointestinal  bleeding, 
burning  sensation  of  the  tongue;  cardiovascular  — nonspecific 
ECG  changes,  palpitations,  hypertension,  flushing,  phlebitis; 
hematological— hemolytic  anemia  (1  case);  dermatological 
— sweating,  edema,  hair  loss,  pallor,  rash,  bad  odor;  musculo- 
skeletal— low  back  pain,  muscle  spasm  and  twitch- 
ing, blepharospasm,  musculoskeletal  pain;  respira- 
tory— feeling  of  pressure  in  the  chest,  cough,  hoarse- 
ness, bizarre  breathing  pattern,  postnasal  drip;  uro- 
genital-urinary frequency,  retention,  incontinence, 
hematuria,  nocturia,  and  one  report  of  interstitial 
nephritis;  special  senses  — blurred  vision,  diplopia, 
dilated  pupils,  activation  of  latent  Horner’s  syn- 
drome; other—  fever,  hot  flashes,  weight  gain  or 
weight  loss. 

Nausea,  anorexia  and  vomiting  usually  obviated  by 
temporary  dosage  reduction  and/or  administration 
with  food.  If  cardiac  arrhythmias  occur,  discontinue 
and  institute  other  antiparkinson  therapy.  Reduce 
dosage  when  involuntary  movements  occur. 

The  following  have  been  noted:  elevation  of  BUN,  SGOT, 
SGPT,  LDH,  bilirubin,  alkaline  phosphatase  or  PBI; 
occasionally,  reductions  in  WBC,  hemoglobin  and  hematocrit; 
elevations  of  uric  acid  with  use  of  colorimetric  method  but  not 
with  uricase;  rarely,  positive  Coombs  test;  dark  sweat  and 
urine. 

Dosage  and  Administration:  Because  of  the  strong  possi- 
bility of  adverse  reactions  and  the  necessity  for  individualizing 
therapy,  the  physician  should  thoroughly  familiarize  himself 
with  the  information  in  the  package  insert  before  instituting 
therapy. 

How  Supplied:  Tablets,  pink,  scored,  containing  0.25  Gm 
levodopa  (imprinted  Roche  57)  or  0.5  Gm  levodopa  (imprinted 
Roche  56)  — bottles  of  100  and  500. 

Capsules,  containing  0.25  Gm  levodopa  (pink  and  beige,  im- 
printed Roche  55)  or  0.5  Gm  levodopa  (pink,  imprinted  Roche 
54)— bottles  of  100  and  500. 

Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


sterile  solution  ( 300  mgt  per  ml. ) 


Consider  Lincocin 

(lincomycin  hydrochloride  monohydr^te,  Upjohn) 


and  single-dose  2 ml. 
disposable  syringe 


04s re  Federal  law  prohibit 
without  prescription 

EXPIRES-* 


For  your  convenience 
in  2 ml.  and  10  ml.  vials 


WC5;5W  Ne.*MJ  5, 

13  - Visl  Sterile  Solution  * J 

Lincocin® 

(lincomycin 
hydrochloride  Injection) 

(5,  r to  300  mg.  per  cc. 

lincomvcln  


i ?o 


I0O-2..O 


Ipjolm 


3 Gm.  per  10  cc. 


Upjohn 


When  irritable  colon  feels  like  this 


The  blowfish,  a small  species 
of  fish,  reacts  to  stress  or 
fright  by  puffing  itself  up  wit 
air.  After  about  a dozen 
noisy  gulps  the  belly  is  balloon 
shaped  and  hard.  When 
replaced  in  the  water  the  air 
quickly  expelled,  and 
the  fish  sinks  to  the  bottom. 


. in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED’ 
provides  more  complete  relief : 


□ belladonna  alkaloids— for  the  hyper- 
active bowel  □ simethicone  — for  ac- 
companying distension  and  pain  due  to 
gas  □ phenobarbital  — for  associated 
anxiety  and  tension 

Composition:  Each  chewable,  fruit-flavored,  scored  tab- 
let contains:  16  mg.  phenobarbital  (warning:  may  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 


belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 
nary bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liquids. 


STUART  PHARMACEUTICALS  I Pasadena,  California  91109  | Division  of  ATLAS  CHEMICAL  INDUSTRIES,  INC. 


(from  the  Greek  kinetikos, 

to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED* 

antispasmodic/sedative/antiflatulent 
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Not  too  little,  not  too  much... 
but  just  right! 

"Just  right"  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients’  precise  needs — 
without  regard  to  package  size. 

llosone  Liquid  250 

Erythromycin  Estolate 

(equivalent  to  250  mg.  of  base  per  5-ml.  teaspoonful) 

Additional  information  available 
to  the  profession  on  request 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Oklahoma  State  Medical  Association 
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''Enclosed  Find  Three  Dollars ...” 

AMONG  THE  MANY  things  which  phy- 
sicians are  asked  to  do  which  have  nothing 
to  do  with  medical  care,  the  life  insurance 
questionnaire  is  one  of  the  most  objection- 
able. Pretending  to  be  requested  in  the  best 
interests  of  the  patieint,  it  is  rarely  the  pa- 
tient who  benefits  from  the  information 
submitted.  Certainly  the  physician  never 
benefits,  and  the  relationship  between  the 
patient  and  the  physician  frequently  is 
strained  by  the  unpredictable  and  some- 
times inexplicable  action  of  the  insurance 
company. 

Most  standard  inquiries  ask  for  a com- 
plete and  detailed  summary  of  pertinent 
clinical  records.  We  are  asked  to  record  the 
date  of  each  consultation,  the  symptoms  and 
complaints,  the  physical  findings,  the  re- 
sults of  all  laboratory,  x-ray  and  diagnostic 
studies,  the  diagnoses,  treatments  and  re- 
sults of  such  treatments  for  each  visit.  It 
takes  little  imagination  to  estimate  the  great 
amount  of  time  required  to  provide  these 
data  in  the  case  of  a patient  who  has  been 
seen  three  or  four  times  a year  for  eight, 
ten  or  twelve  years. 

Once  completed,  each  report  must  be 
signed  by  the  physician  who  in  so  doing, 
certifies  that  the  information  is  true  and 
complete  and  accurate.  Thus,  the  life  in- 
surance company  questionnaire  becomes 
something  more  than  a case  summary ; it 
becomes  a legal  document  which  affixes  its 
signer  with  a real  and  potentially  heavy  lia- 
bility involving  both  the  insurance  company 
and  the  patient. 

Understandably  but  without  justification, 
many  patients  hold  their  physicians  respon- 
sible when  their  life  insurance  policy  appli- 
cations are  declined  or  rated  at  higher 
premium  levels.  On  more  than  rare  occas- 
ions, a patient  actually  will  be  told  by  the 
policy  salesman  that  the  medical  report  sub- 
mitted by  his  physician  caused  the  company 
to  refuse  the  policy.  When  true,  such  a rev- 
elation can  irreparably  damage  the  some- 
’ imes  delicate  patient-physician  relation- 
ship and  actually  may  aggravate  the  pa- 
tient’s symptoms  and  illness.  When  untrue 
. . . the  allegation  that  the  physician’s  re- 
port was  the  cause  of  the  rejection  consti- 
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tutes  a slander  which  can  never  be  exposed 
or  proved.  Furthermore,  the  patient  can  be- 
lieve only  that  his  physician  is  withholding 
ominous  information  from  him,  careless  in 
his  record  keeping,  or  maliciuosly  lying. 
His  lingering  doubts  will  forever  impair 
the  patient’s  confidence  in  his  physician. 

For  all  of  this  time,  all  of  this  work;  for 
all  of  this  liability  and  all  of  this  jeopardy, 
the  physician  can  expect  to  be  paid  three 
to  five  dollars.  An  occasional  company,  in 
an  uncommon  display  of  reckless  generosity 
may  allow  “up  to  ten  dollars”  for  the  com- 
pletion of  a “difficult  or  complicated”  re- 
port. The  information  contained  in  a de- 
tailed case  summary  may  have  cost  hun- 
dreds of  dollars  to  obtain.  If,  as  is  some- 
times true,  the  patient  has  not  paid  his  ac- 
count, the  physician  who  gives  the  informa- 
tion to  an  insurance  company  is  making  a 
charitable  contribution  to  a profit  making 
institution. 

As  physicians,  we  do  not  make  life  in- 
surance available  or  unavailable  to  our  pa- 
tients. This  is  the  business  of  insurance 
companies  and  it  is  their  best  interests  we 
serve  by  responding  to  their  requests  for 
information  about  our  patients.  The  time 
we  spend  completing  their  detailed,  legal- 
istic forms  must  be  subtracted  from  the 
time  we  can  spend  with  our  patients  and 
there  are  far  too  many  such  subtractions 
already. 

We  can  ill  afford  to  subsidize  the  life  in- 
surance industry  with  charitable  contribu- 
tions of  money  and  time.  If  they  want  in- 
formation about  our  patients  let  them  train 
and  send  investigators  to  review  the  clin- 
ical records.  Let  them  obtain  the  patients’ 
informed  consent  to  read  their  records.  Let 
them  pay  for  the  time  and  trouble  involved 
in  obtaining  case  summaries.  Let  them 
openly  assume  the  sole  and  total  responsi- 
bility for  their  actions.  We  should  not  share 
this  responsibility  or  assume  any  resulting 
liability. 

Personally,  I would  much  prefer  not  to  be 
offered  the  three  dollars.  MRJ  □ 
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Somerset  Maugham  in 
his  book  Of  Human 
Bondage  legibly  illus- 
trates a medical  stu- 
dent’s intellect  and 
emotions  wrongfully 
grouped.  The  Apostle 
Paul  in  his  writings 
spoke  of  Soul  and  Spirit 
untenably  held.  Harriet 
Beecher  Stowe  in  Uncle  Tom’s  Cabin  de- 
picts the  terrible  evil  of  physical  force.  Hu- 
man bondage  in  any  form,  be  it  emotional, 
spiritual,  physical  or  professional  is  un- 
thinkable. 

We  are  approaching  an  era  where  pro- 
fessional bondage  is  occurring.  Contem- 
plate if  you  will  government  action  against 
Canadian  physicians  only  recently.  It  could 
happen  here  if  we  are  not  careful.  Social- 
ism is  striding  our  land  like  a colossus,  un- 
til presently  our  pursuit  of  life,  liberty  and 
happiness  seems  another  prerogative. 

American  physicians  constitute  in  pres- 
ent terms,  a minority  group — of  sheer  num- 
bers we  are  no  great  manpower  force,  yet 
no  single  group  of  men  in  this  nation’s  his- 
tory have  guided  policy  like  ours.  We  have 
practiced  and  helped  preserve  initiative, 
enterprise,  independence  and  democracy. 
Now  in  a great  era  of  anti-discrimination, 
no  other  group  or  profession  is  required  to 
serve  at  a fraction  of  the  prevailing  pay 
scale  as  ours. 

The  bureaucrat  purposefully  lies  to  Con- 
gress and  the  people  concerning  the  cost  of 
health  care  for  the  aged.  He  carefully  in- 


structs the  recipients  as  to  their  rightful 
benefits  and  stands  agast  when  such  is  not 
deliverable.  This  almost  corrupt  practice 
I deem  as  discriminatory  against  my  pro- 
fession. 

Now  let  us  once  again  try  to  predict  what 
the  new  Congress  has  in  mind  for  us.  The 
Medicare-Medicaid  Social  Security  Bill, 
which  bogged  down  in  the  Senate’s  impasse 
over  the  controversial  trade  bill,  has  fallen 
prey  to  the  expiration  of  time  along  with 
the  important  peer  review  provisions. 
As  a ranking  member  of  the  Senate  Finance 
Committee  told  Georgia  physicians  recent- 
ly, “the  Bennett  Amendment  did,  after  all, 
pass  the  Finance  Committee  unanimously 
. . . it  might  then  be  safe  to  assume  its  basic 
concept  will  be  around  in  the  new  Congress.” 
The  Social  Security  Administration  un- 
doubtedly will  report  that  tighter  screening 
procedures  helped  brake  the  soaring  cost  of 
the  Medicare  program,  so  we  can  expect 
further  cuts  in  our  professional  fees  and 
closer  scrutiny  of  our  utilization  of  federal- 
ly financed  health  programs. 

Your  Planning  Committee,  aided  by  other 
informed  and  interested  physicians  have 
met  on  several  occasions  to  update  our 
knowledge  of  how  we  might  implement  peer 
review  and  utilization  control  if  and  when 
it  might  suddenly  be  thrust  upon  us.  We 
plan  to  keep  you  informed  of  our  progress 
by  visiting  as  many  of  the  county  societies 
as  possible,  as  well  as  through  The  Journal 
and  Newsletter.  We  solicit  your  suggestions 
and  urge  your  participation  in  this  most 
important  task.  □ 
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Sincerely  and  fraternally, 


Oklahoma  State  Medical  Association 
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Insulinomas: 

Evaluation  and  Treatment 


JAMES  M.  HARTSUCK,  M.D. 

Modern  endocrine  function  tests  have 
increased  the  diagnostic  accuracy  of 
insulinomas  and  thereby  have 
influenced  the  surgical  approach  for 
the  obscure  lesion. 

Islet  CELL  TUMORS  usually  present 
with  neurologic  symptoms.  Early  diagnosis 
is  essential  to  prevent  irreversible  central 
nervous  system  damage.  Modern  endocrine 
function  tests  make  the  preoperative  diag- 
nosis more  certain ; therefore,  a more  ex- 
haustive search  at  the  initial  operation  is 
indicated. 

In  1922,  Banting  and  Best  introduced  pan- 
creatic extracts  in  the  treatment  of  diabetes 
mellitus.1  Soon  afterwards,  the  clinical  syn- 
drome of  hypoglycemia  with  initial  hunger, 
tremulousness,  and  weakness  followed  by 
sweating,  tachycardia,  confusion,  and  finally 
coma  was  described.5  Seven  years  later  Ros- 
coe  Graham  successfully  removed  a benign 
insulinoma.7  In  1938,  after  an  extensive  per- 
sonal experience  with  these  unusual  tumors, 
Whipple  described  a clinical  triad  which  in- 
cluded 1)  hypoglycemic  symptoms  with  fast- 
ing, 2)  concomitant  blood  sugar  levels  be- 
low 50  mg.  %,  and  3)  relief  of  the  symptoms 
and  hypoglycemia  by  the  ingestion  of  glu- 
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cose.  This  clinical  triad  has  stood  the  test 
of  time  and  will  correctly  indicate  the  ma- 
jority of  patients  with  insulinomas. 

Today  more  specific  endocrine  function 
tests  are  available  and  allow  greater  pre- 
cision of  diagnosis.  These  tests  include  in- 
travenous tolbutamide  tolerance  tests,4  fast- 
ing serum  insulin  levels,  and  insulin  stimu- 
lation tests  using  sulfonylureas.6,  9>  12  Because 
of  greater  assurance  of  diagnosis,  an  aggres- 
sive surgical  approach  with  intraoperative 
monitoring  of  blood  glucose  is  justified  for 
the  patient  with  a nonpalpable  islet  cell  aden- 
oma. Review  of  the  patients  with  the  diag- 
nosis of  insulinoma  at  the  University  of 
Oklahoma  Medical  Center  emphasizes  the 
difficulties  in  diagnosis  and  the  need  for  re- 
covery of  an  insulinoma  at  the  first  opera- 
tion. 

CASE  REPORTS 

Case  No.  1.  The  patient  (H.P.,  U.H., 
#22-64-38),  an  18-year-old  white  female, 
was  admitted  in  coma  with  a three  month 
history  of  morning  syncope  and  seizures. 
The  admission  blood  sugar  was  36  mg.%. 
She  awakened  after  administration  of  50 
percent  intravenous  glucose.  She  was  not 
obese  but  had  gained  20  pounds  in  the  past 
18  months.  Physical  examination:  The  pa- 
tient presented  in  coma  with  hypoactive  re- 
flexes. After  resuscitation  with  glucose  and 
following  diagnostic  studies,  she  underwent 

3 


Insulinomas  / HARTSUCK 

exploratory  laparotomy.  No  abnormalities 
of  the  pancreas  were  found.  A two  cm.  nod- 
ule adjacent  to  the  jejunum  was  removed; 
it  proved  to  be  aberrant  pancreas.  A blind 
resection  of  the  distal  pancreas  including  the 
tail  and  body  was  done  without  recovery  of 
a tumor.  Postoperative  blood  sugars  re- 
mained low  and  a fasting  blood  sugar  six 
days  postoperative  was  50  mg.  %.  The  pa- 
tient was  discharged  on  a high  carbohydrate 
diet.  She  continued  to  have  morning  synco- 
pal episodes,  despite  nocturnal  feedings.  She 
was  intermittently  confused  and  mental  de- 
terioration was  observed.  Six  months  later 
she  was  readmitted  and  a fasting  blood  sugar 
was  31  mg.  %.  At  laparotomy  no  tumor  was 
demonstrable  and  the  patient  underwent  re- 
section of  the  head  and  uncinate  process  with 
preservation  of  a small  rim  of  pancreas  ad- 
jacent to  the  duodenum.  A one  cm.  well  in- 
capsulated  islet  cell  tumor  which  was  im- 
bedded in  the  pancreatic  head  adjacent  to 
the  duodenal  sweep  was  found.  Postopera- 
tively,  the  blood  sugar  increased  to  312 
mg.  % and  the  postoperative  course  was  un- 
eventful. The  patient  was  discharged  and 
maintained  on  50  units  of  NPH  insulin  per 
day.  Her  mental  acuity  has  not  returned  to 
the  pre-illness  level  in  the  opinion  of  her 
physician  observers. 

Comment : The  patient  illustrates  the  dif- 
ficulty in  locating  insulinomas  at  the  time 
of  surgery.  The  operations  were  performed 
in  1955,  five  years  before  insulin  assays  be- 
came available.  With  a more  definite  pre- 
operative diagnosis  and  intraoperative  moni- 
toring of  blood  sugar,  the  adenoma  might 
have  been  recovered  initially  and  months  of 
damaging  hypoglycemia  prevented. 

Case  No.  2.  The  patient  (J.H.,  U.H., 
#30-51-54),  an  18-year-old  male  admitted 
in  1960  with  a seven  month  history  of  dizzy 
spells  and  syncope  following  exercise.  He 
demonstrated  amazing  insight  into  his  ill- 
ness by  changing  his  occupation  from  trim- 
ming trees  to  tending  a bee  hive  and  gath- 
ering honey.  On  one  occasion  following  pro- 
longed exercise  he  had  syncope  with  seizures. 
Blood  glucose  at  that  time  was  24  mg.%.  He 
awakened  immediately  with  intravenous 
glucose.  A recent  weight  gain  of  15  pounds 
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was  noted.  Physical  examination : He  was 
somnolent,  dull,  and  slightly  obese.  Repeated 
fasting  blood  sugars  were  30  and  35  mg.%. 
At  laparotomy,  a two  cm.  adenoma  in  the 
tail  of  the  pancreas  was  demonstrated  and 
enucleated.  The  postoperative  course  was 
complicated  by  fever,  pain  in  the  left  flank, 
and  shoulder  tip  reference  pain.  Left  dia- 
phragmatic excursions  were  diminished.  On 
the  twelfth  postoperative  day  he  underwent 
drainage  of  a lesser  sac  abscess.  Four  weeks 
later  he  was  dischai’ged  and  has  remained 
well. 

Comment ; Postoperative  fever,  abscess, 
and  pseudocyst  are  common  after  pancreatic 
surgery.  In  this  patient  a lesser  sac  abscess 
occurred  despite  drainage  after  an  uncompli- 
cated enucleation  of  the  adenoma. 

Case  No.  3.  The  patient  (R.L.,  U.H., 
#31-85-41),  a 50-year-old  white  female,  was 
admitted  with  the  chief  complaint  of  morn- 
ing blackout  spells.  Blood  sugars  during 
these  episodes  were  as  low  as  28  mg.%.  She 
was  tremendously  obese.  Fasting  symptoms 
as  well  as  hypoglycemia  were  relieved  by 
oral  glucose  ingestion.  At  laparotomy,  no 
tumor  could  be  identified ; therefore,  blind 
distal  pancreatectomy  was  performed.  Two 
separate  lesions  were  recovered ; a two  cm. 
adenoma  from  the  tail  and  a one  cm.  aden- 
oma from  the  body.  The  blood  sugar  imme- 
diately following  the  surgery  rose  to  224 
mg.%.  The  postoperative  course  was  compli- 
cated by  fever,  but  the  patient  was  dis- 
charged on  the  19th  postoperative  day  and 
has  remained  well. 

Comment : Gross  examination  of  the  re- 
sected pancreas  demonstrated  the  tumors. 
The  rapid  response  in  blood  sugar  gave  ad- 
ditional proof  of  the  complete  removal  of 
the  functioning  beta  cell  tumors.  Since  mul- 
tiple adenomas  occur  in  approximately  ten 
percent  of  patients  with  insulinomas,  intra- 
operative blood  glucose  monitoring  is  rec- 
ommended. 

Case  No.  U.  The  patient  (F.D.,  U.H., 
#34-65-49),  is  a 32-year-old  male  who  was 
referred  to  the  University  Hospital  in  coma. 
He  had  a three  year  history  of  seizures  and 
irrational  behavior.  The  admission  blood 
sugar  was  22  mg.%.  Continuous  intravenous 
glucose  administration  elevated  the  blood 
sugar  to  48  mg.%  and  consciousness  was 
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slowly  regained.  The  patient  had  undergone 
mental  deterioration  over  the  past  three 
years.  Previously  he  had  been  evaluated  for 
seizures  and  placed  on  phenobarbital  and 
“Dilantin.”  Physical  examination:  He  was 
slender.  Mental  state  was  described  as  dull. 
The  patient  underwent  laparotomy.  No  tu- 
mor was  demonstrated ; therefore,  a partial 
pancreatectomy  and  splenectomy  were  per- 
formed. Postoperatively,  no  tumor  was  dem- 
onstrated by  pathologic  examination  and 
fasting  blood  sugars  remained  depressed,  29 
and  33  mg.  %.  Two  months  later  because  of 
continued  hypoglycemic  symptoms,  the  pa- 
tient underwent  exploration.  At  this  time  a 
two  cm.  islet  cell  adenoma  was  recovered  at 
the  junction  at  the  head  and  neck  of  the 
pancreas.  The  adenoma  was  embedded  deep- 
ly in  the  substance  of  the  gland  but  enuclea- 
tion was  possible  without  damage  to  the  com- 
mon bile  duct.  The  postoperative  blood  sugar 
rose  to  330  m g.%.  The  postoperative  course 
was  complicated  by  a spontaneous  left  pneu- 
mothorax and  moderate  wound  drainage. 
He  was  discharged  on  the  eighteenth  post- 
operative day.  Unfortunately,  he  has  not 
regained  his  pre-illness  mental  acuity. 

Comment : This  patient  emphasizes  the 
importance  of  considering  insulinoma  in  the 
differential  diagnosis  of  all  patients  with 
seizures  to  prevent  irreversible  central  nerv- 
ous system  damage  from  hypoglycemia. 
Again,  intraoperative  blood  glucose  measure- 
ment and  a more  aggressive  surgical  ap- 
proach were  indicated  initially. 

Case  No.  5.  The  patient  (A.A.,  OMRF, 
#21-77),  a 55-year-old  male,  entered  with 
a five  year  history  of  episodic  morning  un- 
responsiveness. He  had  been  treated  with 
“Dilantin”  for  seizures.  His  wife  noted  re- 
lief of  seizures  by  feeding,  especially  in  the 
morning.  A fasting  blood  sugar  taken  at  the 
time  of  symptoms  was  38  mg.%.  The  patient 
was  referred  to  the  Oklahoma  Medical  Re- 
search Foundation  with  the  diagnosis  of 
probable  insulinoma.  Fasting  blood  sugar 
was  noted  to  be  22  mg.%  and  serum  insulin 
levels  were  elevated  to  approximately  four 
times  the  upper  limit  of  normal  on  multiple 
occasions.  He  was  treated  with  diazoxide, 
chlorothiazide,  and  a low  sodium  diet.  Dia- 
zoxide was  noted  to  raise  the  fasting  blood 
sugar  to  above  67  mg.%,  and  to  decrease 


the  fasting  serum  insulin  levels  to  slightly 
above  normal.  Intravenous  glucose  produced 
a prolonged  and  marked  hypoglycemia.  The 
patient  was  not  obese.  Physical  examination 
was  not  remarkable.  In  January  1967,  he 
underwent  laparotomy  with  enucleation  of 
a three  cm.  reddish-brown  adenoma  from  the 
superior  border  of  the  pancreas.  The  post- 
operative course  was  uneventful.  Tissue 
analysis  of  the  adenoma  revealed  25.8  units 
of  insulin  per  gram.  Normal  pancreas  usual- 
ly contains  one  to  four  units  of  insulin  per 
gram  of  wet  gland. 

Case  No.  6.  The  patient  (A.K.,  V.A.H., 
#517-20-96-67)  first  noted  hypoglycemic 
symptoms  with  convulsions  in  1963.  He  un- 
derwent subtotal  pancreatectomy  at  another 
hospital  and  was  found  to  have  a benign 
adenoma.  He  was  asymptomatic  until  Oc- 
tober of  1968,  when  he  developed  hypoglyce- 
mic symptoms  and  underwent  partial  pan- 
createctomy with  removal  of  the  remainder 
of  the  body  of  the  pancreas.  No  tumor  was 
demonstrable  by  pathologic  examination  and 
hypoglycemic  symptoms  persisted  postoper- 
atively. He  again  was  explored,  but  further 
pancreatic  resection  was  abandoned  because 
of  a lesser  sac  abscess  which  was  drained. 
He  was  treated  with  diazoxide  which  was 
useful  in  controlling  hypoglycemia,  but  pre- 
cipitated congestive  heart  failure  necessitat- 
ing diuretics  and  salt  restriction.  In  March 
of  1969  he  was  admitted  to  the  Veterans  Ad- 
ministration Hospital  at  the  University  of 
Oklahoma  Medical  Center  and  after  evalua- 
tion for  continued  hypoglycemia,  underwent 
a pancreaticoduodenectomy.  Again  no  tu- 
mor was  present  in  the  specimen  and  the 
patient  has  continued  to  have  fasting  hypo- 
glycemia with  blood  sugars  as  low  as  33 
mg.%.  No  other  tumor  was  noted  at  the 
time  of  laparotomy.  However,  a liver  scan 
postoperatively  suggests  a metastatic  lesion 
deep  in  the  right  lobe  of  the  liver.  Presently 
he  is  managed  with  diazoxide,  diuretics,  dig- 
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italis,  and  pancreatic  enzyme  replacement. 
Fasting  serum  insulin  levels  are  markedly 
elevated. 

Comment : Although  it  is  quite  common 
for  islet  cell  tumors,  which  appear  malignant 
by  cytologic  criteria  to  behave  in  a benign 
fashion,  the  converse  is  rare.  The  fact  that 
this  patient  has  continued  elevated  insulin 
levels  virtually  excludes  the  possibility  of 
hypoglycemia  secondary  to  a hepatoma  or 
mesenchymal  tumor.  In  all  probability,  he 
has  a metastatic  islet  cell  carcinoma  which 
is  functioning. 

PREOPERATIVE  EVALUATION 

The  fact  that  all  six  of  the  University  of 
Oklahoma  Medical  Center  patients  presented 
with  neurologic  symptoms,  usually  morning 
seizures,  is  typical.  Delayed  diagnosis  can 
cause  significant  and  irreversible  mental  de- 
terioration which  occurred  in  cases  one  and 
four.  All  patients  demonstrated  a positive 
Whipple  triad  with  a fasting  blood  sugar 
below  40  mg.%.  Thus,  the  most  important 
factor  in  diagnosis  is  a high  index  of  sus- 
picion in  the  patient  with  morning  syncope 
and  fasting  seizures.  A blood  sugar  drawn 
at  the  time  of  seizures  was  diagnostic  in  all 
of  these  cases.  The  differential  diagnosis  of 
hypoglycemia  must  include  pituitary,  adren- 
al, and  hepatic  insufficiency  as  well  as  re- 
active hypoglycemia.  For  the  evaluation  of 
the  hypoglycemic  patient,  the  following  tests 
are  recommended. 

Prolonged  fasting : A twelve  hour  fast  is 
insufficient  to  rule  out  hypoglycemia.10  How- 
ever, nearly  all  of  the  patients  with  insulin- 
omas will  demonstrate  marked  hypoglycemia 
if  the  fast  is  carried  to  72  hours.  This  test 
is  especially  useful  in  differentiating  reactive 
hypoglycemia  from  insulinomas.  It  cannot 
exclude  cirrhosis  with  depleted  liver  gly- 
cogen supplies  or  noninsulin  producing  mes- 
enchymal or  hepatic  tumors.  It  can  be  dan- 
gerous if  the  patient  is  not  carefully  moni- 
tored for  low  blood  sugar  levels. 

Serum  insulin  determination : An  elevated 
fasting  serum  insulin  level  was  demonstrat- 
ed in  the  last  two  patients  and  is  virtually 
diagnostic  of  an  insulinoma.  Serum  insulin 
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levels  cannot  differentiate  an  adenoma  from 
an  islet  cell  carcinoma,  but  can,  if  markedly 
elevated,  usually  differentiate  an  insulinoma 
from  mesenchymal  or  hepatic  tumors  or 
from  cirrhosis.  Insulin  stimulation  by  in- 
travenous tolbutamide  may  be  helpful  if 
clearly  abnormal  in  the  patient  with  insul- 
inoma.6' 12  However,  there  is  a significant 
overlap  between  patients  with  insulinomas 
and  normal  controls. 

Intravenous  glucagon  is  useful  to  demon- 
strate adequate  hepatic  reserves  and  has  re- 
placed the  epinephrine  test  as  a means  of 
excluding  liver  disease.11 

Oral  or  intravenous  lijcine  administration 
is  useful  in  children  with  hypoglycemia  to 
determine  lycine  sensitivity  which  can  be 
managed  by  a low  lycine  diet.  Most  patients 
with  insulinomas  will  demonstrate  lycine 
sensitivity  but  the  stimulation  is  not  so  po- 
tent as  with  tolbutamide.3  The  test  is  of 
little  practical  use  for  the  adult. 

Anatomic  identification  of  the  tumor  prior 
to  operation  would  be  highly  desirable  be- 
cause of  the  difficulty  of  intraoperative  lo- 
calization. Selenomethionine  scanning  has 
generally  been  unsatisfactory  and  is  limited 
by  liver  overlap.  As  experience  with  pan- 
creatic arteriography  has  increased,  the  pre- 
operative localization  of  insulinomas  has  be- 
come hopeful.  In  a recent  review  of  41  pa- 
tients undergoing  arteriography  for  insulin- 
omas, there  were  29  correct  identifications 
as  well  as  ten  false  negatives  and  two  false 
positives.2  Preoperative  arteriography  should 
be  considered  for  the  patient  undergoing  re- 
operation. A liver  scan  should  be  added  to 
the  preoperative  evaluation  for  patients 
undergoing  reoperation  and  for  patients 
thought  to  have  an  islet  cell  carcinoma. 

SURGICAL  TREATMENT 

For  the  majority  of  patients  within  insul- 
inomas, surgical  management  is  straightfor- 
ward and  consists  of  a thorough  abdominal 
exploration  and  enucleation  of  the  adenoma. 
If  a major  duct  of  the  pancreas  is  transsect- 
ed  with  enucleation,  distal  resection  is  pref- 
erable to  attempted  repair.  The  operative 
area  should  be  drained.  Intraoperative  mon- 
itoring of  blood  glucose  using  either  “Dextro- 
stix”®  or  a rapid  autoanalyzer  technique  is 
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useful  and  if  marked  elevation  in  the  blood 
glucose  occurs  after  the  removal  of  the  tu- 
mor, one  can  be  confident  of  success.  If  there 
is  not  a prompt  elevation,  a thorough  explor- 
ation should  be  made  to  avoid  leaving  behind 
a second  adenoma. 

If  the  adenoma  is  not  readily  demonstrable 
after  thorough  exploration  and  if  the  pre- 
operative evaluation  is  diagnostic,  one  is 
forced  to  proceed  with  a blind  resection.  Pan- 
creatic islet  tissue  is  uniformly  distributed 
throughout  the  pancreas.  Since  insulinomas, 
including  those  which  are  not  palpable,  are 
also  relatively  uniformly  distributed,8  it  is 
logical  to  begin  the  blind  resection  with  the 
tail  and  to  progress  proximally.  If  blind  re- 
section of  the  body  and  tail  does  not  yield 
a gross  tumor  by  pathologic  examination  at 
the  time  of  operation  and  the  blood  sugars 
have  not  shown  a marked  increase,  post- 
operative hypoglycemia  is  probable.  When 
the  preoperative  diagnosis  is  secure,  the 
initial  approach  should  be  aggressive  and 
consist  of  progressive  proximal  resection  of 
the  pancreas  up  to  90  percent.  With  this 
approach,  the  majority  of  nonpalpable  in- 
sulinomas can  be  recovered  without  subject- 
ing the  patient  to  the  mortality  and  morbid- 
ity of  a secondary  procedure. 

In  half  of  our  cases,  a postoperative  fis- 
tula, abscess,  or  fever  secondary  to  a peri- 
pancreatic  collection  complicated  the  post- 
operative period.  The  majority  of  these 
complications  respond  to  conservative  man- 
agement. 

The  patient  with  widespread  functioning 
islet  cell  carcinoma  presents  special  prob- 
lems. The  usual  course  of  these  patients  is 
progressive  and  downhill.  A few  patients  do 
surprisingly  well  with  islet  cell  carcinomas 


which  function  and  they  may  have  prolonged 
survival.  Diazoxide,  which  inhibits  the  se- 
cretion of  insulin,  may  be  valuable.  Fluid 
retention  may  occur  with  diazoxide  and  re- 
quire salt  restriction  and  diuretics.  A high 
carbohydrate  diet  with  frequent  and  noc- 
turnal feeding  is  helpful. 


SUMMARY 


A group  of  six  patients  with  functioning 
beta  islet  cell  tumors  treated  at  the  Univer- 
sity of  Oklahoma  Medical  Center  over  the 
past  fiteen  years  has  been  reviewed.  Diffi- 
culties in  management  emphasize  the  need 
for  careful  preoperative  evaluation.  A se- 
cure diagnosis  allows  the  surgeon  to  be  ag- 
gressive in  his  initial  search  for  the  non- 
palpable functioning  islet  cell  tumor.  □ 
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Epidemiology  of  Clinical  Infectious  Hepatitis 
in  Cleveland  County,  Oklahoma 

From  July  1,  1968  — June  30,  1969 


G.  REZA  NAJEM,  M.D.,  M.P.H. 
R.  LeROY  CARPENTER,  M.D. 

The  lack  of  knowledge  regarding  the 
etiology  of  infectious  hepatitis,  created 
major  problems  in  prevention  and 
control  in  this  Cleveland  County  study. 
The  chain  of  close  personal  contact 
transmission  especially  by  asymptomatic 
cases  can  be  broken  down  by  good 
sanitary  practice  including  more 
effecting  hand  washing. 


INTRODUCTION 

INFECTIOUS  hepatitis  has  been  increas- 
ing during  the  last  several  years  in  most 
areas  of  Oklahoma,  as  well  as  in  other  sur- 
rounding states.1' 2 Cleveland  County  has 
experienced  what  appears  to  be  more  than 
average  incidence  during  this  period.  In 
order  to  better  define  the  problem,  the  Okla- 
homa State  Health  Department,  in  coopera- 
tion with  the  Cleveland  County  Health  De- 
partment, conducted  an  extensive  investiga- 
tion of  the  clinical  cases  of  infectious  hepa- 
titis in  Cleveland  County,  occurring  between 
July  1,  1968  and  June  30,  1969. 

From  the  Department  of  Community  Health,  University  of 
Oklahoma  Medical  Center  and  Division  of  Epidemiology,  Okla- 
homa State  Health  Department. 
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METHODS  AND  MATERIALS 

The  data  were  compiled  from  three 
sources : 

1.  Hospital  records. 

2.  Private  practitioners’  records. 

3.  Oklahoma  State  Health  Department, 
Communicable  Disease  report  cards. 

A questionnaire  was  sent  to  all  physicians 
and  hospitals  in  Cleveland  County  and  to 
all  those  in  neighboring  counties,  which  pre- 
sumably received  patients  from  that  county. 
In  addition,  personal  visits  were  made  to  16 
hospitals  and  telephone  or  mail  contact  was 
made  with  54  private  practitioners  for  the 
purpose  of  obtaining  records  of  those  cases 
which  had  not  been  reported  to  the  State 
Health  Department. 

Only  cases  of  infectious  hepatitis  which 
had  an  onset  recorded  during  the  period  July 
1,  1968  through  June  30,  1969,  were  includ- 
ed in  this  study.  Records  of  37  clinical  cases 
of  infectious  hepatitis  from  Cleveland  Coun- 
ty were  compiled.  In  some  of  the  analyses, 
data  from  the  cities  of  Moore,  Norman  and 
Lexington  were  treated  separately. 

Of  the  37  cases  studied,  epidemiological 
information  was  nearly  complete  in  23  and 
adequate  for  certain  analyses  in  the  remain- 
ing 14. 

RESULTS 

Table  1 shows  that  14  or  38  percent  of  the 
cases  were  reported,  and  23  or  62  percent  had 
not  been  reported  to  the  Oklahoma  State 
Health  Department.  When  one  considers  only 
cases  of  reported  infectious  hepatitis,  the  ap- 
parent incidence  in  Cleveland  County  is  18.2/ 
100,000  population;  however,  when  one  in- 
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Table  1. 

Comparison  Of  Reported  With  Unreported  Clinical  Cases 
Of  Infectious  Hepatitis  by  Locality. 

(July  1,  1968  - June  30,  1969) 


CASES 

Moore 

Norman 

Lex- 

ington 

No. 

TOTAL 

Incidence* 

Reported 

5 

7 

2 

14 

18.2 

Unreported 

14 

8 

1 

23 

29.9 

No. 

19 

15 

3 

37 

48.1 

TOTAL 

Incidence* 

117.5 

25.3 

** 

•Incidence  per  100,000  population 
••Insufficient  data  for  calculation 


eludes  the  unreported  cases  the  actual  inci- 
dence of  clinical  infectious  hepatitis  is  found 
to  be  48.1/100,000  population.  The  number 
of  unreported  cases  exceeded  the  number  of 
reported  cases  by  nearly  2:1. 

The  small  number  of  cases  in  Lexington 
makes  it  impossible  to  compare  incident  data 
with  the  other  two  localities.  However,  Table 
1 shows  the  incidence  of  clinical  infectious 
hepatitis  in  Moore  to  be  117.5/  per  100,000 
population  compared  to  25.3  in  Norman  and 
48.1  for  the  entire  Cleveland  County. 

Two  patients  died  as  a result  of  hepatitis. 
Both  were  Caucasian  males,  one,  aged  82 
years  from  Lexington,  and  the  other,  aged 
84  years  from  Moore.  Therefore,  the  case 
fatality  in  this  study  is  5.4  percent.  One  80- 
year-old  white  female  from  Moore  was  re- 
admitted to  the  hospital  due  to  recurrence 
of  signs  and  symptoms  of  the  disease  after 
36  days.  Thus,  the  relapse  rate  is  2.7  per- 
cent. 

Table  2 shows  that  there  were  22  or  59 
percent  female  cases  and  15  or  41  percent 
males.  The  sex  difference  is  much  greater 
for  females  in  Lexington  and  Moore  but 
only  slightly  in  Norman. 

All  cases  were  Caucasian  except  one  24- 
year-old  Negro  male  law  student  from  Nor- 
man. 


Table  2. 


Sex  Distribution  of  Clinical  Infectious  Hepatitis 
by  Locality 

(July  1,  1968  - June  30,  1969) 


SEX 

Moore 

Norman 

Lexington 

Total 

No. 

% 

No. 

% 

No. 

% 

No. 

% 

Male 

7 

37 

7 

47 

i 

33 

15 

41 

Female 

12 

63 

8 

53 

2 

67 

22 

59 

TOTAL 

19 

100 

15 

100 

3 

100 

37 

100 

Age  Distribution  of  Clinical  Infectious  Hepatitis 
July  1,  1968  - June  30,  1969 


AGE 

Figure  1 


The  ages  of  the  patients  ranged  from  three 
to  84  years  and  the  age  of  one  patient  from 
Moore  was  not  stated.  Figure  1 shows  that 
the  number  of  cases  increased  sharply  from 
the  age  group  under  ten  years  to  its  peak 
in  the  age  group  20  to  29  years.  All  the  pa- 
tients under  age  ten  were  from  Moore.  It 
is  interesting  to  note  that  there  were  more 
younger  patients  in  Moore  than  in  Norman 
and  Lexington.  The  median  age  for  hepa- 
titis cases  in  Moore  is  21  years,  29  years  in 
Norman,  and  62  years  in  Lexington.  The 
overall  median  age  for  total  cases  of  the 
three  localities  is  24  years. 

Figure  2 shows  that  there  were  two  tem- 
poral peaks.  The  small  peak  which  consists 
of  six  cases  was  in  January  and  the  larger 
one  with  ten  cases  in  June.  Twenty  or  54 
percent  of  the  cases  occurred  during  the 
months  of  April,  May  and  June.  There  were 
no  cases  during  February  and  July. 

Table  3 shows  a progressive  increase  in 
reported  cases  of  infectious  hepatitis  both 
in  Cleveland  County  and  in  the  State  of  Okla- 
homa from  1965  through  1968.  However, 
the  rate  of  the  disease  in  the  State  of  Okla- 
homa decreased  from  19  cases  per  100,000 
population  in  1968  to  15  cases  per  100,000 
population  in  1969,  while  the  rate  of  infec- 
tious hepatitis  in  Cleveland  County  continued 
to  increase  from  18  cases  per  100,000  in  1968 
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Monthly  Dlftrltntlon  at  Clinical  IMectiou*  H»patltu 
July  1,  1968  - Juam  90,  1969 


MONTHS 


Figure  2 

to  27  cases  per  100,000  population  in  1969. 

Among  the  17  persons  whose  occupations 
were  recorded,  the  largest  number  was  five 
housewives.  Other  occupations  included,  ac- 
cording to  their  frequency,  were : Students, 
grocery  store  manager,  employee  of  U.S.  De- 
partment of  Agriculture,  and  a Tinker  Air 
Force  Base  employee. 


Table  3. 

Infectious  Hepatitis* 


Year 

Number  of  Cases 

Rate  per 

100,000  pop. 

Cleveland  Co.,  State  of  Okla. 

Cleveland  Co. 

, State  of  Okla. 

1969 

21 

373 

26.6 

14.7 

1968 

14 

482 

18.4 

19.1 

1967 

8 

345 

10.9 

13.7 

1966 

3 

117 

4.2 

4.7 

1965 

3 

62 

4.4 

3.5 

•Reported  to  the  Division  of  Epidemiology  (Oklahoma  State 
Health  Department) 


Contact  with  other  known  cases  prior  to 
the  onset  of  their  illness  was  stated  by  24 
percent  of  the  cases.  Among  these,  11  per- 
cent had  household  contact,  13  percent  had 
outside  contact,  and  41  percent  had  no  known 
contact  with  other  hepatitis  cases.  The  con- 
tact history  of  35  percent  of  the  cases  was 
not  stated. 

Forty-three  percent  of  the  cases  in  this 
series  were  hospitalized  and  57  percent  were 
not.  It  is  of  importance  to  note  that  58  per- 
cent of  non-hospitalized  cases  were  from 
Norman. 

Of  the  total  cases  where  icterus  informa- 
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tion  was  obtained  83  percent  were  jaundiced 
and  17  percent  were  not.  The  ratio  is  ap- 
proximately 5:1. 

Transaminase  tests  were  performed  in  27 
or  73  percent  of  the  cases  and  were  not  done 
or  not  stated  in  the  remaining  10.  The  low- 
est level  was  18  units  and  the  highest  level 
was  2680  units.  The  mean  level  of  the  tran- 
saminase values  was  574  units  with  a stand- 
ard deviation  of  ±559. 

Serum  bilirubin  tests  of  17  or  46  percent 
of  the  cases  have  been  examined,  and  not 
stated  in  the  remaining  20.  The  lowest  level 
of  serum  bilirubin  was  0.1  mg/100  ml.,  and 
the  highest  level  was  18.5  mg/100  ml.  The 
mean  level  of  serum  bilirubin  was  8.5  mg/ 
100  ml.,  with  a standard  deviation  of  ±5.5. 

DISCUSSION 


The  ratio  of  unreported  cases  to  reported 
cases  of  clinical  infectious  hepatitis  was  near- 
ly 2:1  for  Cleveland  County  and  almost  3:1 
for  the  City  of  Moore,  Oklahoma. 

Since  this  study  was  designed  to  investi- 
gate clinical  cases  of  infectious  hepatitis,  the 
ratio  of  the  icteric  to  anticteric  cases  is  near- 
ly 5:1.  However,  in  any  community,  espec- 
ially in  developing  areas,  there  are  many 
more  anicteric  cases  than  icteric.3  The  exact 
ratio  in  any  given  community  is  not  entirely 
consistent  or  clear.  Some  authors  have  found 
that  the  ratio  approached  unity.4  A study 
of  viral  hepatitis  in  Taiwan  showed  a ratio 
of  anicteric  to  icteric  forms  in  the  confined 
military  district  to  be  34 :1.5 

There  were  more  clinical  cases  of  infec- 
tious hepatitis  in  Moore  than  in  other  lo- 
calities of  Cleveland  County.  The  mobile 
younger  population  of  Moore,  with  young 
children,  attending  relatively  large  schools 
and  living  in  relatively  large  tracts  of  su- 
burban homes,  may  account  for  an  increased 
exposure  to  a larger  number  of  infected 
persons. 

Though  this  may  be  the  main  avenue  of 
exposure,  there  is  a possibility  that  the  work- 
ing group  of  Moore  who  have  jobs  outside 
of  the  Moore  area,  may  also  contact  a larger 
number  of  people  adding  to  their  risk  of  ex- 
posure to  the  infectious  hepatitis  virus. 

From  the  temporal  and  geographic  pat- 
tern of  the  disease  distribution  in  this  study, 
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one  must  conclude  that  person-to-person 
spread  of  the  disease  was  the  method  of 
transmission  rather  than  a common  vehicle 
such  as  food  or  water. 

The  incidence  of  clinical  infectious  hepa- 
titis in  this  study  was  48.1  cases  per  100,000 
population,  which  is  more  than  twice  the 
rate  of  reported  cases  for  the  entire  State 
of  Oklahoma  in  1968.  However,  when  one 
compares  only  the  cases  officially  reported  to 
the  Division  of  Epidemiology  of  the  State 
Health  Department  there  is  no  difference  in 
the  incidence  of  infectious  hepatitis  in  Cleve- 
land County  and  the  State  of  Oklahoma  dur- 
ing 1968.  The  relapse  rate  was  2.7  percent 
which  was  expected.6’ 7 The  case  fatality  was 
5.4  percent  which  is  higher  than  the  national 
figure  of  one  percent  case  fatality.8 

There  were  more  female  cases  than  male 
cases.  This  may  be  partially  due  to  the  fact 
that  more  females  visit  physicians  than  do 
males ; and  also,  more  females  care  for  in- 
fected anicteric  or  icteric  children  than 
males. 

The  peak  age  distribution  was  20  to  29 
years.  The  overall  age  distribution  indicated 
a significant  increase  in  the  ratio  of  adults 
to  children  which  may  suggest  that  a new 
epidemiological  factor  occurred.  This  type 
of  shift  in  age  distribution  has  also  been  re- 
ported recently  in  many  areas  of  Europe  and 
North  America.  The  reason  for  this  change 
is  not  entirely  clear,  but  a study  of  the  re- 
lationship between  age  pattern  and  popula- 
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tion  density  may  provide  partial  explana- 
tion.6 By  and  large,  the  fact  that  infectious 
hepatitis  is  more  severe  in  adults  and  also 
that  adults  may  visit  physicians  more  than 
children,  may  provide  additional  explanation 
to  the  age  shift  of  the  disease  in  this  study.10 
The  younger  age  distribution  of  patients  in 
Moore  compared  to  Norman  and  Lexington 
reflects  the  fact  that  Moore  has  a younger 
population. 

The  higher  peak  of  clinical  infectious  hep- 
atitis was  in  the  month  of  June  which  is 
later  than  the  usual  peak  of  the  disease  in 
the  nation  (usually  in  January  through 
March).  This  peak  represents  a clustering 
of  ten  cases  from  all  three  locations  of  the 
County  during  the  month  of  June.  The  sec- 
ond peak  in  this  study  which  was  in  January 
coincides  with  the  usual  peak  of  the  disease 
in  the  nation.3 

The  increase  of  reported  infectious  hepa- 
titis from  1966  through  1969  may  reflect  the 
six-to-seven-year  interval  epidemic  pattern 
of  infectious  hepatitis  in  the  nation.2  Also, 
one  or  all  of  the  following  factors  may  con- 
tribute partially  to  this  increase:  the  im- 
provement of  reporting  systems,  better  diag- 
nosis of  the  disease ; and  the  increasing  mo- 
bile population  of  Moore. 

SUMMARY 

An  extensive  questionnaire  survey  was 
utilized  to  reveal  37  cases  of  clinical  infec- 
tious hepatitis  in  Cleveland  County,  Okla- 
homa, between  July  1,  1968  and  June  30, 
1969.  The  estimated  incidence  of  typical  in- 
fectious hepatitis  in  Cleveland  County  was 
48.1  per  100,000  population  with  a relapse 
rate  of  2.7  percent  and  case  fatality  of  5.4 
percent  during  the  period  of  this  study.  The 
ratio  of  unreported  to  reported  cases  was 
almost  2:1  for  the  entire  county.  Out  of 
these  numbers  43  percent  of  the  cases  were 
hospitalized.  The  mean  level  of  transaminase 
values  was  574  units.  The  mean  level  of 
serum  bilirubin  values  was  8.5  mg/100  ml. 
The  incidence  of  clinical  infectious  hepatitis 
was  more  in  females  than  in  males  in  this 
study.  There  was  a remarkable  increase  in 
the  ratio  of  adult  to  child  cases.  The  highest 
peak  of  age  distribution  in  this  study  was 
in  the  age  group  20  to  29  years.  The  sea- 
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sonal  distribution  study  showed  two  peaks; 
the  first  peak  of  10  or  27  percent  was  in 
June  and  the  second  peak  of  6 or  16  per- 
cent was  in  January.  The  incidence  of  re- 
ported cases  of  infectious  hepatitis  in  Cleve- 
land County  has  increased  markedly  from 
1966  through  1969. 

Moore  had  the  largest  rate  of  117.5  cases 
of  infectious  hepatitis  per  100,000  popula- 
tion, 78  percent  of  which  were  below  30 
years  of  age.  The  increasing  number  of 
cases  of  infectious  hepatitis  in  Cleveland 
County  in  this  study  is  attributed  most  to 
the  relatively  higher  person-to-person  con- 
tact of  the  younger  mobile  population  of 
Moore. 
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919  West  12th  Avenue  Emporia,  Kansas  66801 


12 


Oklahoma  State  Medical  Association 
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CONTENT / 


7 oz.  Serving 


When  protein  is  the  focal  point  in  your  patients' 
special  diets,  Campbell’s  Soups  can  be  a convenient 
supplementary  source  of  that  essential  nutrient. 


* From  “Nutritive  Composition  of  Campbell’s  Products” 
which  gives  values  of  important  nutritive  constituents  of  all 
Campbell’s  Products.  For  your  copy,  write  to  Campbell  Soup 
Company,  Dept.  365,  Camden,  New  Jersey  08101. 


There’s  a soup 

for  almost  every  patient  and  diet 
...for  every  meal 

and,  it’s  made  by 


Green  Pea  with  Ham  (Frozen)  7.6 


Hot  Dog  Bean  8.4 

Pepper  Pot  6.1 

Split  Pea  with  Ham  10.2 

Vegetable  Beef  5.0 


Vegetable  with  Beef  (Frozen)  5.4 


Bean  with  Bacon 
Beef 

Chicken  Broth 
Chicken  'N  Dumplings 
Chili  Beef 
Green  Pea 


6.8 

8.0 

5.5 

5.8 
6.2 

6.9 
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A distinctive  combination  containing  1 mg.  of  ethynodiol  diacetate, 

Searle’s  unique  progestin  with  an  unmatched  record  of 

acceptance  in  oral  contraception,  and  50  meg.  of  ethinyl  estradiol. 

The  same  low  incidence  of  breakthrough  bleeding  and  of  other  side  effects  you  have 
come  to  appreciate  with  ethynodiol  diacetate  and  mestranol  plus 
all  the  convenient  dosage  schedule  and  packaging  features  you  expect  from  Searle. 

The  choice  is  yours! 


c s^JreslQfoice 


in  oral  contraception  y 

c Dem/uleir, 

Each  tablet  contains  1 mg  ethynodiol  diacetate  150  meg  ethinyl  estradiol 


Actions— Demulen  acts  to  prevent  ovulation  by  inhibiting  the  output 
of  gonadotropins  from  the  pituitary  gland.  Demulen  depresses  the  out- 
put of  both  the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing 
hormone  (LH) . 

Special  note:  Oral  contraceptives  have  been  marketed  in  the  United 
States  since  1960.  Reported  pregnancy  rates  vary  from  product  to  prod- 
uct. The  effectiveness  of  the  sequential  products  appears  to  be  some- 
what lower  than  that  of  the  combination  products.  Both  types  provide 
almost  completely  effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use 
of  hormonal  contraceptives  has  now  been  shown  in  studies  conducted 
in  both  Great  Britain  and  the  United  States.  Other  risks,  such  as  those 
of  elevated  blood  pressure,  liver  disease  and  reduced  tolerance  to  car- 
bohydrates, have  not  been  quantitated  with  precision.  Long-term  ad- 
ministration of  both  natural  and  synthetic  estro- 
gens in  subprimate  animal  species  in  multiples 
of  the  human  dose  increases  the  frequency  of 
some  animal  carcinomas.  These  data  cannot  be 
transposed  directly  to  man.  The  possible  car- 
cinogenicity due  to  the  estrogens  can  be  neither 
affirmed  nor  refuted  at  this  time.  Close  clinical 
surveillance  of  all  women  taking  oral  contra- 
ceptives must  be  continued. 

Indication — Demulen  is  indicated  for  oral  con- 
traception. 

Contraindications — Patients  with  thrombophle- 
bitis, thromboembolic  disorders,  cerebral  apo- 
plexy or  a past  history  of  these  conditions,  mark- 
edly impaired  liver  function,  known  or  suspected 
carcinoma  of  the  breast,  known  or  suspected 
estrogen-dependent  neoplasia  and  undiagnosed 
abnormal  genital  bleeding. 

Warnings — The  physician  should  be  alert  to 
the  earliest  manifestations  of  thrombotic  dis- 
orders (thrombophlebitis,  cerebrovascular  dis- 
orders, pulmonary  embolism  and  retinal  throm- 
bosis). Should  any  of  these  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mor- 
tality in  Great  Britain  and  studies  of  morbidity 
in  the  United  States  have  shown  a statistically 
- significant  association  between  thrombophlebitis, 
pulmonary  embolism,  and  cerebral  thrombosis 
and  embolism  and  the  use  of  oral  contraceptives. There  have  been  three 
principal  studies  in  Britain1  '1  leading  to  this  conclusion,  and  one4  in 
this  country.  The  estimate  of  the  relative  risk  of  thromboembolism  in 
the  study  by  Vessey  and  Doll3  was  about  sevenfold,  while  Sartwell  and 
associates4  in  the  United  States  found  a relative  risk  of  4.4,  meaning 
that  the  users  are  several  times  as  likely  to  undergo  thromboembolic 
disease  without  evident  cause  as  nonusers.  The  American  study  also 
indicated  that  the  risk  did  not  persist  after  discontinuation  of  adminis- 
tration, and  that  it  was  not  enhanced  by  long-continued  administration. 
The  American  study  was  not  designed  to  evaluate  a difference  between 
products.  However,  the  study  suggested  that  there  might  be  an  in- 
creased risk  of  thromboembolic  disease  in  users  of  sequential  products. 
This  risk  cannot  be  quantitated,  and  further  studies  to  confirm  this 
finding  are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  par- 
tial or  complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis, 
diplopia  or  migraine.  If  examination  reveals  papilledema  or  retinal  vas- 
cular lesions  medication  should  be  withdrawn. 

Since  the  safety  of  Demulen  in  pregnancy  has  not  been  demonstrated, 
it  is  recommended  that  for  any  patient  who  has  missed  two  consecutive 
periods  pregnancy  should  be  ruled  out  before  continuing  the  contra- 
ceptive regimen.  If  the  patient  has  not  adhered  to  the  prescribed 
schedule  the  possibility  of  pregnancy  should  be  considered  at  the  time 
of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has 
been  identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long- 
range  effect  to  the  nursing  infant  cannot  be  determined  at  this  time. 

Precautions — The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs, 
including  a Papanicolaou  smear,  since  estrogens  have  been  known  to 
produce  tumors,  some  of  them  malignant,  in  five  species  of  subprimate 
animals.  Endocrine  and  possibly  liver  function  tests  may  be  affected 
by  treatment  with  Demulen.  Therefore,  if  such  tests  are  abnormal  in 
a patient  taking  Demulen,  it  is  recommended  that  they  be  repeated 


after  the  drug  has  been  withdrawn  for  two  months.  Under  the  influ- 
ence of  progestogen-estrogen  preparations  preexisting  uterine  fibromy- 
omas  may  increase  in  size.  Because  these  agents  may  cause  some 
degree  of  fluid  retention,  conditions  which  might  be  influenced  by  this 
factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction, 
require  careful  observation.  In  breakthrough  bleeding,  and  in  all  cases 
of  irregular  bleeding  per  vaginam,  nonfunctional  causes  should  be 
borne  in  mind.  In  undiagnosed  bleeding  per  vaginam  adequate  diag- 
nostic measures  are  indicated.  Patients  with  a history  of  psychic  de- 
pression should  be  carefully  observed  and  the  drug  discontinued  if  the 
depression  recurs  to  a serious  degree.  Any  possible  influence  of  pro- 
longed Demulen  therapy  on  pituitary,  ovarian,  adrenal,  hepatic  or 
uterine  function  awaits  further  study.  A decrease  in  glucose  tolerance 
has  been  observed  in  a significant  percentage  of  patients  on  oral  contra- 
ceptives. The  mechanism  of  this  decrease  is  ob- 
scure. For  this  reason,  diabetic  patients  should 
be  carefully  observed  while  receiving  Demulen 
therapy.  The  age  of  the  patient  constitutes  no 
absolute  limiting  factor,  although  treatment  with 
Demulen  may  mask  the  onset  of  the  climacteric. 
The  pathologist  should  be  advised  of  Demulen 
therapy  when  relevant  specimens  are  submitted. 
Susceptible  women  may  experience  an  increase 
in  blood  pressure  following  administration  of 
contraceptive  steroids. 

Adverse  reactions  observed  in  patients  receiv- 
ing oral  contraceptives— A statistically  significant 
association  has  been  demonstrated  between  use 
of  oral  contraceptives  and  the  following  serious 
adverse  reactions : thrombophlebitis,  pulmonary 
embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of 
an  association,  such  a relationship  has  been 
neither  confirmed  nor  refuted  for  the  following 
serious  adverse  reactions;  neuro-ocular  lesions, 
e.g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to 
occur  in  patients  receiving  oral  contraceptives : 
nausea,  vomiting,  gastrointestinal  symptoms 
(such  as  abdominal  cramps  and  bloating),  break- 
through bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment, 
edema,  chloasma  or  melasma,  breast  changes 
(tenderness,  enlargement  and  secretion),  change  in  weight  (increase  or 
decrease),  changes  in  cervical  erosion  and  cervical  secretions,  suppres- 
sion of  lactation  when  given  immediately  post  partum,  cholestatic  jaun- 
dice, migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible 
individuals  and  mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in 
users  of  oral  contraceptives,  an  association  has  been  neither  confirmed 
nor  refuted  : anovulation  post  treatment,  premenstrual-like  syndrome, 
changes  in  libido,  changes  in  appetite,  cystitis-like  syndrome,  head- 
ache, nervousness,  dizziness,  fatigue,  backache,  hirsutism,  loss  of 
scalp  hair,  erythema  multiforme,  erythema  nodosum,  hemorrhagic 
eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral 
contraceptives : hepatic  function : increased  sulfobromophthalein  re- 
tention and  other  tests;  coagulation  tests:  increase  in  prothrombin, 
Factors  VII,  VIII,  IX  and  X;  thyroid  function:  increase  in  PB1  and 
butanol  extractable  protein  bound  iodine,  and  decrease  in  T3  uptake 
values;  metyrapone  test  and  pregnanediol  determination. 

References:  1.  Royal  College  of  General  Practitioners:  Oral  Con- 
traception and  Thrombo-Embolic  Disease,  J.  Coll.  Gen.  Pract.  13: 
267-279  (May)  1967.  2.  Inman,  W.  H.  W.,  and  Vessey,  M.  P.  : In- 
vestigation of  Deaths  from  Pulmonary,  Coronary,  and  Cerebral 
Thrombosis  and  Embolism  in  Women  of  Child-Bearing  Age,  Brit. 
Med.  J.  2:193-199  (April  27)  1968.  3.  Vessey,  M.  P.,  and  Doll,  R.: 
Investigation  of  Relation  Between  Use  of  Oral  Contraceptives  and 
Thromboembolic  Disease.  A Further  Report,  Brit.  Med.  J.  2:651- 
65  7 (June  14)  1969.  4.  Sartwell,  P.  E.;  Masi,  A.  T.;  Arthes,  F.  G.; 
Greene,  G.  R.,  and  Smith,  H.  E.  : Thromboembolism  and  Oral  Con- 
traceptives: An  Epidemiologic  Case-Control  Study,  Amer.  J.  Epidem. 
90: 365-380  (Nov.)  1969.  0A4 
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Mylanta 

24  million  hours 

a day. 

Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 


aluminum  and  magnesium  hydroxides  plus  simethicone 


Good  taste  = patient  acceptance 
Relieves  G.l.  gas  distress* 
Non-constipating 

*wifh  the  defoaming  action  of  simethicone 
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Chronic  Cholestatic  Jaundice 
in  Infancy 


J.  R.  POLEY,  M.D. 

A review  is  presented  on  the  problems 
of  diagnosis,  differential  diagnosis 
and  treatment  of  chronic  cholestatic 
jaundice  in  infancy. 

PERSISTENT  cholestatic  jaundice  in  in- 
fants poses  a difficult  problem  regarding  dif- 
ferential diagnosis  and  management.  So- 
called  neonatal  hepatitis  (NH)  and  extra- 
hepatic  biliary  atresia  (EHBA)  account  for 
about  90  percent  of  cases  of  infants  with 
jaundice  persisting  after  the  fourth  week 
of  life.1  Since  NH  and  EHBA  are  the  two 
conditions  most  frequently  responsible  for 
chronic  infantile  cholestatic  jaundice,  the 
discussion  is  limited  to  these  entities,  in  par- 
ticular to  their  differential  diagnosis  and 
management. 

Other  conditions  leading  to  prolonged  in- 
fantile jaundice  (i.e.  septicemia,  galacto- 
semia, syphilis,  toxoplasmosis,  and  rarely, 
hypothyroidism)  can  ordinarily  be  ruled  out 
earlier  by  appropriate  tests.  A helpful  fea- 
ture is  that  the  above  conditions  are  charac- 
terized by  predominance  of  unconjugated 
bilirubin  in  the  serum.  However,  in  the  post- 
hemolytic  phase  of  AB-0  or  Rh-incompatibil- 
ity,  a period  of  hyperbilirubinemia  with  a 
predominance  of  conjugated  pigment  may 
persist  for  two  or  three  weeks. 
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INCIDENCE 

Little  is  known  about  the  overall  incidence 
of  NH  and  EHBA  since  it  appears  to  vary 
geographically.  EHBA  has  been  estimated 
to  account  for  50  percent2  to  75  percent3  of 
all  cases  of  prolonged  infantile  cholestatic 
jaundice.  Observations  from  several  Euro- 
pean countries  give  an  average  incidence  of 
EHBA  of  .6/10,000  births.4' 5 Since  EHBA 
accounts  for  about  half  to  two-thirds  of  all 
cases  of  prolonged  infantile  jaundice,  the 
combined  incidence  of  NH  and  EHBA  prob- 
ably is  about  one  in  10,000  live  births.  At 
Children’s  Memorial  Hospital  of  the  Uni- 
versity of  Oklahoma  Medical  Center,  three 
to  five  infants  with  chronic  cholestatic  jaun- 
dice due  to  NH  and  EHBA  are  admitted 
yearly. 

Occasional  reports5' 6 from  other  centers 
have  described  an  increased  incidence  of  NH 
in  siblings  and  both  disorders  have  been  ob- 
served in  siblings  of  a single  family.7  The 
sex  ratio  in  NH  and  EHBA  shows  a slight 
preponderance  of  males.4' 5 In  contrast  to 
NH,  familial  involvement  in  EHBA  is  un- 
usual5 and  only  rare  occurrences  in  siblings 
are  known.4 

ETIOLOGY 

The  precise  etiology  leading  to  either  NH 
or  EHBA  is  unknown.  Both  conditions  have 
their  onset  during  intrauterine  life  and  it  is 
possible  that  EHBA  or  forms  thereof  (bile 
duct  hypoplasia)  may  be  a late  sequel  to 
early  intrauterine  NH,  since  in  many  cases 
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of  “atresia”  a rudimentary  biliary  tract 
seems  to  exist.8 

NH  is  not  a distinct  entity  because  a num- 
ber of  causative  agents  have  been  implicated : 
the  hepatitis  agent,6  the  cytomegalovirus,  the 
rubella  virus,  the  mononucleosis  virus,  the 
herpes  simplex  virus,  coxsackie  group  B vi- 
ruses, and  others.3- 9 However,  convincing 
evidence  is  lacking  that  viruses  are  respon- 
sible for  all  cases  of  “neonatal  hepatitis.” 

The  etiology  of  EHBA  is  equally  obscure. 
Some  cases  of  extreme  extrahepatic  biliary 
hyploplasia  may  be  the  sequel  of  “disuse  at- 
rophy” following  intrauterine  liver  disease. 
EHBA  as  an  embryonic  malformation  of 
early  or  late  gestation  has  been  considered.3 

Observations  of  concordance10  and  dis- 
cordance11 for  NH  in  monozygotic  twins  have 
been  too  few  to  be  meaningful  and  are  in- 
consistent with  either  an  infectious  or  a 
simple  genetic  etiology.  The  association  of 
trisomy  17-18  in  a significant  number  of 
patients  with  NH  and  EHBA4'  12  and  patent 
ductus  arteriosus  in  NH4' 7 points  towards  a 
common  etiologic  agent  such  as  a virus.  The 
association  of  NH  with  infantile  cortical 
hyperostosis13  is  likewise  compatible  with 
either  a genetic  or  a viral  etiology.  A mutant 
autosomal  gene  in  the  homozygous  form  as 
the  cause  of  either  disease  has  been  pro- 
posed5 but  proof  is  lacking.  On  balance,  it 
is  conceivable  that  NH  and  EHBA  repre- 
sent different  phases  of  the  same  funda- 
mental disease  process14  and  that  the  clinical 
“end-stage”  of  these  disorders  is  the  result 
of  a common  reaction  of  liver  and  bile  duct 
tissues  to  a host  of  injurious  factors. 

CLINICAL  FINDINGS 

Jaundice  and  hepatomegaly  are  most  com- 
mon. Jaundice  usually  has  been  present  since 
birth  or  shortly  thereafter.  Splenomegaly 
is  present  in  the  majority  of  infants  and 
seemingly  commoner  in  patients  with  NH.2 
Hemorrhagic  phenomena  occur  in  both  con- 
ditions but  are  said  to  occur  more  often  in 
children  with  EHBA.2  Failure  to  thrive 
secondary  to  maldigestion  (bile  salt  defici- 
ency) and  malabsorption  of  lipids  and  lipid 
soluble  vitamins  is  frequent.15  Most  patients 
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have  steatorrhea.  Deficient  absorption  of 
calcium  and  vitamin  D leads  to  deminerali- 
zation of  bone  (craniotabes)  and  even  to 
frank  rickets.  Malabsorption  of  vitamin  K 
is  followed  by  a deficient  prothrombin  syn- 
thesis leading  to  hemorrhagic  phenomena. 
Acholic  stools  occur  with  EHBA  as  well  as 
with  NH.2  Of  interest  is  the  low  birth  weight 
in  infants  with  NH5  which  seems  to  be  rea- 
sonable evidence  for  intrauterine  disease. 
Massive  nonchylous  ascites  may  be  present 
in  the  newborn  period  and  is  regarded  as  a 
sign  of  congenital  liver  disease.16 

DIFFERENTIAL  DIAGNOSIS 

There  are  few  conditions  that  are  as  frus- 
trating to  the  clinician  as  is  the  differentia- 
tion of  NH  and  EHBA.  Very  frequently,  the 
answer  has  to  be  provided  by  the  surgeon. 
However,  there  are  some  facts  worth  empha- 
sizing. To  establish  an  exact  diagnosis  is 
singularly  important.  One  would  not  want 
to  operate  (exploration  and  operative  cholan- 
giogram)  on  an  infant  with  NH  because  of 
the  high  (greater  than  60  percent)  post- 
operative risks  of  morbidity  or  mortality  fol- 
lowing extensive  procedures.1  Infants  with 
NH  who  are  operated  upon  develop  chronic 
active  liver  disease  at  three  times  the  rate 
of  infants  not  undergoing  surgery.1  On  the 
other  hand,  one  would  like  to  offer  all  pos- 
sible help  to  a patient  with  EHBA.  Although 
the  incidence  of  surgically  correctable  lesions 
seems  to  lie  between  12  percent17  and  23  per- 
cent,18 the  reported  incidence  of  successful 
surgical  interventions  with  reestablishment 
of  bile  flow  is  considerably  lower,  probably 
at  the  three  to  five  percent  level.1’ 8 What 
means  are  currently  at  our  disposal  to  help 
in  the  differential  diagnosis  between  NH 
and  EHBA? 

1.  Standard  Laboratory  Tests 

The  usual  blood  tests  reflecting  liver  func- 
tion e.g.,  alkaline  phosphatase,  SGO,  and 
SGP  transaminases  (including  their  ratios), 
cholinesterase,  bilirubin  and  prothi'ombin 
time,  are  nearly  always  abnormal  in  both  NH 
and  EHBA  and  are  therefore  of  little  or  no 
help  in  distinguishing  between  NH  and 
EHBA  at  any  single  point  in  time.  Further, 
levels  may  fluctuate  from  day  to  day.7  A 
level  of  conjugated  bilirubin  greater  than 
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five  mg.%  has  been  found  to  be  more  fre- 
quently associated  with  EHBA  but  it  has 
also  been  observed  in  40  percent  of  patients 
with  NH.2  However,  sequential  examination 
of  serum  bilirubin,  SGO  transaminase,  alka- 
line phosphatase  may  show  trends,  which  are 
helpful  in  assessing  further  developments, 
particularly  progression  of  NH  into  chronic 
liver  disease  after  the  fourth  month  of  life.1 
Thymol  turbidity  and  flocculation  tests  have 
a very  poor  discriminating  value  and  are 
useless  in  this  situation. 

The  test  using  bromosulfaphthalein  (BSP) 
is  not  interpretable  in  the  presence  of  signi- 
ficant jaundice  and  hence  is  not  useful. 
The  determination  of  fecal  urobilinogen 
is  also  considered  of  little  value.3  Sero- 
logical tests  for  syphilis  are  not  always  re- 
liable in  the  newborn  period  and  tests  for 
cold  agglutinins  and  heterophile  agglutina- 
tion are  without  value  in  the  conditions  un- 
der discussion.  To  rule  out  toxoplasmosis, 
examination  of  the  spinal  fluid  should  be 
performed.3 

2.  Percutaneous  Liver  Biopsy 

Percutaneous  needle  biopsy  of  the  liver  as 
an  aid  in  the  diagnosis  or  differential  diag- 
nosis of  chronic  infantile  obstructive  jaun- 
dice is  considered  of  great  value.3’  19’ 20  Fur- 
ther, serial  biopsies  are  eminently  helpful  in 
the  determination  of  the  course  of  the  dis- 
ease, particularly  if  tests  relating  to  liver 
function  are  not  grossly  abnormal.  This  pro- 
cedure is  considered  safe  in  the  hands  of  an 
experienced  operator,  provided  that  blood 
clotting  mechanisms  are  well  within  normal 
limits.  Major  complications,  such  as  signi- 
ficant post-biopsy  hemorrhage,  are  extreme- 
ly infrequent.19 
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The  range  of  error  in  the  interpretation  of 
pathological  findings  reported  by  various 
groups  ranges  from  24  percent14  to  less  than 
ten  percent.17’ 20  It  should  be  mentioned  that 
the  finding  of  giant-cell  transformation  is  a 
non-specific  phenomenon.  It  occurs  in  NH, 
in  EHBA,  and  in  chronic  active  liver  disease 
of  older  children.7  Most  often,  moderate  to 
marked  fibrosis  (periportal  and  interlobu- 
lar) with  bile  duct  proliferation  but  without 
conspicuous  inflammatory  cell  migration  is 
suggestive  of  EHBA.  Further,  the  presence 
of  many  bile-filled  and  dilated  bile  ducts 
(bile  lakes)  are  an  additional  criterium  for 
EHBA.17 
3.  Special  Tests 

a.  131I  Rose  Bengal  Excretion  Test 

The  131I-labelled  Rose  Bengal  excretion 
test  is  probably  the  best  discriminating  test 
available;  however,  its  reliability  is  not  100 
percent.  Rose  Bengal  is  given  intravenously 
and  the  percentage  of  the  radioactive  label 
excreted  in  the  stool  during  a period  of  96 
hours  following  injection  is  determined. 
Levels  below  five  percent  are  considered 
diagnostic  of  EHBA.21  There  are  some  dis- 
advantages, however : Stool  has  to  be  collect- 
ed over  a period  of  four  days  and  the  great- 
est care  has  to  be  exercised  that  the  stool  is 
not  contaminated  by  urine  since  most  of  the 
radioactivity  is  excreted  in  the  urine.  It  is 
particularly  difficult  to  avoid  such  contami- 
nation when  testing  female  infants.  Fur- 
ther, about  20  percent  of  patients  with  NH 
show  only  an  excretion  between  six  to  ten 
percent1  owing  to  significant  intrahepatic 
cholestatis.  For  these  and  other  reasons,  this 
test  is  not  employed  at  many  centers.  How- 
ever, in  our  experience  at  the  University  of 
Oklahoma  Medical  Center,  we  have  found 
this  test  useful,  particularly  in  conjunction 
with  the  following  test. 

b.  Test  for  Abnormal  Low-Density  Lipo- 
protein (LP-X)  in  the  Serum 

The  recent  detection  and  characterization 
of  an  abnormal  low-density  lipoprotein22  in 
the  serum  of  adults  with  extrahepatic  biliary 
obstruction  seemed  of  considerable  promise 
in  that  sera  of  infants  with  chronic  obstruc- 
tive jaundice  could  also  be  tested  for  the 
presence  or  the  absence  of  this  lipoprotein. 
LP-X  is  conveniently  detected  by  immuno- 
electrophoresis  and  requires  only  one  drop 
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of  the  patient’s  serum.  This  test  has  been 
employed  over  the  past  year  in  a cooperative 
effort  between  the  Children’s  Memorial  Hos- 
pital and  the  Oklahoma  Medical  Research 
Foundation.23- 24  The  results  obtained  thus 
far  are  very  encouraging.  Sera  of  12  infants 
aged  one  to  five  months  with  chronic  ob- 
structive jaundice  have  been  tested.  Of  these, 
five  had  EHBA  and  seven  NH.  In  the  form- 
er group,  LP-X  has  been  uniformly  present. 
In  the  group  with  NH,  however,  LP-X  was 
not  detectable.  LP-X  is  also  absent  in  nor- 
mal children  and  in  children  with  hemolytic 
or  nonhemolytic  unconjugated  hyperbiliru- 
binemia.24 However,  in  order  to  establish  and 
confirm  the  anticipated  value  of  this  test, 
more  infants  have  to  be  examined. 

It  is  best  to  rely  on  a combination  of  tests 
such  as  the  Rose-Bengal  Excretion  Test,  the 
test  for  LP-X  and  the  percutaneous  liver  bi- 
opsy. If  the  results  of  all  three  tests  are  un- 
equivocally indicative  of  EHBA,  exploratory 
surgery  with  attempt  at  correction  should  be 
undertaken.  If  test  results  are  equivocal,  it 
is  best  to  wait  about  three  weeks  and  repeat 
the  tests  with  the  exception  of  the  liver  bi- 
opsy. It  is  believed  that  one  can  safely  wait 
with  surgery  until  the  infant  is  three  to  four 
months  of  age.  True  cirrhosis  is  generally  a 
late  sequel ; however,  significant  fibrosis 
may  be  present  by  the  age  of  two  months  but 
is  seems  to  progress  slowly.1 

MANAGEMENT 

Prime  attention  is  directed  toward  the 
long-term  treatment  of  infants  with  a cor- 
rectable as  well  as  a non-correctable  EHBA 
and  of  patients  who  develop  chronic  active 
liver  disease,  e.g.  infants  with  NH  whose 
liver  involvement  progresses  to  a chronic 
stage.  Factors  contributing  toward  perpetu- 
ation of  liver  disease  are  largely  unknown. 
However,  there  is  preliminary  evidence7  that 
an  increased  intrahepatic  concentration  of 
bile  acids  may  be  responsible  for  continued 
liver  cell  damage  and/or  fibrous  tissue  for- 
mation. Consequently,  the  administration  of 
cholestyramine  (“Questran,”®  Mead-John- 
son)  should  be  helpful  to  minimize  the  in- 
jurious effects  of  bile  acids  on  liver  and  bile 
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duct  epithelium  by  increasing  fecal  excretion 
of  bile  acids.  Bile  acid-induced  pruritus  is 
significantly  alleviated  by  cholestyramine 
in  patients  with  chronic  active  liver  disease 
secondary  to  NH  or  EHBA.  One  must  re- 
member that  cholestyramine  also  binds  to 
long-chain  dietary  fatty  acids  and  its  admin- 
istration would  increase  malabsorption  of 
lipid  and  lipid-soluble  vitamins.  Therefore, 
patients  receiving  cholestyramine  should  be- 
ceive  a diet  in  which  about  80  percent  of  the 
usual  (animal  and  vegetable)  long-chain  fat 
is  replaced  by  medium-chain  triglyceride  fat 
(“MCT-Oil,”®  Mead-Johnson) . This  fat  is 
effectively  absorbed,  since  it  does  not  require 
bile  salts  for  intraluminal  dispersion  and 
since  it  binds  poorly  to  Cholestyramine. 
Trials  employing  cholestyramine  and 
“MCT-Oil”®  in  infants  with  chronic  active 
liver  disease  at  the  Children’s  Memorial 
Hospital  have  recently  begun  and  prelimi- 
nary results  are  encouraging:  Improved  ap- 
petite, weight  gain,  growth  acceleration,  an 
increase  of  activity  with  improved  exercise 
tolerance,  significant  lessening  or  alleviation 
of  pruritus  and  a decrease  in  jaundice  have 
been  among  the  more  notable  changes.7 

Glucocorticoids  have  been  disappointing 
in  the  management  of  chronic  infantile  ob- 
structive jaundice.  Liver  histology  remains 
unchanged.7 

PROGNOSIS 

With  regard  to  NH,  no  data  are  available 
that  show  the  percentage  of  infants  recover- 
ing completely.  Complete  recovery  is  more 
frequent  in  infants  not  operated  upon.1  At 
least  50  percent  of  infants  followed  by  one 
study1  continued  to  have  functional  hepatic 
abnormalities  for  at  least  one  year.  Hence, 
all  patients  who  clinically  recovered  from 
NH  should  be  followed  carefully  and  closely 
for  two  to  three  years.  Infants  developing 
chronic  active  liver  disease  have  a more 
guarded  prognosis  since  they  may  develop 
cirrhosis  and  die  from  its  complications  or, 
prior  to  that,  from  hepatic  failure.  The  av- 
erage life-span  of  patients  with  EHBA  is 
about  18  months;  75  percent  die  within  the 
first  two  years  and  90  percent  did  not  sur- 
vive beyond  the  fourth  year  of  life.25  Hepatic 
decompensation  with  ascites  and  hemorrhage 
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develops  late,  usually  preceding  death  by  less 
than  four  months.25  In  addition  to  liver  fail- 
ure, one  of  the  prime  causes  of  death  is  in- 
tercurrent infection,  hence  control  of  such 
infections  with  antibiotics  is  probably  the 
most  important  single  factor  in  increasing 
the  life  span  of  these  unfortunate  children. 

Finally,  a word  should  be  said  about  the 
feasibility  of  human  liver  transplants  for 
patients  with  advanced  chronic  liver  disease, 
due  either  to  NH  or  EHBA.  Orthotopic 
homotransplantations  have  been  carried  out 
successfully26  but  few  recipients  were  kept 
alive  for  several  months.  Formidable  prob- 
lems still  remain  such  as  proper  donor  selec- 
tion, organ  preservation,  control  of  early 
complications  (maintenance  of  liver  function, 
infection,  hypercoagulability)  as  well  as 
transplant  rejection.  □ 
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Highlights 

of  Cardiac  Auscultation 


JOSEPH  K.  PERLOFF,  M.D. 

There  are  few  areas  of  cardiology  that 
auscultation  does  not  animate.  Knowledge 
of  this  discipline  remains  a hallmark  of 

the  good  clinician. 

Introduction  by 
Thomas  A.  Bruce,  M.D. 

There  is  a needed  renaissance  among  phy- 
sicians today  on  bedside  evaluation  of  the 
cardiovascular  patient.  There  is  a tendency 
among  us  all  to  de-emphasize  this  important 
art  and  to  lean  more  heavily  on  the  highly 
specialized  skills  of  cardiac  catheterization, 
selective  cineangiography , intracardiac  pho- 
nocardiography, etc.  for  diagnosis  and  for 
information  about  therapeutic  success. 

A great  deal  of  feedback  has,  in  fact,  been 
derived  from  such  sophisticated  physiologic 
studies  about  the  meaningfulness  of  sbnple 
heart  sounds  and  common  murmurs.  It  is 
likely  that  90  percent  of  all  cardiac  problems 
can  now  be  diagnosed  accurately  without 
cardiac  catheterization,  including  even  the 
complex  congenital  defects.  Of  even  more 
help  to  the  general  doctor  is  the  appearance 
of  abnormal  heart  sounds  during  early  con- 
gestive heart  failure  or  paradoxical  splitting 
of  the  second  heart  sound  during  myocardial 
damage  or  infarction  ( sometimes  when  even 
the  ECG  is  not  diagnostic) . Doctor  Perloff 
revieivs  the  basic  features  of  importance  in 
this  succinct  review  article. 
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The  PRACTICAL  USE  of  cardiac  auscul- 
tation requires  an  understanding  of  certain 
elementary  principles.  First,  auscultatory 
events  must  be  heard  before  they  can  be  in- 
terpreted ; accordingly,  the  technicalities  and 
techniques  of  auscultation  are  paramount. 
Second,  recognition  of  the  various  heart 
sounds,  especially  the  first  and  second 
sounds,  defines  systole  and  diastole  and  es- 
tablishes the  timing  of  the  different  phases 
of  the  cardiac  cycle.  Third,  the  timing  of 
murmurs  can  readily  be  accomplished  once 
the  phases  of  the  cardiac  cycle  are  defined. 
The  following  remarks  will  touch  on  each 
of  these  three  principles. 

TECHNICALITIES  AND  TECHNIQUES 

The  chain  of  success  in  this  area  consists 
of  a number  of  links.  The  instrument  of 
auscultation  is  the  stethoscope  that  was  in- 
troduced by  Laennec  in  1819.  The  ideal 
stethoscope  is  yet  to  be  devised  but  good 
instruments  are  available  and  certain  guide- 
lines are  useful  in  their  selection.  Both  a 
bell  and  a diaphragm  are  necessary,  the 
former  for  the  low  frequency  ranges  and 
the  latter  for  the  high.  Connecting  tubing 
should  be  relatively  firm  and  single;  double 
tubes  are  acoustically  less  efficient  and  cause 
extraneous  noise  when  they  touch  or  rub  to- 
gether. The  overall  length  of  the  entire 
stethoscope  should  be  about  22  inches.  The 
binaural  ear  pieces  should  be  relatively  large 
so  that  they  occlude  the  external  auditory 
canals  and  do  not  uncomfortably  enter  them. 
Finally,  all  connections  must  be  airtight  in 
order  to  avoid  loss  of  sound  by  leakage. 
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The  next  link  in  the  chain  is  the  sensing 
device,  i.e.  the  human  ear  which  can  be 
trained  to  sense  the  broad  range  of  frequen- 
cies emanating  from  the  heart  and  blood 
vessels.  It  is  encouraging  to  know  that  the 
ear  is  more  efficient  than  the  phonocardio- 
gram  in  recognizing  high  frequencies  such 
as  the  soft  murmur  of  aortic  incompetence. 
The  ears  are  all  important  since  even  the 
best  stethoscopes  do  not  amplify  sound  but 
merely  transmit  it  to  the  ears  with  relatively 
little  loss.  Perhaps  the  most  important  link 
in  the  chain  is  the  interval  between  the 
stethoscopic  ear  pieces,  namely,  the  human 
brain.  The  brain  interprets  what  is  heard, 
and  in  order  to  do  so  effectively  it  must  be 
programmed  by  years  of  experience.  Once 
these  technical  links — the  instrument,  the 
sensing  device,  the  interpreter  and  the  pro- 
gramming— are  forged,  we  can  turn  atten- 
tion to  the  auscultatory  technique  itself. 

Auscultation  should  be  conducted  in  a 
quiet  examining  room  that  is  free  of  ambient 
noise  and  that  has  a temperature  so  regu- 
lated as  to  avoid  shivering.  The  patient 
must  be  relaxed  and  comfortable  and  the  ex- 
aminer unhurried.  Various  postures  should 
be  employed  such  as  supine,  prone,  left  lat- 
eral decubitus,  sitting,  leaning  forward, 
standing,  or  squatting.  Respiratory  patterns 
should  also  be  appropriately  selected  includ- 
ing quiet  or  arrested  breathing  for  routine 
auscultation,  full  held  exhalation  for  the  soft 
murmur  of  aortic  incompetence,  or  normal 
or  exaggerated  respiratory  excursions  for 
the  behaviour  of  the  second  heart  sound  or 
for  certain  right-sided  events.  Physical  and 
pharmacologic  interventions  are  useful  and 
include  coughing,  effort,  squatting,  isometric 
tension  (squeezing  the  clinched  fists),  and 
certain  vasoactive  drugs  especially  amyl  ni- 
trite and  pressor  agents.  When  the  bell  of 
the  stethoscope  is  applied  with  varying  de- 
grees of  pressure,  a relatively  broad  range 
of  frequencies  can  be  elicited.  When  the  bell 
is  touched  lightly  to  the  skin,  low  frequencies 
are  heard  (soft  third  heart  sound)  ; when 
high  frequencies  are  paramount,  firm  pres- 
sure with  the  diaphragm  is  required.  Pal- 
pation should  precede  auscultation  so  that 
the  stethoscope  can  be  placed  precisely  at  the 
most  appropriate  precordial  sites.  Finally, 
auscultation  should  not  be  confined  to  the 


precordium  but  should  include  the  right 
chest,  axillae,  back,  neck,  flanks,  abdomen, 
groins,  and  at  times  the  eyeballs  and  skull. 

THE  HEART  SOUNDS 

The  normal  heart  sounds  define  the  phases 
of  the  cardiac  cycle  and  serve  as  standards 
by  which  abnormal  heart  sounds  can  be 
judged.  The  first  heart  sound  is  best  as- 
sessed at  the  apex  or  lower  left  sternal  edge 
and  is  either  single  or  closely  split.  Splitting 
is  usually  confined  to  the  lower  left  sternal 
edge  and  is  normally  not  heard  at  the  base. 
Although  analysis  of  the  first  heart  sound 
provides  helpful  information,  analysis  of  the 
second  heart  sound  is  far  more  useful  and 
has  been  called  the  key  to  auscultation  of  the 
heart.  Proper  interpretation  of  the  second 
sound  assumes  an  awareness  of  its  location, 
splitting,  and  intensity.  In  the  second  left 
intercostal  space  there  are  two  components, 
aortic  and  pulmonic,  which  are  synchronous 
(or  nearly  so)  during  exhalation  and  which 
are  clearly  split  during  inhalation.  A judg- 
ment regarding  the  intensity  of  pulmonary 
valve  closure  requires  comparison  with  aortic 
closure  when  both  sounds  are  heard  simul- 
taneously during  inhalation.  The  compara- 
tive softness  of  the  pulmonary  closure  sound 
is  held  responsible  for  its  localization  in  the 
vicinity  of  the  second  left  intercostal  space, 
and  the  relative  loudness  of  aortic  closure 
accounts  for  its  audibility  at  all  areas.  It 
should  be  emphasized  that  A2  refers  to  aortic 
valve  closure  and  P2  to  -pulmonary  valve 
closure.  A2  and  P2  do  not  refer  to  the  second 
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heart  sound  in  the  “aortic”  vs.  the  “pulmo- 
nary” area ; such  use  implies  a complete  mis- 
understanding of  the  origin  of  the  two  com- 
ponents of  the  second  sound.  Similarly,  P2 
by  definition  is  a single  sound  caused  by 
pulmonary  valve  closure,  so  the  expression 
“split  P2”  is  a misnomer  that  should  be 
abandoned. 

The  third  and  fourth  heart  sounds  are 
best  understood  in  relation  to  the  two  dia- 
stolic phases  of  ventricular  filling.  These 
sounds  originate  within  the  recipient  ven- 
tricle, the  third  sound  during  the  mid  dia- 
stolic rapid  filling  phase  immediately  after 
opening  of  the  mitral  and  tricuspid  valves 
and  the  fourth  sound  duing  the  late  diastolic 
filling  phase  associated  with  atrial  contrac- 
tion. Accordingly,  a fourth  heart  sound  im- 
plies sinus  rhythm.  Both  sounds  are  low 
frequency  events  that  are  most  readily  heard 
with  light  touch  of  the  stethoscopic  bell. 

The  foregoing  heart  sounds — first,  second, 
third,  and  fourth — can  either  be  normal  or 
abnormal.  The  following  sounds  are,  for  all 
practical  purposes,  abnormal  events. 

Opening  snaps  characteristically  originate 
in  the  mitral  valve  usually  because  of  sten- 
osis. The  snap  is  relatively  high  frequency, 
is  heard  not  only  at  the  apex  but  also  at  the 
sternal  edge  and  base,  and  is  best  elicited 
with  the  stethoscopic  diaphragm  or  firm 
pressure  with  the  bell.  Since  the  mitral  valve 
must  open  before  the  ventricle  can  fill,  the 
timing  of  the  opening  snap  necessarily  pre- 
cedes the  timing  of  the  third  heart  sound. 

Ejection  sounds  are  high  pitched,  click- 
ing early  systolic  events  that  originate  in 
either  the  left  heart  (aortic  valve  or  dilated 
ascending  aorta)  or  right  heart  (pulmonic 
valve  or  dilated  pulmonary  trunk).  These 
sounds  tend  to  be  heard  at  the  base  of  the 
heart  and  should  not  be  mistaken  for  split 
first  heart  sounds.  The  aortic  ejection  sound 
is  well-heard  at  both  the  base  and  apex  and 
with  rare  exception  does  not  vary  with  res- 
piration; the  pulmonic  ejection  sound  is  well- 
heard  in  the  second  left  intercostal  space  and 
often  varies  characteristically  with  respira- 
tion, getting  selectively  softer  with  inhala- 
tion and  louder  with  exhalation. 

Systolic  clicks  must  be  distinguished  from 
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ejection  sounds.  The  clicks  are  similar  to 
ejection  sounds  in  frequency  but  not  in  tim- 
ing or  chest  wall  location.  Clicks  generally 
originate  in  redundant  mitral  chordae  ten- 
dineae ; they  are  single  or  multiple,  maximal 
at  the  apex,  and  begin  in  mid  to  late  systole. 

CARDIAC  MURMURS 

A cardiovascular  murmur  is  a relatively 
prolonged  series  of  auditory  vibrations  char- 
acterized according  to  intensity  (loudness), 
frequency  (pitch),  configuration  (shape), 
quality,  duration,  direction  of  radiation  and 
timing  in  the  cardiac  cycle.  The  timing  of 
murmurs  is  particularly  important  since  it 
serves  as  a basis  for  classification.  Systolic 
murmurs  are  classified  according  to  their 
time  of  onset  and  termination  as  mid- 
systolic,  holosystolic,  early  systolic,  or  late 
systolic.  A midsystolic  murmur  begins  after 
the  first  heart  sound  and  ends  before  the 
second  sound  (aortic  stenosis).  A holosys- 
tolic murmur  begins  with  the  first  heart 
sound,  occupies  all  of  systole,  and  ends  with 
the  second  heart  sound  (classic  mitral  in- 
competence). Early  systolic  murmurs  be- 
gin with  the  first  heart  sound,  diminish  in 
a decrescendo  fashion,  and  end  at  or  before 
midsystole  (very  small  ventricular  septal 
defect  with  early  systolic  shunt).  Late  sys- 
tolic murmurs  begin  in  mid  to  late  systole 
and  end  with  the  second  heart  sound  (mitral 
incompetence  with  late  systolic  regurgita- 
tion). Finally,  extracardiac  systolic  arterial 
murmurs  originate  in  either  systemic  or  pul- 
monary arteries.  The  existence  of  such  mur- 
murs emphasizes  the  importance  of  careful 
auscultation  at  nonprecordial  sites. 

Diastolic  murmurs  are  classified  according 
to  their  time  of  onset  as  early  diastolic,  mid- 
diastolic, or  late  diastolic  (presystolic) . An 
early  diastolic  murmur  begins  with  the  sec- 
ond heart  sound  (aortic  incompetence).  A 
middiastolic  murmur  begins  at  a clear  inter- 
val after  the  second  heart  sound  (mitral 
stenosis  with  atrial  fibrillation).  A late  dia- 
stolic murmur  or  presystolic  murmur  be- 
gins in  the  period  immediately  before  the 
first  heart  sound  (mitral  stenosis  with  sinus 
rhythm) . 

The  term  “continuous”  is  best  applied  to 
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murmurs  that  begin  in  systole  and  continue 
without  interruption  through  the  time  of  the 
second  heart  sound  into  all  or  part  of  diastole. 
Persistence  of  murmurs  throughout  the  car- 
diac cycle  is  therefore  not  a requirement. 
Accordingly,  a murmur  that  proceeds  into 
diastole  without  stopping  at  the  second  heart 
sound  is  considered  continuous  whether  or 
not  it  finishes  before  the  next  first  heart 
sound.  Continuous  murmurs  can  be  due  to 
aortopulmonary  communications  (patent 
ductus),  arteriovenous  connections  (systemic 
arteriovenous  fistulas),  or  can  be  purely  ar- 


terial (arterial  constriction),  or  purely  ven- 
ous (venous  hum). 

SUMMARY 

There  are  few  areas  of  clinical  cardiology 
that  auscultation  does  not  illuminate.  This 
paper  has  reviewed  three  areas  relevant  to 
this  topic:  1)  the  technicalities  and  tech- 
niques of  auscultation,  2)  the  heart  sounds, 
and  3)  cardiovascular  murmurs.  Skill  in 
auscultation  remains  a hallmark  of  the  good 
clinician  and  it  is  understandable  why  this 
is  so.  □ 
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constipation.  Reserpine:  Depression,  peptic 
ulceration,  diarrhea,  Parkinsonism,  nasal  stuf- 
finess, dryness  of  the  mouth,  weight  gain, 
impotence  or  decreased  libido,  conjunctival 
injection,  dull  sensorium,  deafness,  glaucoma, 
uveitis,  optic  atrophy,  and,  with  overdosage, 
agitation,  insomnia  and  nightmares.  Proto- 
veratrine A:  Nausea,  vomiting,  cardiac  ar- 
rhythmia, prostration,  blurring  vision,  mental 
confusion,  excessive  hypotension  and  brady- 
cardia. (Treat  bradycardia  with  atropine  and 
hypotension  with  vasopressors.) 

Usual  Dose:  1 tablet  b.i.d. 

Supplied:  Bottles  of  60,  600,  and  1000  scored 
50  mg.  tablets. 

Salutensin* 

hydroflumethiazide,  50  mg./reserpine, 

0.125  mg.  protoveratrine  A,  0.2  mg. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


BRISTOL 


The  antihypertensive  therapy 
that  is  easy  to  live  with: 


lume  thiazide,  50  mg./reserpine, 
mg.  protoveratrine  A,  0.2  mg. 


When  successive  blood  pressure  readings  confirm 
essential  hypertension,  consider  Salutensin  for: 
Easy-to-live-with  control.  Gradual  reduction  of 
blood  pressure  leading  to  decisive,  comfortable 
control  is  the  common  clinical  response. 

* Salutensin  is  usually  well-tolerated  (however, 
serious  side  effects  can  occur;  see  adjacent  column 
for  brief  summary  of  prescribing  information). 


Easy-to-Iive  with  dosage.  Two  tablets  a day 
usually  achieves  control.  One  to  two  tablets  a day 
often  maintains  control  without  need  for  additional 
antihypertensive  agents. 

,Easy-to-Iive  with  cost  of  therapy.  The  one  to  two 

tablets  a day  maintenance  dose  makes  Salutensin 
economical  to  stay  with.  Important,  because  long- 
term control  calls  for  long-term  therapy. 
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Case  No.  31 : Possible  Adenocarcinoma  of 
the  Colon  in  a Patient  with  Acute  Mono- 
myeloblastic  Leukemia 

PRESENTATION : The  patient  is  a 43- 
year-old  Mexican-American  who  was  seen 
at  the  OMRF  in  January,  1970.  At  that  time 
he  complained  of  a four  to  five  month  his- 
tory of  weakness  and  a 20  pound  weight  loss. 
Because  of  these  symptoms  he  had  consult- 
ed his  local  physician,  who  found  him  to  be 
anemic  and  performed  a barium  enema  and 

The  University  of  Oklahoma  Medical  Center  Tumor  Clinic 
meets  weekly  in  Goddard  Auditorium  of  the  Oklahoma  Medical 
Research  Foundation,  and  is  made  up  of  members  of  the  De- 
partments of  Dermatology,  Medicine,  Oral  Surgery,  Otorhino- 
laryngology, Pathology,  Radiotherapy  and  Surgery  from  the 
University  Hospital,  Veterans  Administration  Hospital  and  the 
Oklahoma  Medical  Research  Foundation.  The  opinions  expressed 
are  intended  as  suggestions  for  therapy.  The  final  choice  of 
treatment  is  the  responsibility  of  the  managing  physician  or 
service. 
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proctoscopy  at  which  time  multiple  polyps 
were  seen  in  the  colon.  One  was  biopsied  and 
sent  to  a pathologist  who  reported  it  to  be 
an  adenocarcinoma  of  the  colon.  He  was 
then  referred  to  another  hospital  for  colec- 
tomy, but  he  was  found  to  have  a white 
count  of  15,000/mm3  with  80  percent  mono- 
cytes and  a hematocrit  of  23  percent.  A bone 
marrow  study  carried  out  at  that  time  was 
compatible  with  the  diagnosis  of  monocytic 
leukemia.  He  was  then  referred  here.  His 
past  history  reveals  only  that  he  had  bloody 
diarrhea  as  a child ; the  rest  is  non-contribu- 
tory. The  review  of  systems  reveal  that  he 
had  some  gingival  hyperplasia  and  also  that 
he  had  some  decrease  in  his  appetite  without 
vomiting,  diarrhea  or  pain.  He  has  had  bloody 
stools  on  several  occasions.  The  patient  has 
no  information  about  his  parents  or  possible 
siblings,  and  therefore  we  do  not  know 
whether  there  was  a familial  history  of 
polyps  of  the  colon  or  any  malignant  disease. 
Physical  findings  were  within  normal  limits 
except  that  polyps  were  felt  on  rectal  ex- 
amination. 

A bone  marrow  aspiration  was  performed 
and  showed  70  percent  blasts.  A chem  16 
with  a liver  profile  done  at  that  time  was 
within  normal  limits  except  for  a moderately 
elevated  LDH.  In  an  attempt  to  induce  a 
remission  he  was  given  prednisone,  vincris- 
tine (“Oncovin,”  Lilly),  and  cytosine  arabin- 
oside  (“Cytosar,”  Upjohn) . The  first  course 
was  given  January  20,  1970,  and  was  re- 
peated on  February  10,  1970.  The  patient 
developed  leukopenia,  had  a febrile  course 
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and  was  given  antibiotics.  He  also  received 
packed  red  cells  and  platelet  transfusions 
during  the  period  of  severe  leukopenia.  To- 
ward the  end  of  that  hospitalization,  a brain 
scan  and  a liver  scan  were  normal.  The  chest 
film  was  normal  and  a metastatic  survey 
was  negative.  He  underwent  protoscopy  and 
two  of  the  colonic  polyps  were  biopsied  at 
11  and  17  centimeters.  The  biopsies  of  the 
polyps  were  interpreted  as  atypical  colonic 
mucosa  suggestive  of  carcinoma,  but  the  tis- 
sue was  insufficient  for  diagnosis. 

A remission  of  the  leukemia  was  obtained 
and  at  the  time  of  his  discharge  the  hema- 
tocrit was  31  percent,  white  count  was  5,100/ 
mm3  and  he  had  138,000  platelets/mm3. 

Since  that  time  the  patient  has  done  well. 
He  is  re-admitted  to  the  hospital  at  monthly 
intervals  for  a five  day  course  of  cytosine 
arabinoside  as  maintenance  therapy  for  his 
leukemia.  His  blood  count  has  been  essen- 
tially normal  at  each  admission  and  repeat- 
ed bone  marrow  examinations  have  indicated 
that  he  is  in  complete  remission.  His  most 
recent  admission  was  in  May,  when  he  again 
reported  one  or  two  episodes  of  bright  red 
blood  coating  his  stool ; otherwise  he  had 
no  complaints.  A barium  enema  was  per- 
formed and  revealed  several  polypoid  lesions, 
some  of  which  were  suggestive  of  malig- 
nancy. A chem  16  on  his  last  admission  was 
normal.  In  summary,  the  patient  has  acute 
monomyeloblastic  leukemia,  in  remission, 
with  probable  adenocarcinoma  of  the  colon. 

DOCTOR  CONDIT : Any  questions  about 
the  history?  Doctor  Joel,  what  about  the 
pathological  findings? 

DOCTOR  JOEL:  We  have  a biopsy  of  the 
iliac  crest  bone  marrow  and  two  biopsies  of 
the  polyps.  The  bone  biopsy  reveals  the 
marrow  cavity  to  be  filled  with  leukemic 
cells  of  either  the  myelocytic  or  monocytic 
series.  Both  biopsies  of  the  rectal  polyps 
show  areas  of  probable  malignant  degener- 
ation, as  manifested  by  invasion  of  the  stalk 
by  atypical  glandular  formations. 

DOCTOR  CONDIT:  Doctor  Williams,  how 
do  you  feel  this  patient  should  be  handled? 

DOCTOR  WILLIAMS : If  he  did  not  have 
leukemia  the  management  of  this  man  would 
consist  of  excision  of  the  polyps.  Not  be- 
cause we  fear  that  polypoid  lesions  that  are 
benign  will  become  malignant,  but  because 
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we  cannot  tell  from  an  x-ray  examination 
which  ones  already  are  malignant.  One  or 
two  of  these  lesions  look  fairly  sessile  and 
could  be  malignant.  The  presence  of  the 
leukemia  of  course  is  the  complicating  prob- 
lem and  affects  our  thinking  in  two  ways. 
One  question  is  whether  his  life  expectancy 
is  such  that  there  is  a reasonable  chance  that 
carcinoma  of  the  colon,  if  present,  will  be- 
come a problem.  Secondly,  what  effect  would 
the  anti-leukemic  drugs  which  in  effect  are 
immuno-suppressive,  have  on  the  growth  of 
the  colon  lesions?  I would  be  interested  in 
hearing  what  you  think  of  the  clinical  course 
of  the  leukemia  with  the  idea  that  if  the 
course  is  relatively  long  then  he  should  have 
treatment  for  the  polyps  just  as  he  would 
have  without  them. 

DOCTOR  CONDIT  : We  haven’t  been  using 
cytosine  arabinoside  long  enough  to  know 
the  prognosis  for  this  disease.  We  have  had 
ten  out  of  26  patients  go  into  complete  remis- 
sion, two  have  been  in  complete  remission 
for  two  years,  eight  are  in  complete  remis- 
sion now,  while  two  relapsed  after  ten  and 
12  months  respectively.  I would  estimate 
that  we  can  look  forward  to  a year  and  per- 
haps longer,  of  complete  remission  on  the 
basis  of  our  experience  with  other  patients. 
I can’t  answer  the  question  as  to  the  immuno- 
suppressive aspects  of  this  therapy. 

DOCTOR  BOTTOMLEY:  I think  that 
cytosine  arabinoside  probably  is  not  as 
immuno-suppressive  as  some  of  the  other 
chemotherapeutic  agents.  Cytosine  arabin- 
oside acts  primarily  by  blocking  DNA  syn- 
thesis. This  produces  rather  profound  de- 
pression of  the  polymorphonuclear  leuko- 
cytes, which  turn  over  rather  rapidly,  but 
has  very  little  effect  on  the  lymphocytes 
which  turn  over  rather  slowly.  Recent  re- 
ports would  indicate  that  there  is  consider- 
able depression  of  the  immune  response  dur- 
ing the  administration  of  the  cytosine  arab- 
inoside but  that  this  returns  to  normal  with- 
in a short  time  after  the  drug  is  discon- 
tinued. 

DOCTOR  CONDIT:  Doctor  Williams, 

what  are  the  odds  that  one  of  these  polyps 
will  become  adenocarcinoma  later? 

DOCTOR  WILLIAMS:  I think  that  the 
chances  are  quite  low  that  an  isolated  polyp 
will  undergo  malignant  degeneration.  The 
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important  thing  is  whether  we  consider  this 
patient  to  have  familial  polyposis.  The  in- 
cidence of  malignant  degeneration  is  much 
higher  in  patients  with  familial  polyposis 
than  it  is  in  isolated  polyps  of  the  colon. 

DOCTOR  JOEL:  There  are  several  syn- 
dromes associated  with  polyposis.  One  of 
these  is  Gardner’s  Syndrome  which  is  the 
association  of  polyps  of  the  colon  with  os- 
seous and  soft  tissue  pseudo-tumors.  Another 
interesting  condition  is  Peutz-Jeghers  Syn- 
drome in  which  polyps  may  occur  in  the  je- 
junum and  other  parts  of  the  gastrointestin- 
al tract  associated  with  melanin  spots  on 
the  lips,  buccal  mucossa  and  digits.  An- 
other condition  is  Cronkhite-Canada  dis- 
ease which  is  the  association  of  poly- 
posis of  the  gastrointestinal  tract  with  diar- 
rhea, protein  loss,  abdominal  pain,  hyper- 
pigmentation of  the  skin  and  mucosa,  alo- 
pecia, and  atrophy  of  the  fingers  and  toe- 
nails. This  disease  was  first  described  by 
Cronkhite  and  Canada  in  1955  in  the  New 
England  Journal  of  Medicine.  This  condi- 
tion is  not  familial  as  opposed  to  Gardner’s 
Syndrome  and  Peutz-Jeghers  Syndrome, 
both  of  which  are  autosomal  dominant. 
Cronkhite-Canada  disease  occurs  in  children 
and  is  usually  fatal  in  six  to  18  months.  Does 
the  patient  appear  to  have  either  Gardner’s 
Syndrome  or  Peutz-Jeghers  Syndrome? 

DOCTOR  BOTTOMLEY:  No,  he  does  not 
have  either  one  of  these  syndromes.  It  is 
possible,  however,  that  the  relationship  of 
the  polyps  of  the  colon  and  the  acute  leu- 
kemia is  not  coincidental  and  that  this  also 
represents  some  cellular  defect  which  pre- 
disposes to  malignant  transformation.  We 
do  not,  of  course,  have  any  information  on 
his  family  to  tell  whether  it  is  familial  or 
not,  but  even  if  it  is  not,  it  is  possible  that 
this  could  represent  a sporadic  case  produced 
by  some  type  of  mutation.  In  addition  to  the 
increased  incidence  of  carcinoma  of  the  colon 
in  patients  with  familial  polyposis,  several 
families  have  been  described  with  an  ap- 
parent predisposition  to  develop  carcinoma 
of  the  colon  and  endometrium,  and  we  are 
currently  following  a family  with  an  ap- 
parent predisposition  to  develop  breast  can- 
cer, sarcoma,  and  acute  leukemia. 
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DOCTOR  WILLIAMS:  But  needless  to 
say  if  this  is  familial  polyposis,  the  surpris- 
ing thing  is  that  he  hasn’t  developed  carci- 
noma of  the  colon  already. 

DOCTOR  CONDIT:  From  a technical 
standpoint,  how  large  an  operation  would 
be  required  in  this  patient?  He  is  in  com- 
plete remission  at  the  present  time  and  could 
probably  withstand  such  an  operation  with- 
out difficulty. 

DOCTOR  WILLIAMS:  I think  from  what 
I’ve  heard,  that  he  ought  to  have  an  explora- 
tory laparotomy  and  excision  of  the  polyps. 

DOCTOR  PARKER:  Well,  I’m  a little 
confused.  I don’t  know  whether  this  man 
has  polyposis  or  if  he  has  two  or  more  polyps. 
I think  that  is  the  first  thing  one  should  de- 
termine. If  he  has  polyposis,  then  practical- 
ly all  of  the  large  bowel  should  be  marked 
by  slight  elevation  and  it  should  have  a peb- 
bled appearance.  If  he  has  polyposis,  you 
ought  to  do  either  a subtotal  or  a total  colec- 
tomy. I wonder  what  the  mucosa  of  the  rec- 
tum looked  like.  Does  it  look  pebbly? 

DOCTOR  CONDIT:  The  man  who  did  the 
sigmoidoscopy  is  not  here. 

DOCTOR  BOTTOMLEY:  We  will  have 
that  checked  out. 

DOCTOR  CONDIT:  Are  there  any  other 
comments? 

DOCTOR  BOTTOMLEY:  What  about  the 
possibility  of  following  him  with  repeated 
barium  enemas?  Would  this  allow  us  to  pro- 
ceed with  the  surgery,  if  there  appears  to  be 
progression  of  the  lesions? 

DOCTOR  WILLIAMS:  I agree  with  Doc- 
tor Parker  that  if  the  mucosa  has  the  cobble 
stone  appearance  I think  he  should  be  con- 
sidered to  have  familial  polyposis.  On  the 
other  hand  if  he  doesn’t,  because  of  the  con- 
current diagnosis  of  acute  leukemia,  it  would 
be  acceptable  to  follow  him  with  repeated 
barium  enemas.  My  first  choice  is  still  sur- 
gical excision  of  the  lesions,  however. 

DOCTOR  PARKER:  I think  the  size  of 
the  polyps  is  also  a critical  factor.  If  the 
polyps  are  over  1.5  cm  in  size,  the  chances 
of  them  being  malignant  are  much  greater 
and  it  would  appear  that  several  of  these 
lesions  are  of  that  size. 

DOCTOR  BOTTOMLEY : Another  ques- 
tion to  answer  is,  when  would  be  the  best 
time  to  do  the  laparotomy  in  relationship  to 
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his  courses  of  cytosine  arabinoside?  It  is 
given  as  a five  day  continuous  infusion  every 
month,  and  the  patient  is  hospitalized  during 
that  period.  Approximately  a week  follow- 
ing this,  the  maximum  depression  of  the 
blood  count  occurs  even  with  the  maintenance 
course.  Approximately  two  weeks  after  the 
course  of  cytosine  arabinoside  the  blood 
count  has  started  to  recover.  Perhaps  the 
best  time  to  consider  surgery  would  be  about 
two  weeks  following  the  last  course.  The 
blood  count  would  be  normal  at  that  time 
and  we  would  then  have  two  weeks  for  him 
to  recover  from  surgery  before  we  give  the 
next  course  of  cytosine  arabinoside. 

DOCTOR  WILLIAMS : How  would  that 
interfere  with  the  remission  of  his  leukemia? 

DOCTOR  BOTTOMLEY : This  should  not 
really  affect  his  remission  as  he  only  receives 
the  maintenance  cytosine  arabinoside  every 
four  weeks,  and  this  would  not  interfere 


with  the  schedule.  If  it  did  interfere  with 
the  maintenance  course,  it  might  increase 
the  chances  for  a relapse  of  leukemia. 

FINAL  DIAGNOSIS:  Acute  Monomyelo- 
blastic  Leukemia  with  multiple  polyps  of  the 
colon  with  a suggestion  of  malignant  degen- 
eration of  some  of  these  polyps. 

TUMOR  BOARD  RECOMMEN ATIONS : 
If  the  patient’s  remission  from  acute  leu- 
kemia can  be  expected  to  last  for  over  a 
year,  he  should  have  an  exploratory  laparo- 
tomy with  surgical  excision  of  the  polyps. 
This  should  be  scheduled  so  that  the  main- 
tenance therapy  for  his  acute  leukemia  is 
not  compromised  and  also  the  blood  count 
will  be  optimal  for  performance  of  the  sur- 
gical procedure.  If  examination  of  the 
colonic  mucosa  indicates  that  the  patient  has 
polyposis,  it  may  be  necessary  to  do  a total 
or  subtotal  colectomy.  □ 
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Surgery— Oliver  H.  Beahrs,  M.D.,  Rochester,  Minnesota 

Internal  Medicine— William  B.  Bean,  M.D.,  Iowa  City,  Iowa 
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Mexico  City.  Complete  details  may  be  obtained  from  S.  E.  Cockrell,  Jr.,  202 
West  French  Place,  San  Antonio,  Texas  78212. 
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HEW  Orders  Medicare 

HEW  has  instructed  all  Medicare 
carriers  to  lift  the  “fee  freeze”  and 
update  their  customary  charge  levels 
for  physician  services.  Starting 
January  1st  some  state  physicians 
will  find  that  Medicare  is  paying 
more  of  their  billed  charges. 

Up  until  the  first  of  this  year  cus- 
tomary charge  limits  had  been 
frozen  at  the  amount  being  allowed 
on  December  31st,  1968.  New  regu- 
lations require  the  carriers  to  base 
the  new  limits  on  claims  presented 
for  processing  between  January  1st, 
1969  and  March  31st,  1970.  Thus, 
any  physician  who  had  a fee  in- 
crease in  1968  or  sometime  during 
the  ’69-70  period  should  find  that 
Medicare  is  paying  more  of  his  bill 
charge. 

Where  the  Medicare  records  indi- 
cate that  a physician  increased  his 
charge  during  the  ’69-70  time  pe- 
riod, his  new  customary  charge  will 
be  established  at  the  median  level 
as  related  to  the  number  of  times 
the  service  was  rendered  at  the 
different  fees. 

Upper  limit  on  the  new  customary 
charge  payments  will  be  based  on 
the  75  percent  percentile  of  physi- 
cians’ charges  in  a locality.  Re- 
ferred to  as  “prevailing  charge 
limits,”  this  means  that  Medicare 
will  base  its  payment  on  the  full 
charge  billed  by  a physician  if  that 
charge  is  no  higher  than  75  percent 
of  the  customary  charges  made  by 
all  physicians  of  similar  training  in 
the  locality  for  the  particular  serv- 
ice or  medical  procedure.  As  an 
example,  if  75  percent  of  the  fees 
for  office  visits  being  charged  by 
physicians  in  a locality  range  be- 
tween $8  and  $12,  then  the  Medicare 
“reasonable  charge”  will  be  what- 
ever the  physician  customarily 
charged  his  patients— up  to  the  $12 
level. 

This  change  to  the  75th  percentile 
for  prevailing  charge  limits  will  be 
a downward  change  for  Oklahoma 


Payment  Base  Change 

physicians.  In  the  past  prevailing 
charge  limits  in  Oklahoma  were 
based  on  the  83rd  percentile. 

While  HEW  was  instructing  its 
carriers  to  update  their  customary 
charge  limits  for  Medicare,  they 
were  instructing  the  Medicaid  car- 
riers to  coordinate  their  physicians 
profile  with  the  Medicare  carriers. 
In  Oklahoma  this  means  that  the 
Department  of  Public  Welfare’s 
physician  profiles  will  be  brought 
into  line  with  those  of  the  Medicare. 
This  should  alleviate  some  of  the 
problem  of  carriers  paying  differ- 
ent fees  for  the  same  procedure. 

A letter  to  all  Oklahoma  physi- 
cians from  the  Department  of  Wel- 
fare stated,  “On  and  after  January 
1st,  1971,  payments  made  by  the 
Department  will  be  made  on  the 
usual  and  customary  within  the  al- 
lowable as  determined  by  Aetna 
Life  and  Casualty  Company.”  This 
company  is  the  Medicare  carrier 
for  Oklahoma.  The  letter  went  on 
to  state,  “The  determination  of 
compensable  services  will  be  co- 
ordinated as  closely  as  possible 
with  Aetna  Life  and  Casualty,  ...” 

At  the  same  time  the  Department 
of  Welfare  was  making  its  announce- 
ment, it  was  also  sending  all  Okla- 
homa physicians  a new  precedural 
terminology  code  book  and  request- 
ing that  the  new  codes  in  it  be 
used  on  all  Medicaid  claims  after 
January  1st. 

Al  Capp  Signed 
For  Tulsa  Meeting 

America’s  favorite  cartoonist,  Al 
Capp,  will  be  one  of  the  featured 
speakers  during  the  1971  annual 
meeting  of  the  OSMA.  Slated  for 
April  29th-May  1st,  the  meeting  will 
be  held  in  the  Tulsa  Assembly  Cen- 
ter and  the  Fairmont-Mayo  Hotel. 

Floyd  Miller,  M.D.,  Chairman  of 
the  Annual  Meeting  Committee  said, 
“We  are  very  fortunate  to  get  Mr. 


Capp,  since  he  is  one  of  the  most 
popular  speakers  in  America  today.” 

The  witty  and  caustic  creator  of 
Little  Abner  says  of  himself,  “I  am 
an  authority  on  nothing  with  opin- 
ions on  everything.”  For  over 
thirty  years,  millions  of  Americans 
have  shared  their  morning  coffee 
with  the  population  of  Dog  Patch. 

Although  Capp’s  forte  is  speaking 
to  student  groups,  which  he  holds  in 
very  low  regard,  he  has  a strong 
appeal  for  all  age  groups  whether 
he  is  ridiculing  our  foibles  or  criti- 
cizing our  political  policy.  He  works 
in  an  informal  style,  reading  and 
answering  questions  from  a stack 
of  cards  submitted  by  the  audience. 
While  his  answers  are  caustic  and 
witty,  they  show  a great  understand- 
ing of  today’s  society. 

Capp’s  talk,  entitled  “Ask  Al 
Capp,”  will  take  place  Saturday 
afternoon,  May  1st,  in  the  Tulsa 
Assembly  Center.  Admission  to  the 
talk  will  be  limited  to  those  persons 
registered  for  the  meeting  and  to 
members  of  the  Woman’s  Auxiliary. 

No  subject  seems  to  be  “off  lim- 
its” or  taboo  for  Capp’s  pointed 
comments.  When  asked  whether 
marijuana  should  be  legalized  he 
snapped  back,  “By  all  means!  Also 
murder,  rape  and  arson— then  we 
could  do  away  with  crime.”  John 
Kenneth  Galbraith  once  asked  him 
why  he  had  “deserted  liberalism.” 
Capp  answered,  “I  didn’t  desert  it, 
you  and  Arthur  Schlesinger  kidnap- 
ped it.” 

His  low  opinion  of  today’s  college 
students  is  well  known.  He  once 
said  “To  know  them  is  to  dislike 
them.”  On  another  occasion  he 
commented,  “The  more  I see  of 
students,  the  less  I like  them.”  He 
once  described  a “concerned”  col- 
lege student  as  one  who  “smashes 
the  computer  at  a university,  and 
an  ‘apathetic’  student  is  one  who 
spends  four  years  learning  how  to 
repair  that  computer.” 

Part  of  Capp’s  disdain  for  college 
students  may  stem  from  the  fact 
that  while  he  grew  up  in  a ghetto, 
he  pulled  himself  up  from  the  depths 
of  poverty  to  extraordinary  success. 
He  feels  that  today’s  college  stu- 
dents are  “privileged”  compared  to 
what  he  went  through. 
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Rural  Health 
Study  Planned 

The  Oklahoma  State  Medical  As- 
sociation’s Rural  Medical  Council 
will  carry  out  a pilot  survey  in  the 
Southeastern  part  of  the  state  in  an 
effort  to  alleviate  health  personnel 
shortages. 

Doctor  Kelly  M.  West,  former  act- 
ing director  of  the  Oklahoma  Re- 
gional Medical  Program,  will  be  in 
charge  of  the  project.  The  study 
will  be  based  on  identifying  a re- 
gional medical  service  area  and  de- 
veloping a system  to  improve  the 
delivery  of  health  services  for  the 
citizens  residing  in  the  area. 

Doctor  West  says  there  are  no 
preconceived  plans  as  to  how  im- 
provements can  be  made.  “Much 
of  the  project  will  take  form  only 
after  we  have  visited  with  the  phy- 
sicians now  practicing  in  the  area 
to  be  selected  . . . even  the  geo- 
graphic boundaries  of  the  area  to 
be  studied  will  not  be  selected  un- 
til consultations  are  held  with  prac- 
titioners now  serving  sparsely  set- 
tled rural  areas.” 

The  problem  came  to  light  as  a 
result  of  medical  student  loan  pro- 
grams where  there  is  a contractural 
obligation  to  serve  two  years  in  a 
community  of  5,000  or  less  popula- 
tion in  lieu  of  repaying  the  loan. 
One  loan  program  of  this  type  is 
sponsored  by  the  state  government 
and  another  similar  program  is 
sponsored  by  the  state  medical  as- 
sociation. There  are  presently  seven 
medical  students  who  are  so  com- 
mitted. 

When  the  students  complete  their 
training,  the  OSMA  Rural  Medical 
Council  hopes  to  be  ready  to  rec- 
ommend practice  opportunities 
which  will  be  a part  of  a well-con- 
ceived plan  to  develop  a regional 


medical  service  area. 

It  is  believed  that  the  survey  and 
the  resultant  health  service  develop- 
ment program  will  increase  the 
likelihood  that  students  accepting 
rural  loans  will  become  permanent 
residents  of  rural  Oklahoma. 

Doctor  West  plans  to  begin  the 
survey  in  March  and  has  set  May 
31st  for  the  completion  date.  The 
pilot  survey  in  southeastern  Okla- 
homa is  expected  to  produce  tech- 
niques which  can  then  be  applied 
toward  developing  similar  programs 
in  other  rural  areas. 

New  Members  Sought 
For  Life 

Insurance  Program 

A new  expanded  benefit  life  in- 
surance program  is  being  offered 
to  OSMA  members.  The  new  group 
term  life  insurance  was  recently  an- 
nounced by  the  association’s  Coun- 
cil on  Insurance.  Enrollment  in  the 
new  program  is  growing  rapidly. 

A maximum  life  insurance  bene- 
fit of  $50,000  will  be  available  up 
to  age  60  at  rates  based  upon  age 
categories.  The  association’s  old 
program  had  a stable  premium  with 
an  annually  decreasing  amount  of 
term  life  insurance.  Both  programs 
are  underwritten  by  the  Massa- 
chusetts Mutual  Life  Insurance 
Company. 

OSMA  members  insured  under 
the  old  policy  have  the  opportunity 
of  electing  to  participate  in  the  new 
program  by  submitting  evidence  of 
insurability.  However,  the  old  pol- 
icy may  be  continued  without  any 
increase  in  cost  or  reduction  of 
benefits. 

The  new  improved  program  offers 
enlarged  benefits  at  greatly  reduced 
rates  per  $1,000  of  coverage.  Large 
amounts  of  accidental  death  bene- 


fits, in  addition  to  basic  life  insur- 
ance coverage,  will  be  featured  in 
the  new  policy.  Prior  to  age  60,  the 
plan  will  pay  a total  of  $150,000  for 
accidental  death  and  a total  of 
$250,000  if  death  occurs  on  a com- 
mon carrier.  In  addition,  benefits 
of  up  to  $150,000  are  available  in 
the  event  of  dismemberment  or  loss 
of  sight. 

Two  hundred  enrollees  are  needed 
to  implement  the  new  program.  All 
members  of  the  association  were 
mailed  a brochure  outlining  the  new 
policy  along  with  an  application. 
Those  physicians  who  cannot  find 
their  application,  but  who  are  in- 
terested in  the  program,  should  con- 
tact the  OSMA  executive  office  as 
soon  as  possible. 

Premium  rates  for  the  new  policy 
are  as  follows:  For  physicians  age 
30  and  under,  annual  premium  will 
be  $100;  30-39  will  have  an  annual 
premium  of  $200;  40-49,  $400;  50-54, 
$700;  55-59,  $1,000. 

At  age  60,  the  basic  amount  of 
life  insurance  drops  from  $50,000  to 
$25,000  with  a corresponding  drop 
in  accidental  death  benefits  to  $75,- 
000  and  death  on  a common  carrier 
to  $125,000.  Premium  for  the  age 
category  60-64  is  $800  annually. 

Another  decrease  in  benefits  takes 
place  at  age  65  through  69.  The 
amount  of  basic  life  insurance 
drops  to  $10,000,  accidental  death 
benefit  drops  to  $30,000,  and  death 
on  a common  carrier  to  $50,000.  An- 
nual premium  for  this  age  category 
is  $500. 

Physicians  may  contact  the  OSMA 
executive  office  or  Walter  C.  Wilson, 
CLU,  Administrator,  1470  First  Na- 
tional Bank  Building,  Oklahoma 
City,  Oklahoma  73102.  Telephone 
number:  AC  405  : 236-4681.  □ 


/ f±lowe  \ 
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5415  N.  Pennsylvania 
Oklahoma  City,  Oklahoma  73112 

(across  from  Penn  Square) 

Area  Code  405  848-2888 

Professional  Placement  Service  exclusively  for  the  physician's  office 

\°  if*  *J 

and  clinic. 

\s,  f sv7 

Medical  Assistants,  professionally  trained,  for  permanent  or  temporary 

employment. 

“ Founded  to  meet  the  demand  for  the 

No  fee. 

trained  professional  assistant." 

Call  Sue  Draughon,  administrator 
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The  Beverly  Hills  Hospital 
The  Beverly  Hills  Clinic 


Acute  Psychiatric  Diagnostic  and  Treatment  Center 


☆ New  Outpatient  and  Hospital  Facilities  ☆ Beautiful  New  Buildings  On  a Secluded 
Scenic  and  Wooded  Site  ☆ Open  Cottage  System  and  Regulated  Intensive  Treatment 
Units  ☆ All  Established  Methods  of  Diagnosis  and  Treatment  Utilized.  ☆ 

PSYCHIATRY 
Joseph  L.  Knapp,  M.D. 

Jackson  H.  Speegle,  M.D. 

Fred  H.  Jordan,  M.D. 

Joseph  H.  Lindsay,  M.D. 

Jack  R.  Tomlinson,  M.D. 

1353  N.  Westmoreland  ★ Dallas  11,  Texas  ★ 331-8331 
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Eliel  Named  To  Medical 
School  Post 

Leonard  P.  Eliel,  M.D.,  56,  as- 
sumed duties  December  1st  as  Uni- 
versity of  Oklahoma  interim  exec- 
utive vice-president  for  OU  Medical 
Center  affairs  and  director  of  the 
OU  Medical  Center,  succeeding  the 
late  John  P.  Colmore,  M.D. 

Doctor  Eliel,  associate  director  of 
the  Medical  Center  and  associate 
dean  of  the  graduate  college-med- 
ical center,  was  appointed  by  the 
OU  Board  of  Regents  following  the 
death  November  26th  of  Doctor 
Colmore,  who  had  held  the  interim 
position  since  September  15th,  1970. 

The  new  medical  center  executive 
was  named  to  serve  until  there  is  a 
permanent  appointment  of  a suc- 
cessor to  James  L.  Dennis,  M.D. 
Doctor  Dennis  resigned  last  summer 
to  become  University  of  Arkansas 
vice-president  for  health  sciences, 
and  a search  committee  was  sub- 
sequently appointed  to  recommend 
persons  for  the  vice-presidency. 

Doctor  Eliel  went  to  the  Univer- 
sity of  Oklahoma  Medical  Center  in 


1951  from  Cornell  University  Med- 
ical College  to  become  the  first  head 
of  the  Cancer  Section  of  the  newly- 
established  Oklahoma  Medical  Re- 
search Foundation,  a privately-sup- 
ported institution  on  the  medical 
campus. 

He  was  affiliated  with  the  OMRF 
19  years,  retiring  in  1970  from  the 
position  of  vice-president-director  of 
research  after  concluding  a sab- 
batical year  teaching  at  the  Uni- 
versity of  Washington  Medical  Cen- 
ter, Seattle. 

Doctor  Eliel  joined  the  OU  Med- 
ical Center  administrative  staff 
July  1st,  1970  as  associate  director 
and  graduate  college  associate  dean. 
His  academic  title  is  professor  of 
medicine. 

He  is  a diplomate  of  the  Board  of 
Internal  Medicine  and  a fellow  of 
the  American  College  of  Physicians. 

Doctor  Eliel  is  chairman  of  the 
Clinical  Cancer  Training  Commit- 
tee of  the  National  Cancer  Institute 
and  a past-president  (1968-69)  of  the 
Southwest  Section,  American  Asso- 
ciation for  Cancer  Research. 


Laboratory  Program 
Available 

Announcements  of  a Laboratory 
Survey  Program  for  OSMA  mem- 
bers have  been  mailed.  The  survey 
co-sponsored  by  OSMA  and  the  Col- 
lege of  American  Pathologists  is 
designed  for  physicians’  offices. 
Called  “Peer  Evaluation  Program” 
the  survey  provides  four  sets  of 
specimens  permitting  as  many  as 
76  laboratory  tests.  A set  of  19 
specimens  is  mailed  to  each  par- 
ticipant in  April,  June,  August  and 
October.  Results  are  tabulated  and 
computerized  reports  are  furnished 
as  part  of  the  program. 

Physicians  interested  have  until 
February  15th  to  enroll.  The  cost 
is  $80.00.  Eighty-four  laboratories 
participated  in  a similar  program 
last  year  which  represented  over 
250  physicians. 

OSMA  Laboratory  Quality  Com- 
mittee initiated  the  survey  in  1969 
after  approval  by  the  House  of 
Delegates. 


HOMEMAKERS 

1411  Classen  Blvd. 

Oklahoma  City,  Oklahoma  73106 
Ph.  (405)  525-6571 


Dear  Doctor: 

There  is  a new  service  in  Oklahoma  City  to  assist  you  in  planning  convalescent  care  for  your  patients. 

THE  PATIENT  NEEDS To  assure  optimum  recovery,  convalescents  need  proper  management.  * Institutional 

convalescence  may  be  indicated  by  the  patient's  condition.  * Home  convalescence  may  be  desirable  for  patients 
whose  needs  are  primarily  for  aid  in  feeding,  toilet  arid  cleanliness  in  the  familiar  home  environment. 

LIMITED  ALTERNATIVES Convalescents  may  occupy  beds  in  acute  care  hospitals  beyond  period  of  actual 

need.  Costs  or  hospitalization  and  insurance  coverage  are  rising  steadily.  * Institutional  convalescence  may  be 
resorted  to  only  because  there  is  no  one  in  the  patient's  home  able  to  care  for  the  patient.  * Currently  functioning 
home  care  resources  may  not  be  available  or  may  not  fit  the  needs  of  the  patient.  * Home  care  by  family  members 

may  be  too  burdensome  and  not  in  the  best  interest  of  the  patient. 

A NEW  RESOURCE  FOR  HOME-NURSING  CARE The  Upjohn  Co.  has  organized  an  efficient  system  for  delivery 

of  home  nursing  care  at  the  lowest  possible  cost  ....  called  Homemakers.  * Homemakers  can  help  relieve  "acute 
bed"  utilization  by  convalescents.  * Homemakers  provides  managed  convalescence  for  patients  in  their  home  en- 
vironment, without  burden  to  family.  * Homemakers  provides  an  alternative  to  institutional  convalescence.  * Home- 
makers care  may  be  indicated  following  institutional  convalescence  * Homemakers  affords  a choice  of  nursing 
skill  in  keeping  with  the  current  need  of  the  patient  with  its  staff  of  RN's  LPN's,  and  Aides.  * Homemakers  staff 
is  selected  carefully  to  assure  the  best  in  skilled  and  concerned  patient  care. 

HOMEMAKERS  MAY  ALSO  PROVIDE  HOME  CARE  for  other  patients:  debilitated,  geriatric,  arthritic,  orthopedic,  etc. 

HOMEMAKERS  IS  HERE  TO  SERVE Call  our  office.  Karen  Burrow,  R.N.,  is  on  duty  to  answer  your  questions 

and  take  your  orders  ....  or  ...  . refer  your  patient  to  our  office;  Mrs.  Burrow  will  contact  you  for  your 

orders. 

Yours  truly, 

E.  G.  STONE 
Zone  Manager 

HOMEMAKERS'/Home  and  Health  Care  Services 
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DOES  THE  VERY  FINEST  ALWAYS  COST  MORE? 

Ninety-nine  times  out  of  a hundred,  you  do  pay 
more  for  the  finest  thing  in  its  field. 

But  there's  one  big  exception  . . . 

LIFE  INSURANCE  and  the  planning  it  takes. 

You  can  have  the  very  finest  agent  analyze  your 
needs  and  tailor  your  life  insurance  program— and 
it  won't  cost  you  one  penny  more. 

You  can , in  fact,  have  the  man  from  Mass  Mutual. 


Supplement  your  OSAAA  Group  Insurance  with  this  valuable  additional  coverage. 


WILSON  & WILSON,  Inc. 

General  Agent 

1470  First  Nat'l  Bldg.  - Tel.  CE  6-4681 
Oklahoma  City 


MASSACHUSETTS  MUTUAL 
LIFE  INSURANCE  COMPANY 

SPRINGFIELD.  MASSACHUSETTS  • ORGANIZED  1851 


DOCTOR,  WHAT  WILL  YOU  EARN? 

It  depends,  of  course,  on  your  age  and  annual  earnings,  but  the  amount  can  quite 
reasonably  exceed  $400,000. 

The  total  value  of  all  your  possessions— property,  savings,  cars  and  personal  belong- 
ings—is  only  a fraction  of  what  you  will  probably  earn  during  years  of  practice.  And  yet 
some  of  you  have  insured  these  things  and  left  your  earning  power  unprotected. 

Is  this  logical?  Not  when  you  can  participate  in  the  . . . 

O.S.M.A.  GROUP  DISABILITY  INCOME  PROGRAM 

Now  Available  to  members  of  the  OKLAHOMA  STATE  MEDICAL  ASSOCIATION 
. . . gives  you  individual  coverage  at  low  group  rates. 

. . . offers  flexible  waiting  periods  at  your  option. 

. . . guarantees  you  an  income  when  you  are  disabled  from  an  accident  or  sickness. 

. . . offers  optional  Indemnity  from  $200.00  to  $800.00  per  month. 

. . . pays  for  lifetime  on  accident  and  up  to  age  65  on  sickness. 

For  Additional  Information,  call  or  write 

Terry  Banker  or  Rodman  A.  Frates 
C.  L.  FRATES  & COMPANY,  INC. 

4010  North  Youngs  P.  O.  Box  12446 

OKLAHOMA  CITY,  OKLAHOMA  73112 
Telephone  JA  8-7755 
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Laboratory  Seminar 
Announced 

“Peer  Review  in  the  Physician’s 
Office  Laboratory’’  will  be  the  title 
of  a Seminar  planned  by  OSMA’s 
Laboratory  Quality  Committee.  Ray- 
mond F.  Hain,  M.D.,  Chairman  of 
the  committee  said  special  invita- 
tions to  attend  the  session  had  been 
extended  to  members  of  the  asso- 
ciation and  their  lab  personnel  who 
have  participated  in  OSMA’s  Lab- 
oratory Survey  Program.  Approxi- 
mately 84  laboratories  enrolled  in 
one  of  several  programs  conducted 
by  the  College  of  American  Pathol- 
ogists. 

“It’s  hard  to  determine  how  many 
physicians  the  84  groups  represent,” 
Doctor  Hain  stated,  “however,  the 
committee  feels  it’s  in  excess  of 
250  which  is  a 316  percent  increase 
over  the  1969  program.” 

The  committee  reviews  the  re- 
ported results,  establishes  medical- 
ly misleading  values,  and  prepares 
a summary  for  participants.  “Re- 
ports are  anonymous  and  tabulated 
in  a manner  to  reveal  the  overall 


performance  of  physicians’  office 
laboratories  which  is  exceptionally 
good,”  said  Hain.  “Of  course, 
there’s  room  for  improvement, 
that’s  why  we’re  having  the  semi- 
nar. Although  this  program  is  pri- 
marily for  those  who  participated 
in  the  surveys,  any  member  who 
wishes  to  attend  is  welcome,”  Doc- 
tor Hain  said.  The  program  will  be 
constructed  around  topics  the  par- 
ticipants report  to  the  committee  as 
being  important. 

Tentative  plans  are  for  the  semi- 
nar to  be  held  in  Oklahoma  City, 
January  30.  Those  interested,  other 
than  participants,  should  contact 
the  OSMA  office.  Q 

Second  Drug  Seminar 
Set  For  Pete's  Place 

Oklahoma’s  world  famous  family 
restaurant  in  Krebs,  Pete’s  Place, 
will  be  the  location  of  the  second 
seminar  on  drug  abuse.  Scheduled 
for  Thursday  evening,  February 
11th,  the  seminar  is  one  of  six  be- 
ing sponsored  by  the  OSMA’s  Al- 
coholism and  Drug  Abuse  Commit- 


tee to  familiarize  physicians  with 
the  short  term  diagnosis  and  treat- 
ment of  drug  intoxicated  patients. 

Six  seminars  were  originally 
scheduled,  the  first  was  held  in 
Enid  on  January  14th  and  the  sec- 
ond will  be  in  the  McAlester  area 
on  February  11th.  Other  seminars 
will  be  held  in  Tulsa,  Oklahoma 
City,  Altus  and  the  Lake  Texhoma 
area.  Exact  dates  and  locations  will 
be  announced  at  a later  time. 

The  meeting  at  Pete’s  Place  will 
start  at  6:30  p.m.  Following  dinner, 
a film  entitled  “A  Nice  Kid  Like 
You”  will  be  shown.  This  will  be 
followed  by  a presentation  from  Jim 
Earls,  M.D.,  on  “Acute  Symptoms 
and  Management  of  Drug  Users.” 

A panel  discussion  with  questions 
from  the  audience  will  close  out 
the  meeting.  Faculty  for  the  meet- 
ing is  as  follows:  Jim  Earls,  M.D., 
Associate  Professor  of  Psychiatry: 
A1  Parades,  M.D.,  Professor  of  Re- 
search Psychiatry;  Tom  Donica, 
M.D.,  Associate  Professor  of  Psy- 
chiatry; and  Raul  Chanes,  M.D., 
Clinical  Associate  Professor  of  Med- 


MEDICAL  SCREENING 

Provides 

A MEDICAL  HISTORY 

Saves  Physician’s  Time 
In  Obtaining  Complete  Record 

STRESS  ECG  TESTING  (Treadmill) 


G.  L.  Honick,  M.D. 

Diplomate,  American  Board 
of  Cardiovascular  Diseases 

Phone  235-4661 


Aids  In  The  Detection  Of 
Subclinical  Coronary  Artery  Disease 
And  Diagnosis  Of  Chest  Pain. 

1211  North  Shartel,  Suite  207 
Physicians  and  Surgeons  Building  Amy  Gay,  R.N. 

Oklahoma  City,  Oklahoma  73103 
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icine,  all  of  the  OU  Medical  Center. 

Frank  Adelman,  M.D.,  Enid  psy- 
chiatrist, is  chairman  of  a special 
subcommittee  which  organized  and 
planned  the  entire  program.  Doctor 
Adelman  will  act  as  moderator. 

The  seminar  is  good  for  two  and 
one-half  hours  of  credit  from  the 
American  Academy  of  General  Prac- 
tice. 

Registration  fee  for  each  of  the 
seminars  will  be  $10,  to  cover  the 
cost  of  the  meal  and  program  ex- 
pense. Material  for  advance  reg- 
istration will  be  sent  to  physicians 
in  the  area  surrounding  each  sem- 
inar site. 

Prior  to  each  seminar  all  physi- 
cians in  the  area  will  receive  a copy 
of  a new  booklet  on  the  diagnosis 
and  treatment  of  the  drug  intoxi- 
cated patient.  The  book  has  been 
compiled  and  published  by  the 
OSMA.  □ 

"Doctor  of  the  Day" 
Well  Received  and  Busy 

Members  of  both  the  Oklahoma 
Senate  and  House  of  Representa- 
tives have  expressed  their  appreci- 
ation to  the  OSMA  for  the  volunteer 
“Doctor  of  the  Day”  program.  Dur- 
ing each  legislative  session  the  med- 
ical association  equips  and  stocks 
a first  aid  station  on  the  fourth  floor 
of  the  State  Capitol  Building  to 
serve  all  members  of  both  Houses. 

The  physician,  known  as  “Doctor 
of  the  Day,”  volunteers  to  come  to 
the  Capitol  Building  and  serve  one 
day.  He  is  introduced  at  the  open- 
ing session  of  both  Houses  and  is 
allowed  on  the  floor  of  the  House 
and  Senate  while  they  are  in  ses- 
sion. This  is  a privilege  afforded 
to  few  persons. 

Physicians  interested  in  serving 
during  the  month  of  February  and 
March  are  asked  to  contact  Ed  Kel- 
say,  Associate  Executive  Director 
of  the  OSMA,  for  further  informa- 
tion. Since  the  doctor  serves  only 
while  the  two  Houses  are  in  session, 
this  limits  service  days  to  Monday 
through  Thursday  of  each  week. 


The  legislature  adjourns  at  Thurs- 
day noon  and  goes  home. 

A “Nurse  of  the  Day”  is  also  on 
hand  to  assist  the  doctor  and  is  a 
volunteer  sponsored  by  the  Okla- 
homa State  Nurses  Association.  Q 

"Super  Board"  Proposed 
By  Tulsa  Senator 

Senator  Peyton  Breckinridge,  Tul- 
sa, plans  to  introduce  legislation 
abolishing  23  State  Boards  and 
Agencies  responsible  for  licensing 
various  professions  and  occupations. 
In  lieu  of  the  individual  boards  there 
would  be  created  an  omnibus  “De- 
partment of  Occupational  Licens- 
ing.” 

The  State  Board  of  Medical  Ex- 
aminers is  included  in  the  bill. 

OSMA  representatives  have  met 
with  the  Senator  to  discourage  in- 
troduction of  the  measure,  but  ap- 
parently to  no  avail. 

Should  the  bill  be  filed,  it  will  cer- 


tainly be  one  of  the  most  contro- 
versial proposals  in  years. 

The  “Super”  Department  will  have 
a director,  appointed  by  the  Gov- 
ernor, and  will  be  assisted  by  sev- 
eral appointed  boards.  Each  board 
will  have  five  members,  three  prac- 
titioners of  the  occupation  licensed 
and  two  representatives  of  the  gen- 
eral public.  The  boards  would  be 
advisory  to  the  director. 

The  potential  chaos  created  by 
such  a radical  change  in  licensing 
procedures  is  indeterminable  but 
speculation  has  generated  an  uproar 
among  those  named  in  the  bill. 

Senator  Breckinridges’  purpose 
in  proposing  the  legislation  is  vague, 
however  he  feels  the  “agency”  will 
be  more  “responsive  to  the  public” 
and  will  produce  savings  for  the 
state.  Most  state  boards  are  self- 
financing through  license  fees. 

OSMA’s  Legislative  Committee 
will  meet  to  discuss  the  bill  in  the 
near  future. 


DEATHS 

EVANS  E.  TALLEY,  M.D. 

1905-1970 

Enid  surgeon,  Evans  E.  Talley,  M.D.,  died  December  12th, 
1970,  in  Enid.  A native  Oklahoman,  Doctor  Talley  graduated 
from  the  University  of  Oklahoma  School  of  Medicine  in  1933, 
where  he  later  became  a faculty  member. 

In  1937  he  established  his  practice  in  Enid  where  he  re- 
mained except  for  his  service  with  the  Army  Medical  Corps 
during  World  War  II. 

Doctor  Talley  had  served  as  president  of  the  OU  School  of 
Medicine  Alumni  Association;  was  a Fellow  of  the  American 
College  of  Surgeons;  and  a member  of  the  Alpha  Omega  Alpha. 

HULL  W.  BUTLER.  M.D. 

1880-1970 

A retired,  Oklahoma  City  internist,  Hull  W.  Butler,  M.D., 
died  December  5th,  1970.  A native  of  Kempton,  Indiana,  Doctor 
Butler  received  his  medical  degree  from  Tulane  University  School 
of  Medicine  in  1922.  He  was  certified  by  the  American  Board 
of  Internal  Medicine.  In  1960  the  OSMA  presented  Doctor  Butler 
with  a Life  Membership,  recognizing  the  outstanding  service  he 
had  given  to  the  medical  profession  and  to  humanity. 

JOHN  B.  MOREY,  M.D. 

1904-1970 

John  B.  Morey,  M.D.,  66-year-old,  Ada  physician,  died  No- 
vember 25th,  1970  in  Ada.  Born  in  Dansville,  New  York,  Doctor 
Morey  was  graduated  from  the  University  of  Buffalo  School  of 
Medicine  in  1927.  Following  postgraduate  training  at  the  Mayo 
Clinic,  Doctor  Morey  established  his  practice  in  Ada.  This  prac- 
tice was  interrupted  only  by  29  months  of  services  overseas  dur- 
ing World  War  II. 
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MANIC  DEPRESSIVE  ILLNESS.  By 
George  Winokur,  A.B.,  M.D.,  Paula 
J.  Clayton,  B.S.,  M.D.,  and  Theo- 
dore Reich,  B.Sc.,  M.D.,  C.  M.  St. 
Louis:  The  C.  V.  Mosby  Company, 
1969.  $6.50. 

This  book  is  the  report  of  a study 
of  manic  depressive  illness  based  on 
the  author’s  experience  with  61  per- 
sons whose  manic  depressive  illness 
is  more  strictly  defined  than  is  cus- 
tomary in  studies  of  affective  psy- 
chotic disorders,  i.e.,  the  index  cases 
all  presented  with  mania. 

I greeted  this  attempt  at  precision 
with  some  enthusiasm  since  I have 
never  felt  the  justification  for  the 
use  of  the  term  “manic  depressive 
disease”  in  those  individuals  who 
do  not  show  alteration  of  mania  and 
depression,  and  certainly  could  not 
rationalize  the  term  for  persons  ex- 
periencing only  melancholias.  This 
chronic  confusion  appears  to  have 
evolved  from  and  obtained  legiti- 
macy via  Kraeplin’s  1921  monograph 
in  which  he  suggested  that  almost 
any  insanity  “with  a good  prognosis 
and  no  deterioration  could  reasonab- 
ly be  thought  of  as  manic  depressive 
disease.” 

By  using  what  is  referred  to  as  the 
family  study  method  (interviewing 
the  specific  family  members  about 
themselves),  the  clinicians  develop 
data  which  support  the  hypothesis 
that  the  affective  disorder  in  which 
mania  occurs  is  linked  on  the  X- 
chromosome  with  the  locus  for  color 
blindness.  This  conclusion  is  appar- 
ently the  climax  of  the  essay  and  is, 
in  my  opinion,  the  most  striking  as- 
pect of  the  book  which  could  make 
it  worth  while  to  the  scholar  of  manic 
depressive  illness. 

The  elegant  development  of  a prob- 
able genetic  factor  in  the  disorder  is 
unaccompanied  by  any  substantial 
appreciation  of  those  temperamental 
developmental,  familial,  intrapsychic 
and  life  experience  factors  which 
could  also  be  integrated  into  a full 
spectrum  understanding  of  the  type 
of  person  whose  emotional  develop- 
ment and  character  structure  would 
incline  him  toward  a manic  disrup- 
tion. I mourn  the  missed  opportun- 
ity in  this  study  to  obtain  the  type 


Reviews 

of  information  which  a dynamically- 
oriented  research  team  could  have 
elicited.  While  I would  not  dispute 
their  conclusions  as  to  the  genetic 
factors  which  may  be  at  work  in  the 
production  of  this  disorder,  I cannot 
accept  such  a limited  conceptual 
basis  of  etiology.  I suspect  that  the 
essentials  of  my  criticism  are  the 
product  of  a variation  in  perspective 
which  usually  allows  me  to  discern  a 
wide  assortment  of  factors  in  an  in- 
dividual’s total  life  experience  which 
can  be  woven  into  a balanced  for- 
mulation of  etiology.  Of  course,  one 
might  argue  that  to  some  extent  we 
“cause”  our  findings  and  conclusions 
and  that  those  of  us  who  find  dy- 
namic factors  are  using  a type  of 
microscope  which  is  different  from 
those  who  do  not  find  such  elements 
in  their  analysis.  I am  too  aware 
that  this  is  true  and  my  awareness 
has  been  furthered  by  reports  of 
various  approaches  to  studies  of  fam- 
ily systems  and  their  dynamics  (i.e., 
a new  type  of  “microscope”).  We 
must  still  await  their  application  to 
family  systems  (including  their  sev- 
eral generations)  manifesting  the 
many  stigmata  of  depressive  dy- 
namics. 

Also  disappointing  are  the  chapters 
on  prognosis  and  therapeutics.  The 
follow-up  is  very  short  ( 18  to  36 
months)  and  the  sample  approxi- 
mately 50  percent  of  the  original  sur- 
vey group.  I have  the  distinct  im- 
pression of  the  authors’  being  so 
enthralled  by  their  genetic  studies 
and  conclusions  that  the  remainder 
of  the  effort  to  focus  on  their  subject 
lost  its  impetus.  This  blurred  closure 
combines  with  the  other  limitations 
of  the  study  (and  small-sized  print 
of  the  text)  to  leave  this  reader  with 
a sense  of  strain  and  incomplete 
ness. 

The  authors  have  worked  very  hard 
to  abstract  and  more  sharply  define 
the  accumulated  writing  on  the 
manic  depressive  disorders.  I find 
that  their  efforts  yield  very  little 
which  is  unique  or  useful  either  con- 
ceptually or  therapeutically.  If  one 
is  seeking  a handbook  which  makes 
an  attempt  to  delineate  what  “classi- 
cal” features  and  relationships  are 


observed  within  the  distinct  category 
of  manic  depressive  (bi-polar)  illness, 
this  work  is  successful  in  its  attempt 
and  will  be  pleasing  to  the  reader. 
Joseph  B.  Ruffin,  M.D. 

INSTRUCTIONAL  COURSE  LEC- 
TURES. Vol.  XIX  by  The  Ameri- 
can Academy  of  Orthopedic  Sur- 
geons, cloth,  236  pp.  with  436  il- 
lustrations. St.  Louis:  The  C.  V. 
Mosby  Company,  1970.  $19.50. 
This  book  represents  a selection 
of  the  information  presented  at  the 
instructional  course  lectures  at  the 
annual  meeting  of  the  American 
Academy  of  Orthopedic  Surgery  in 
New  York  City,  in  January,  1969.  The 
13  topics  were  selected  from  over 
110  courses. 

The  decision  to  resume  the  previ- 
ous practice  of  publishing  material 
from  selected  courses  in  a separate 
volume,  rather  than  in  the  Journal 
of  Bone  and  Joint  Surgery,  has  been 
met  with  mixed  emotions.  Review 
articles  so  necessary  for  teaching 
and  for  good  patient  care  may  be 
included  in  a separate  volume  where 
they  might  be  omitted  in  the  Journal 
of  Bone  and  Joint  Surgery.  The  avail- 
ability of  the  courses  in  one  volume 
will  facilitate  easy  location  and  re- 
view. Certainly  they  will  not  be  read 
by  as  many  practitioners  as  would 
have  read  the  same  material  in  the 
monthly  Journals. 

The  quality  of  material  presented 
offers  something  for  everyone  inter- 
ested in  orthopedic  surgery.  While 
the  resident  will  necessarily  read  the 
entire  volume,  the  medical  student 
will  find  valuable  material  in  “Sur- 
gical Anatomy  and  Exposure  of  the 
Foot  and  Ankle”  by  Joyce  and  Hasty, 
“The  Incidence  and  Prevention  of 
Thromboembolic  Disease”  by  Harris, 
and  “Fractures  in  Children”  by  Grif- 
fin and  Hamilton.  The  orthopedic 
practitioner  will  find  helpful  the  ar- 
ticles on  “Unstable  Intertrochanteric 
Fractures”  by  Banks,  Dimon,  Hugh- 
ston  & Hoyt  (although  this  has  pre- 
viously been  published  elsewhere), 
and  “Troublesome  Fractures  and 
Dislocations  of  the  Hand”  by  Stark. 
“Clinical  and  Pathologic  Studies  of 
Fat  Embolism”  by  LeQuire,  Hillman, 
Grey  & Snoden,  “Clinical  Applica- 
tion of  Electrodiagnostic  Studies”  by 
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Hejna,  and  “The  Articular  Carti- 
lages a Review”  by  Mankin  represent 
excellent  basic  science  reviews.  Pat 
Evans,  M.D. 

MECHANISMS  OF  TOXICITY.  Brit- 
ish Medical  Journal,  25  September 
1969.  $6.50. 

This  is  an  interesting  collection  of 
some  16  papers  which  review  various 
types  of  toxic  agents  in  relationship 
to  what  is  known  regarding  the  mo- 
lecular reactions  of  each  substance. 
The  subjects  range  from  toxicity 
due  to  protein  binding  to  a discus- 
sion of  the  effects  of  the  drugs  on 
body  regulatory  systems.  The  papers 
are  in  review  form  and  are  well  ref- 
erenced. They  provide  the  reader 
with  a concise  picture  of  the  com- 
plexities of  toxic  reactions  based  on 
recent  investigations.  This  volume 
will  be  of  interest  to  clinicians  and 
workers  in  the  field  of  toxicology  or 
clinical  pharmacology.  Harris  D. 
Riley,  Jr.,  M.D. 

SYNOPSIS  OF  CLINICAL  CANCER. 

By  Condict  Moore,  M.D.,  Professor 
of  Surgery  (Oncology),  Associate 
in  Pathology,  University  of  Louis- 
ville School  of  Medicine.  Second 
edition,  cloth,  267  pages  with  37 
illustrations.  St.  Louis:  The  C.  V. 
Mosby  Company,  1970.  $11.75. 

The  author  brings  20  years  of  ex- 
perience in  the  cancer  field  to  this, 
the  second  edition  of  this  book.  Easily 
readable  by  those  who  do  not  con- 
sider themselves  cancer  therapists, 
this  work  lends  itself  to  the  task  of 
supplying  the  general  physician  with 
facts  and  figures  illustrative  of  avail- 
able techniques  and  results  of  on- 
cologic therapy. 

Clinically  oriented,  an  orderly  re- 
view of  cancer  in  each  organ  sys- 
tem is  briefly  covered  and  an  over- 
view of  the  more  common  childhood 
tumors,  though  limited,  rounds  out 
the  well  presented  material. 

This  synopsis  could  be  considered 
a must  for  physicians  concerned  with 
this  field.  It  accomplishes  the  au- 
thors’ intended  task  of  “an  introduc- 
tion to  cancer,  a first  reference  or 
a handy  review.”  Ben  C.  Pendarvis, 
M.D.  □ 


GENERAL  PRACTITIONERS— 
Have  you  been  thinking  about  tak- 
ing a residency?  Some  of  our  best 
residents  come  from  your  ranks. 
We  have  openings  in  approved 
three-year  internal  medicine,  four- 
year  general  surgery,  and  four-year 
pathology  programs.  Contact  F.  H. 
McGregor,  M.D.,  Director  of  Medi- 
cal Education,  Baptist  Memorial 
Hospital,  5800  N.W.  Grand  Boule- 
vard, Oklahoma  City,  Oklahoma 
73112.  Phone  405  946-6411. 

MEDICAL  STUDENT  DESIRES 
Oklahoma  City  employment  in  phy- 
sician’s office,  part  time  until  July, 
then  full  time  through  summer; 
practical  work  experience  in  OU 
Family  Practice  Clinic,  histories, 
hematocrits,  urinalyses,  emergency 
room;  45  graduate  hours  in  anat- 
omy. Contact  Jimmy  Martin,  3404 
Eastwood  Drive,  Oklahoma  City 
73115.  Telephone  677-6077. 

ELECTROENCEP  HLOGRAPHIC 
MACHINE  owned  by  retiring  neuro- 
surgeon. Designed  by  Doctor  Off- 
ner.  All  transitor — eight  channels. 
Needs  little  maintenance.  Portable. 
Robert  Hewitt,  1225  N.W.  17th,  Okla- 
homa City  73106.  Telephone  524- 
8241. 

EXCELLENT  GENERAL  PRAC- 
TICE OPPORTUNITY  in  community 
which  needs  several  additional  phy- 
sicians. Desire  to  retire  soon.  Near- 
ly new  clinic  for  sale  or  lease;  in- 
cludes laboratory,  x-ray,  physio-ther- 
apy, pharmacy,  and  necessary  space 
to  accommodate  two  physicians. 
Contact  Russel  W.  Lewis,  M.D.,  1901 
West  Broadway,  Sulphur,  Oklahoma 
73086. 

NORTHWEST  TEXAS  COMMUN- 
ITY needs  general  surgeon  or  gen- 
eral practitioner.  6,000  population 
with  12,000  drawing  population  from 
agricultural  area.  Fifty  miles  to 
Wichita  Falls  and  70  miles  to  Fort 
Worth.  New  53-bed  general  hospital. 
Contact  Bowie  Clinic,  P.O.  Box  681, 
Bowie,  Texas.  Call  collect  817,  872- 
1121. 


RESIDENCIES  - PHYSICAL  MED- 
ICINE AND  REHABILITATION. 
(Rehabilitation  Medicine)  Three-year 
University  residency  program  new 
hospital  with  extensive  PM&R  de- 
partment. Comprehensive  in-  and 
out-patient  services.  Basic  Stipend: 
$8,100-$9,300.  Contact:  Arthur  E. 

Grant,  M.D.,  University  of  Texas 
Medical  School  at  San  Antonio,  7703 
Floyd  Curl  Drive,  San  Antonio,  Texas 
78229. 


FOR  SALE:  A well-equipped  doc- 
tor’s office  including  a Castle  com- 
bined Steralizer-Autoclave,  one  micro- 
scope in  excellent  condition  and  many 
other  articles  of  equipment  and  many 
fine  and  expensive  medical  books. 
Contact  Stacy  C.  Thompson,  M.D., 
301  South  Second,  Guthrie,  Oklahoma 
73044. 


GENERAL  SURGEON  SEEKS 
practice  opportunity  in  Oklahoma. 
Licensed  in  Pennsylvania  and  New 
York,  eligible  in  Oklahoma.  Eligible, 
American  Board  of  Surgery.  Desires 
location  with  emphasis  on  surgery, 
but  will  do  limited  general  practice. 
Contact  Key  S,  The  Journal,  Okla- 
homa State  Medical  Association,  601 
N.W.  Expressway,  Oklahoma  City, 
Oklahoma  73118. 

YOUNG,  ENERGETIC  DOCTOR 
needed  to  associate  with  general 
practitioner  and  surgeon  with  large 
varied  practice.  Near  lake,  state 
park  and  one  hour  to  Oklahoma  City. 
Will  meet  any  terms.  Contact  R.  A. 
Conley,  M.D.,  Watonga,  Oklahoma 
405  623-7333,  collect. 

PHYSICIAN,  GENERAL  or  PSY- 
CHIATRIC, previous  experience. 
Earn  $18,000  and  up,  with  fully  fur- 
nished house.  Modernized  State  Hos- 
pital. Ample  opportunities  for  hunt- 
ing, shooting,  fishing  and  other  rec- 
reation. Personal  visit  welcomed. 
Send  curriculum  vitae  to  Western 
State  Hospital,  Fort  Supply,  Okla- 
homa 73841.  C3 
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Yes,  Kolantyl. 

Kolantyl  Gel/ Wafers  contain 

aluminum  hydroxide/ magnesium  hydroxide,  and 

Bentyl®  (dicyclomine  hydrochloride)  too. 


v The  Wm.  S.  Merrell  Company 

Merrell  J Division  of  Richardson-Merrell  Inc. 
■ ^ Cincinnati,  Ohio  45215 
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|_  ® In  the  treatment  of 

lv»X.  solar/actinic  keratoses- 

(1 

fluorouracil 

) An  alternative 

cream  solution  to  cold,  fire  and  steel 


2/23/68 

Before  treatment  with  5%  5-FU  cream. 
Patient  R.  G.,  78  years  old,  shows 
extensive  skin  changes  due  to  weathering 
and  severe  solar/ actinic  keratoses. 


3/26/68 

Following  one  month  of  therapy.  Intense 
erythematous  reaction  is  seen  at  sites  of 
keratoses.  Normal  skin  has  not  reacted. 
Some  areas  which  had  reacted  initially 
have  undergone  healing  despite  continued 
topical  application  of  5%  5-FU. 


6/11/68 

Ten  weeks  after  discontinuance  of 
therapy.  All  areas  have  healed  completely 
Residual  mild  erythema  remains  in  some 
areas.  This  patient  also  had  seborrheic 
keratoses  which,  as  expected,  have  not 
reacted.  There  is  no  evidence  of  residual 
lesions  or  recurrences. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N J 07110 


An  alternative 
to  conventional  therapy 

Efudex  (fluorouracil)  offers  the  physician  a 
topical  alternative  to  cryosurgery,  electrodesiccation 
and  cold-knife  surgery  in  the  treatment  of  solar/ actinic 
keratoses.  It  is  effective,  comparatively  inexpensive  and 
especially  well  suited  for  treatment  of  these  multiple 
lesions.  Important,  too,  is  the  highly  desirable  cosmetic 
result.  Clinical  experience  demonstrates  that  treatment 
with  Efudex  results  in  an  extremely  low  incidence  of 
scarring.  * 

Highly  effective 

In  clinical  trials,  depending  on  the  dosage  form 
and  strength  used,  complete  involution  occurred  in 
77  to  88  per  cent  of  lesions  following  treatment.  The 
rate  of  recurrence  was  low,  ranging  from  1.7  to  5.6  per 
cent  up  to  a year  after  completion  of  therapy.  When 
new  lesions  appeared,  repeated  courses  of  Efudex 
therapy  proved  effective.* 

Predictable 
therapeutic  response 

Two  to  four  weeks  constitutes  a typical  course 
of  Efudex  therapy.  The  response  is  usually  characteris- 
tic and  predictable.  After  three  or  four  days  of  treat- 
ment, erythema  begins  to  appear  in  the  area  of  keratoses. 
This  is  followed  by  an  intense  inflammatory  response, 
scaling  and  occasionally  moderate  tenderness  or  pain. 
The  height  of  the  inflammatory  reaction  generally  occurs 
two  weeks  after  the  start  of  therapy,  and  then  begins 
to  subside  as  treatment  is  stopped.  Within  two  weeks  of 
discontinuing  medication,  the  inflammation  is  usually 
gone.  A mild  erythema  may  remain  for  two  or  three 
months  before  gradually  receding.  Since  this  response 
is  so  predictable,  lesions  which  do  not  respond 
should  be  biopsied. 

Two  strengths— two 
dosage  forms 

Efudex  is  available  as  a 2%  or  5%  solution  or 
as  a 5%  cream.  It  is  applied  twice  daily  by  the  patient 
with  a nonmetal  applicator  or  suitable  glove. 

Before  prescribing  Efudex,  however,  two  im- 
portant considerations:  First,  please  consult  the  com- 
plete prescribing  information  for  precautions,  warnings 

*Data  on  file,  Hoffmann  - La  Roche  Inc.,  Nutley,  New  Jersey. 


and  adverse  reactions.  Second,  advise  the  patient  that 
treated  lesions  should  respond  with  the  characteristic 
but  transient  inflammation.  A positive  sign  that  Efudex 
is  working  for  them. 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 

Contraindications:  Patients  with  known  hypersensitivity 
to  any  of  its  components. 

Warnings : If  occlusive  dressing  used  may  increase 
inflammatory  reactions  in  adjacent  normal  skin.  Avoid 
prolonged  exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash  hands 
immediately.  Apply  with  care  near  eyes,  nose  and  mouth. 
Lesions  failing  to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local  — pain,  pruritus, 
hyperpigmentation  and  burning  at  application  site  most 
frequent;  also  dermatitis,  scarring,  soreness  and  tenderness. 
Also  reported  — insomnia,  stomatitis,  suppuration,  scaling, 
swelling,  irritability,  medicinal  taste,  photosensitivity, 
lacrimation,  leukocytosis,  thrombocytopenia,  toxic  granulation 
and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity 
to  cover  lesion  twice  daily  with  nonmetal  applicator  or  suitable 
glove.  Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Efudex  Solution,  10-ml  drop  dispensers  — 
containing  2%  or  5%  fluorouracil  on  a weight/ weight  basis, 
compounded  with  propylene  glycol,  tris(hydroxymethyl)- 
aminomethane,  hydroxypropyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Efudex  Cream,  25-Gm  tubes  — containing  5%  fluorouracil 
in  a vanishing-cream  base  consisting  of  white  petrolatum, 
stearyl  alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 


'V  . .cr- 


new 

Efudex 

(fluorouracil) 

cream/solution 


Tract  , 
Record. 


A record  of  clinical  efficacy  in  treating  bacterial  infections  of  the  respiratory, 
genitourinary  and  gastrointestinal  tracts  caused  by 
susceptible  strains  of  pneumococci,  H.  influenzae,  staphylococci, 
streptococci,  Klebsiellae,  E.coli.  Enterobacter,  Shigella. 

A record  of  years  of  dependable  broad-spectrum  activity 
A record  of  high  urine  and  serum  antibiotic  levels 
all  with  a 500mg.  potency,  b.i.d. 
prescription  cost. 


(500 mg. 
tetracycline 
phosphate 
complex) 

For  complete  information  consult 
Official  Package  Circular. 

(3)  4/2/70 

Indications:  Infections  of  respiratory, 
gastrointestinal  and  genitourinary 
tracts  and  skin  and  soft  tissues  due 
to  tetracycline-sensitive  organisms. 

In  staphylococcal  infections,  indi- 
cated surgical  procedures  should  be 
performed. 

Contraindications:  Hypersensitivity  to 
tetracyclines. 

Warnings:  Photodynamic  reactions 
have  been  produced  by  tetracy- 
clines. Natural  and  artificial  sunlight 
should  be  avoided  during  therapy. 

Stop  treatment  if  skin  discomfort 
occurs.  With  renal  impairment,  sys- 
temic accumulation  and  hepato- 
toxicity  may  occur.  In  this  situation, 
lower  doses  should  be  used  and 
serum  estimations  may  be  neces- 
sary during  prolonged  therapy. 

Tooth  staining  and  enamel  hypo- 
plasia may  be  induced  during  tooth 
development  (last  trimester  of  preg- 
nancy, neonatal  period  and  child- 
hood). 

Precautions:  Mycotic  or  bacterial 
superinfections  may  occur.  Infants 
may  develop  increased  intracranial 
pressure  with  bulging  fontanels. 

Cases  of  gonorrhea  with  a sus- 
pected primary  lesion  of  syphilis 
should  have  darkfield  examinations 
before  receiving  treatment.  In  all 
other  cases  where  concomitant 
syphilis  is  suspected,  monthly 
serological  tests  should  be  per- 
formed for  a minimum  of  4 months. 

Adverse  Reactions:  Glossitis,  stoma- 
titis, nausea,  diarrhea,  flatulence, 
proctitis,  vaginitis,  dermatitis,  and 
allergic  reactions  may  occur. 

Usual  Adult  Dose:  One  Gm ./ day  in  2 or 
4 equally  divided  doses.  Continue 
therapy  for  ten  days  in  Group  A 
beta-hemolytic  streptococcal  infec- 
tions. Administer  one  hour  before 
or  two  hours  after  meals. 

Supplied:  Capsules-250  mg.  in  bottles 
of  16  and  100.  bidCAPS-500  mg.  in 
bottles  of  16  and  50. 

A.H.F.S.  Category  8:12 


BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 
Syracuse,  New  York  13201 


DOCTOR,  DO  YOU 
KNOW  ABOUT 

"PEER  EVALUATION  PROGRAM" 


for 

PHYSICIANS'  LABORATORIES 


This  Laboratory  Survey  program,  sponsored 
by  the  Oklahoma  State  Medical  Association 
and  the  College  of  American  Pathologists,  pro- 
vides a means  for  evaluating  your  laboratory 
proficiency.  Four  sets  of  specimens,  permitting 
as  many  as  76  laboratory  tests  are  mailed  to 
each  participant  in  April,  June,  August  and 
October.  Results  are  tabulated  and  computer- 
ized reports  are  furnished  as  part  of  the 
program. 


Interested  physicians  must  enroll  by  Feb- 
ruary 15th. 


Contact  David  Bickham,  Oklahoma  State 
Medical  Association,  601  N.W.  Expressway, 
Oklahoma  City,  Oklahoma  73118. 
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PSYCHIATRIC  HOSPITAL 


DAY  HOSPITAL 

DEPARTMENT  OF  OUT  PATIENT 
PSYCHIATRY 

DEPARTMENT  OF  ADOLESCENT 
PSYCHIATRY 


Narcotic  Cases  Not  Admitted 

LAWN 


PSYCHIATRIC  HOSPITAL 


Senior  Consultants 
Perry  C.  Talkington,  M.D. 
Charles  L.  Bloss,  M.D. 

Psychiatrist-in-Chief 
Howard  M.  Burkett,  M.D. 

Medical  Director 

James  K.  Peden,  M.D. 

Associate  Psychiatrists 

Jerry  M.  Lewis,  M.D. 
Claude  L.  Jackson,  M.D. 


Dode  Mae  Hanke,  M.D. 
Thomas  H.  Allison,  M.D. 
Maurice  S.  Green,  M.D. 
Doyle  I.  Carson,  M.D. 
Stanley  L.  Seaton,  M.D. 
Keith  H.  Johansen,  M.D. 
Charles  G.  Markward,  M.D. 
Joe  W.  King,  M.D. 

Claude  R.  Nichols,  M.D. 
Larry  E.  Tripp,  M.D. 

Aretta  J.  Rathmell,  M.D. 
Donald  N.  Offutt,  M.D. 


Clinical  Psychology 

David  H.  Lipsher,  Ph.D. 
John  T.  Gossett,  Ph.D. 

Dale  R.  Turner,  Ph.D. 
Robert  W.  Hagebak,  Ph.D. 

Social  Work 

Sally  Stansfield,  M.S.W. 
Kathleen  Wood,  M.S.W. 
Margie  W.  Buell,  M.S.S.W. 
Robert  P.  Stewart,  M.S.S.W. 
Cecelia  Coffelt,  M.S.S.W. 
Lionel  C.  Landry,  M.S.W. 


Occupational  Therapy 

Geraldine  Skinner,  B.S., 
O.T.R.,  Director 


Recreational  Therapy 

Lois  Timmins,  Ed.D.,  Director 

Director  of  Nurses 

Mae  Belle  James,  R.N. 

Administrator 

Ralph  M.  Barnette,  B.B.A. 


EVergreen  1-7181 


Dallas,  Texas  75223 


P.O.  Box  11288 


CLINICAL  ANESTHESIA  FOR  GENERAL  PRACTITIONERS 

April  12th -16th,  1971  University  of  Oklahoma  Medical  Center 

Oklahoma  City,  Oklahoma 

Sponsored  by  the  Department  of  Anesthesiology,  University  of  Oklahoma 
Medical  Center,  a four-day  course  in  "Clinical  Anesthesia  for  General  Practi- 
tioners" will  be  offered  April  1 2th- 1 6th , 1971. 

Enrollment  in  the  course  is  limited  by  available  clinical  facilities.  The  total 
fee  is  $100.00.  Applicants  will  be  accepted  for  enrollment  primarily  on  the  basis 
of  the  sequence  of  arrival  of  the  completed  application  forms,  which  may  be 
ordered  from  the  Department  of  Anesthesiology  at  the  medical  center.  Registra- 
tion forms  must  be  submitted  with  a deposit  of  $25.00  (refundable  prior  to 
April  1st).  Remainder  of  the  tuition  ($75.00)  must  be  submitted  by  March  24th. 

This  course  is  limited  in  enrollment  to  physicians  who  are  not  specialists  in 
anesthesiology  but  whose  practice  currently  includes  the  administration  of 
anesthesia. 
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DIRECTORY  OF  CLINICS,  HOSPITALS,  LABORATORIES 


CTHIB  COTML  CAMPBELL  HOSPITAL 

2601  Spencer  Road  Mailing  Address  P.O.  Box  374,  Spencer,  Oklahoma  73084 

Phone  405  427-2441 

STAFF 

James  A.  Cox,  Jr.,  M.D. 

Charles  E.  Smith,  Jr.,  M.D. 

A.  A.  Hellams,  M.D. 

Hugh  M.  Conner,  M.D. 

Charles  E.  Leonard,  M.D. 

Harold  J.  Binder,  M.D. 

Charles  F.  Oberman,  M.D. 

Richard  B.  Lincoln,  M.D. 

Robert  J.  Outlaw,  M.D. 

Sam  Collins,  M.D. 

Moorman  P.  Prosser,  M.D. 

Nolen  Armstrong,  M.D. 

Joseph  A.  Rieger,  M.D. 

Wm.  L.  Savage,  M.D. 

Harold  G.  Sleeper,  M.D. 

Thomas  Donica,  M.D. 

Carl  R.  Smith,  M.D. 

DOLORES  WIGGINS 
Hospital  Administrator 

Jim  Earls,  M.D. 

Charles  L.  Reynolds,  Jr.,  M.D.,  F.A.C.S. 
Clinical  Director 

Diplomate  of  the  American  Board  of  Urology 


SENIOR  UROLOGISTS 
J.  Hartwell  Dunn,  M.D.,  F.A.C.S. 
Meredith  M.  Appleton,  M.D.,  F.I.C.S. 
Diplomates  of  the  American  Board  of  Urology 


ADMINISTRATRIX 
Mrs.  Pat  Clark 


THE 

DUNN-REYNOLDS 
UROLOGY  CENTER 

3113  Northwest  Expressway 
OKLAHOMA  CITY,  OKLAHOMA 

Telephone  Victor  3-5761 


General  Urology 
Pediatric  Urology 

Neoplastic  Surgery,  Urinary  Tract 
Renal  Vascular  Surgery 

Plastic  and  Reconstructive  Surgery,  Urinary  Tract 
Fertility  Problems 

Complete  Clinical  Laboratories 
Tissue  Pathology 
Radioactive  Isotopes 
Renal  Function  Studies 
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GOLDFAIN  RHEUMATISM-ARTHRITIS 

LABORATORY 

228  NORTHWEST  13th  STREET 

OKLAHOMA  CITY,  OKLAHOMA 

DEVOTED  TO  THE  DIAGNOSIS  AND  TREATMENT  OF  RHEUMATIC  DISEASES 

<$> 

X-RAY  AND  CLINICAL  LABORATORY  SURVEY  OF  EACH  PATIENT 


E.  GOLDFAIN,  M.D.,  Director 


I 


McALESTER  CLINIC 

Third  and  Seminole 
McAlester,  Oklahoma 

Complete  Cfiinle  7aciii.ti.eA 

Surgery  Internal  Medicine 

‘George  M.  Brown,  Jr.,  M.D.,  F.A.C.S.  *S.  L.  Norman,  M.D. 

•C.  K.  Holland,  Jr.,  M.D. 
Leroy  M.  Milton,  M.D. 

Pediatrics 

‘Thurman  ShulJer,  M.D. 

D.  W.  Bridges,  Jr.,  M.D. 

Radiology 

‘Bruce  H.  Brown,  M.D. 

Otolaryngology 

Samuel  E.  Dakil,  M.D. 

Family  Medicine 

Charles  S.  Cunningham,  M.D. 

Jewell  M.  Green,  Jr. 

Business  Manager 

'Certified  by  Specialty  Board 


E.  H.  Shuller,  M.D 
‘William  G.  Blanchard,  M.D. 

Obstetrics  • Gynecology 

*W.  Riley  Murphy,  Jr.,  M.D 
*D.  Ross  Rumph,  M.D. 

Paul  P.  Saneman,  M.D. 

Ophthalmology 

‘Fred  D.  Switzer,  M.D. 

Anesthesiology 

H.  C.  Wheeler,  M.D. 
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George  S.  Bozalis,  M.D.  Robert  S.  Ellis,  M.D. 

Vernon  D.  Cushing,  M.D.  Lyle  W.  Burroughs,  M.D. 

George  L.  Winn,  M.D.  Charles  D.  Haunschild,  M.D. 

Administration 
Dwight  Mitchell,  Jr. 

OUalioma  Allergy  Clrnic 

Specializing  in  the  diagnosis  and 
treatment  of  allergic  diseases 

PASTEUR  MEDICAL  BUILDING 

711  N.W.  Tenth  Street  Oklahoma  City,  Oklahoma 


OKLAHOMA  CITY  CLINIC 

301  Northwest  12th  Street  Oklahoma  City.  Oklahoma  236-0641 


Internal  Medicine 

W.  W.  Rucks,  Jr.,  M.D. 

Medicine 

Robert  C.  Lawson,  M.D. 

Medicine,  Metabolic  Diseases 
James  J.  Gable,  Jr.,  M.D. 

Medicine,  Cardiology 
William  S.  Pugsley,  M.D. 

Medicine,  Arthritis 
Charles  W.  Cathey,  M.D. 

Medicine,  Cardiology 
Charles  W.  Robinson,  Jr.,  M.D. 
Medicine,  Cardiology 


General  Surgery 

Edward  R.  Munnell,  M.D. 

General,  Vascular 
Frank  G.  Gatchell,  M.D. 

General,  Head  and  Neck 
H.  Jack  Brown,  M.D. 
General,  Vascular 


Thoracic  Surgery 

Edward  R.  Munnell,  M.D. 

Obstetrics  - Gynecology 

John  W.  Records,  M.D. 
Schales  L.  Atkinson,  M.D. 

Orthopedic  Surgery 

Robert  P.  Holt,  M.D. 

Edwin  R.  Maier,  M.D. 
Wayne  B.  Lockwood.  M.D. 

Otologic,  Rhinologic,  and 
Laryngeal  Surgery 

Bronchoesophagology 
Head  and  Neck  Surgery 
L.  Chester  McHenry,  M.D. 
Ethan  A.  Walker,  Jr.,  M.D. 

Clinical  Psychology 
Virgil  T.  Hill,  Ph.D. 

Dermatology 

Julian  W.  Swann,  M.D. 


Pediatrics 

James  E.  Mays,  Jr.,  M.D. 

Pediatrics,  Endocrine  Disorders 
Armond  H.  Start,  M.D. 

Pediatrics 

Jerry  D.  Razook,  M.D. 

Pediatrics 

Jerry  R.  Nida,  M.D. 

Pediatrics 

Richard  Lee  Austin,  M.D. 
Pediatrics 


Radiology 

Diagnostic  and  Therapeutic 
Edmond  H.  Kalmon,  Jr.,  M.D. 
Melvin  C.  Hicks,  M.D. 

Leonardo  J.  De  Carlo,  M.D. 

Urology 

Donald  D.  Albers,  M.D. 

Obie  L.  Stalcup,  Jr.,  M.D. 

Occupational  and  Acute  Medicine 

Elton  W.  LeHew,  M.D. 
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Orthopedic  & Arthritis  Center 

McBride  clinic,  inc. 

600  N.YV.  11th  Street 

Oklahoma  City,  Oklahoma  — 2 32-0341 


DEPARTMENT  OE  ORTHOPEDICS 
•Howard  B.  Shorbe,  M.D.,  F.A.C.S. 

* Russel  I D.  Harris,  M.D.,  F.A.C.S. 
•Marvin  K.  Margo,  M.D.,  F.A.C.S. 

* James  P.  Bell,  M.D.,  F.A.C.S. 
•Stephen  Tkach,  M.D.,  F.A.C.S. 
•Joseph  F.  Messenbaugh  III.  M.D. 

J.  Patrick  Evans,  M.D. 

CONSULTANT  EMERITUS 
•Earl  D.  McBride,  M.D.,  F.A.C.S. 


DEPARTMENT  OF  ARTHRITIS 
•William  K.  Ishmael,  M.D.,  F.A.C.P. 

John  A.  Blaschke,  M.D. 

•Phillip  J.  Wright,  M.D. 

Mary  L.  Duffy  Honick,  M.D. 

Claude  M.  Bloss,  Jr.,  M.D. 

DEPARTMENT  OF  OCCUPATIONAL  and 
INDUSTRIAL  MEDICINE 
Robert  R.  Dugan,  M.D. 

DIRECTOR  OF  LABORATORIES 
*J.  N.  Owens,  Jr.,  M.D.,  F.C.A.P.,  F.A.C.P. 


•Specialty  Board  Diplomate 
MANAGEMENT  SERVICES 


J.  Lamont  Baxter,  M.A.,  J.D.,  C.P.A. 
Administrator  & Controller 
Mary  Magruder,  Personnel  Director 


TISSUE  EXAMINATIONS 

Surgery 

E.  M.  Gullatt,  M.D. 


THE 

SUGG 

CLINIC 

Incorporated 

Complete  Clinical  and  Laboratory  Facilities 
RADIUM  AND  X-RAY  THERAPY 

Internal  Medicine 

•John  B.  Morey,  M.D.,  F.A.C.P. 
•Frank  J.  Martin,  M.D.,  F.A.C.P. 
James  F.  Hohl,  M.D. 

•John  E.  Roberts,  M.D. 

Cardiology 

•Michael  Hunsaker,  M.D. 

General  Medicine 
Carl  D.  Wiseman,  M.D. 

Otolaryngology  and  Ophthalmology 
*Wm.  G.  Peterson,  M.D.,  F.I.C.S. 
Radiology 
*H.  B.  Yagol,  M.D. 

Business  Manager 
John  A.  Barringer 


•Richard  M.  Taliaferro,  M.D.,  F.A.C.S. 
•Paul  E.  Sauer,  M.D. 

Obstetrics  and  Gynecology 
J.  B.  Wallace,  M.D. 

E.  F.  Deese,  M.D. 

Orthopedic  Surgery 
•David  C.  Ramsay,  M.D.,  F.A.C.S. 
Pediatrics 

•George  K.  Stephens,  M.D.,  F.A.A.P. 
Pathology 

•Larry  W.  Cartmell,  M.D. 

Consulting  Pathologist 


100-04  E.  13th  Street 
ADA,  OKLAHOMA 
Telephone  332-5252 


•Specialty  Board  Diplomate 
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THE  OKLAHOMA  PLASTIC  SURGERY  CENTER,  INC. 

Plastic  and  Reconstructive  Surgery 
Cosmetic,  Maxillo-Facial  and  Hand  Surgery 

TWO  LOCATIONS 

GILBERT  L.  HYROOP,  M.D.,  F.A.C.S.  DAVID  WILLIAM  FOERSTER,  M.D. 

3141  N.W.  Expressway  5700  N.W.  Grand  Blvd. 

Oklahoma  City,  Oklahoma  73112  Oklahoma  City,  Oklahoma  73112 

VI  8-3341  Wl  2-6822 

Dr.  Hyroop  and  Dr.  Foerster  are  Board  Certified  in  Plastic  Surgery 


MID- WEST  SURGICAL  SUPPLY  CO.,  INC. 

OF  OKLAHOMA 


1420  N.  Robinson 


Phone  236-4381 


Medical  Equipment  Surgical  Instruments 


Oklahoma  City,  Okla.  73101 
General  Sub  plies 


YOUR  OSMA  ANNUAL  MEETING  - 
APRIL  29th -May  1st,  1971 

Fairmont-Mayo  Hotel 
and 

Tulsa  Assembly  Center 
Tulsa,  Oklahoma 


One  of  the  highlights  of  the  three-day  meeting  will  be  Saturday  afternoon, 
May  1st,  when  America's  favorite  cartoonist,  Al  Capp,  appears  before  the  group 
of  physicians  and  their  wives.  His  talk  entitled  "Ask  Al  Capp"  will  be  informal 
as  he  reads  and  answers  questions  from  a stack  of  cards  submitted  by  the 
audience.  Plan  to  attend  the  meeting  and  be  sure  to  hear  Mr.  Capp  who  is  one 
of  the  most  popular  speakers  in  America  today. 
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ALLERGY 


w.  t.  McCollum,  m.d. 


RAYMOND  L.  ROSE,  M.D. 


JOHNNY  A.  BLUE,  B.A.,  M.D. 

Allergy  Group 

Fellow  American  Academy  of  Allergy 
Fellow  American  College  of  Allergists 
Diagnosis  and  Treatment  of  Allergic  Diseases 
Lister  Medical  Bldg.— 430  N.W.  12 
236-1 446  — 236-1447 


FANNIE  LOU  LENEY,  M.D. 

Fellow  American  College  of  Allergists 
Fellow  American  Academy  of  Allergy 
Diagnosis  and  Treatment  of  Allergic  Diseases 

Telephone  843-6611  Office 
Residence  843-3541 

3141  N.W.  Expressway,  Room  501  Oklahoma  City,  Okla. 


ARTHRITIS 


THE  ARTHRITIS  CLINIC 
Arthritis,  Rheumatism  and  Related  Diseases 
Lyman  C.  Veazey,  M.D. 

Philip  J.  Campbell,  Ph  D.,  M.D.,  Lloyd  G.  McArthur,  Ph.D.,  M.D. 
Robert  C.  Troop,  M.D.  Winfred  L.  Medcalf,  M.D. 

207  C Street  NW  Ardmore,  Okla.  73401 

Phone  223-5180  If  no  answer:  223-4895 


CARDIOLOGY 


F.  REDDING  HOOD.  M.D.,  F A C.P. 

Consultation  in  Cardiovascular  Disease  and  Electrocardiography 
1220  N.  Walker 

Osier  Annex  Telephone  235-2346 

Oklahoma  City,  Okla. 


STANLEY  R.  McCAMPBELL,  M.D. 

Cardiology  and  Electrocardiography 
1211  North  Shartel  236-1295 

Oklahoma  City,  Oklahoma 


JAMES  S.  WILLIAMS,  M.D. 

Cardiology  and  Electrocardiography 
Price  Tower  Bartlesville,  Oklahoma  336-6450 


CARDIOVASCULAR 


437  N.W.  12th  St.  Oklahoma  City,  Okla. 

235-6461 

CONSULTANTS  IN  CARDIOVASCULAR  DISEASES 
(Including  Cardiac  Catheterizations  and  Angiography) 
Diplomates,  American  Board  of  Internal  Medicine 
in  Cardiovascular  Diseases  and  Internal  Medicine 
Fellows,  Council  of  Clinical  Cardiology 
American  Heart  Association 
Fellows,  American  College  of  Cardiology 
Fellows,  American  College  of  Physicians 


CLINICS 


THE  DURANT  HOSPITAL  AND  THE  DURANT  CLINIC 
Durant,  Okla. 

Staff 

W.  A.  Hyde,  M.D.,  F.A.C.S.  Alfred  T.  Baker,  M.D. 

James  T.  Colwick,  Jr.,  M.D. 


MIAMI  CLINIC 

Miami  Clinic  Bldg. — 30  B,  S.W.  Miami,  Oklahoma 

Rex  M.  Graham,  M.D.  Obstetrics  & Gynecology 

H.  W.  Wendelken,  M.D.  _ Internal  Medicine  & Cardiology 

J.  E.  Highland,  M.D General  Practice 

Harry  C.  Ford,  M.D . Eye,  Ear,  Nose  & Throat 

Glenn  W.  Cosby,  M.D Obstetrics  & Gynecology 

Ralph  H.  Cully,  D.D.S Dental  Surgery 


DERMATOLOGY 


WILLIAM  E.  EASTLAND,  M.D.,  F.A.C.R. 

Dermatology  and  Malignancies  of  the  Skin 
Grenz  Ray  X-Ray  Radium  Therapy 

1211  North  Shartel  Physicians  & Surgeons  Building 
Oklahoma  City,  Oklahoma  Phone  235-1446 


HERVEY  A.  FOERSTER,  M.D. 

Practice  Limited  to  Diseases  of  the  Skin 
X-Ray  and  Radium  Therapy 

1212  N.  Walker  Oklahoma  City 


RONALD  W.  GILCHRIST,  JR.,  M.D. 

Diseases  and  Malignancies  of  the  Skin 
X-Ray  Therapy 

4200  South  Douglass  Avenue  632-4200 

South  Community  Medical  Center  Oklahoma  City,  Oklahoma 


DONALD  E.  JOHNSON,  M.D. 

Diseases  and  Malignancies  of  the  Skin 
X-Ray  Therapv 

330  South  Fifth  234-5121 

Enid,  Oklahoma 


W.  A.  SHOWMAN,  M.D. 

Practice  Limited  to  Diseases  and  Malignancies  of  the  Skin 
X-Ray — Grenz  Ray  and  Radium  Therapy 
850  Utica  Square  Tulsa,  Okla. 

Medical  Center  747-7521 


SKIN  & SKIN  CANCER  CENTER 
C.  Jack  Young,  M.D. 

Radium  Therapy  X-Ray  Therapy 

Surgical  Planing  of  Acne  Scars  & Tattoos 
Hemangiomas 

CLINIC  BUILDING  3434  N.W.  56th 

OKLAHOMA  CITY,  OKLAHOMA  946-5678 


CARDIOVASCULAR  CLINIC 

Wm.  Best  Thompson,  M.D.  Galen  P.  Robbins,  M.D. 

William  S.  Myers,  M.D.  William  R.  Bullock,  M.D. 

Hubert  H.  Bell,  M.D. 

Adult  and  Pediatric  Cardiovascular  Diseases 
Cardiac  catheterizations,  aortography  and  coronary  arteriography 
Radioisotope  studies  and  telephone  electrocardiography 
Lipoprotein  Electrophroesis  and  Treadmill  effort  tolerance 
Pasteur  Medical  Bldg.  Doctors  Medical  Bldg, 

nil  North  Lee  5700  NW  Grand  Blvd 

232-9226  Oklahoma  City  946-6731  Oklahoma  City 


CARDIOVASCULAR  ASSOCIATES 

J.  J.  DONNELL,  M.D.  J.  L.  BRESSIE,  M.D. 

G.  L.  HONICK,  M.D.  A.  F.  ELLIOTT,  M.D. 

Adult  and  Pediatric  Cardiovascular  Diseases 
Cardiac  catheterizations,  aortography  and  selective  arteriography, 
and  telephone  electrocardiography 

Physicians  and  Surgeons  Bldg.  Doctors  Medical  Bldg. 

1211  N.  Shartel  5700  N.W.  Grand  Blvd. 

235-4661  Oklahoma  City  947-2551 


DIAGNOSIS 


HUGH  JETER,  M.D.,  F.A.C.P.,  A.S.C.P. 

American  Board  of  Internal  Medicine 
Diagnosis  and  Internal  Medicine  Clinical  Pathology 

Osier  Building  Oklahoma  City  Phone  232-8274 


EYE,  EAR,  NOSE  AND  THROAT 


GERALD  R.  DIXON,  M.D. 

Diseases  and  Surgery  of  the  Eye 
Certified  by  American  Board  of  Ophthalmology 
Phone  843-9337  3141  N.W.  Expressway 

Oklahoma  City 
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Oklahoma  State  Medical  Association 


JOHN  W.  HUNEKE,  M.D. 

Diseases  and  Surgery  of  the  Eye 
Certified  by  the  American  Board  of  Ophthalmology 
Phone  322-1880  1201-G  East  5th 

Ada,  Oklahoma 


WILLIAM  D.  HEATH,  M.D. 

Diseases  and  Surgery  of  the  Eye 
Certified  by  American  Board  of  Ophthalmology 
Physicians  and  Surgeons  Bldg.  1211  N.  Shartel 

Oklahoma  City  232-1508 


JAMES  B.  MILLS,  M.D. 

Surgery  and  Diseases  of  the  Eye 
Certified  by  the  American  Board  of  Ophthalmology 
Physicians  and  Surgeons  Bldg.  1211  North  Shartel 

232-4222  Oklahoma  City 


Surgery  and  Diseases  of  the  Eye 
W.  S.  MUENZLER,  M.D. 

430  N.W.  12th  Street  Phone 

Lister  Building  232-6361 

Oklahoma  City 


DISEASES  AND  SURGERY  OF  THE  EYE 

TOM  LAMAR  JOHNSON,  M.D. 

Certified  by  the  American  Board  of  Ophthalmology 

Medical  Tower 
3141  N.W.  Expressway 
Suite  301  848-2893 

Oklahoma  City 


GASTROENTEROLOGY 


DOCTORS  MATTHEWS  AND  COLVERT 
Sanford  Matthews,  M.D. 

J.  R.  Colvert,  M.D.,  F.A.C.P. 

Certified  American  Board  of  Internal  Medicine  and 
Gastroenterology 

Complete  X-ray  and  Laboratory  Facilities 
1319  Classen  Drive  232-2033  Oklahoma  City,  Okla. 


INTERNAL  MEDICINE 


E.  GOLDFAIN,  M.D. 

Diagnosis  and  Treatment  of  Rheumatic  and  Arthritic  Diseases 
228  N.W.  13th  St.  Oklahoma  City 

Off.  Phone  235-9832  Res.  Phone  524-1102 


NEUROPSYCHIATRY 


SAM  COLLINS,  JR.,  M.D. 

Board  Qualified 
Psychiatry  and  Neurology 

Suite  503  3141  N.W.  Expressway 

Medical  Tower  Phone  843-5577 

Oklahoma  City,  Oklahoma 


A.  A.  HELLAMS,  B.S.,  M.D.,  F.A.P.A. 

Diplomate  of  American  Board  of  Psychiatry 
and  Neurology  in  Psychiatry 

209  Wildwood  Plaza  842-1131 

Oklahoma  City,  Oklahoma 


CHARLES  E.  LEONARD,  B.S.,  M.D.,  F.A.C.P.,  F.A.P.A. 

Certified  by  the  American  Board  of  Neurology 
and  Psychiatry  in  Psychiatry 

Practice  Limited  to 
Psychiatry  and  Psychoanalysis 

Medical  Tower — Suite  701  3141  N.W.  Expressway 

Telephone  842-0110  Oklahoma  City 


NEUROPSYCHIATRY 

CHARLES  E.  SMITH,  Jr.,  M.D.,  F.A.P.A. 

ROBERT  J.  OUTLAW,  M.D. 
Diplomates  of  American  Board  of  Psychiatry 
and  Neurology  in  Psychiatry 


THURMAN  E.  COBURN,  Ph.D.,  Licensed  Clinical  Psychologist 
DAVID  SCHWARTZ,  A.C.S.W.,  Clinical  Psychiatric  Social  Worker 
Suite  306 

Physicians  8.  Surgeons  Building  1211  North  Shartel  235-8526 


CHARLES  F.  OBERMANN,  M.D.,  MS.,  F.A.P.A. 

Diplomate  American  Board  of  Psychiatry  and  Neurology 
In  Psychiatry 

Practice  Limited  to  Psychiatry  and  Neurology 

5101  N.  Shartel  — Shartel  Medical  Center 
Telephone  842-1466  Oklahoma  City,  Okla. 

MOORMAN  P.  PROSSER,  M.D.,  F.A.C.P.,  F.A.P.A. 
Diplomate  American  Board  of  Psychiatry  and  Neurology 
in  Psychiatry 

JOSEPH  A.  RIEGER,  M.D.  HUGH  M.  CONNER,  M.D 

and 

RICHARD  B.  LINCOLN,  M.D. 

Neurology,  Electroencephalography  and  the  Epilepsies 
in  the  practice  of  Psychiatry  and  Neurology 

427  Pasteur  Building  Phone  232-9895 

Oklahoma  City,  Oklahoma 


HAROLD  G.  SLEEPER,  M.D.,  F.A.P.A. 

Diplomate  American  Board  of  Psychiatry  and  Neurology 
in  Psychiatry 

Practice  Limited  to 
Psychiatry  — Electroencephalography 

235-6454  430  N.W.  12th  Street  Res.  525-6846 

Oklahoma  City 


OBSTETRICS  AND  GYNECOLOGY 


CHARLES  D.  BODINE,  M.D.,  F.A.C.O.G. 

Certified  American  Board  of  Obstetrics  and  Gynecology 
203  Medical  Tower 
3141  N.W.  Expressway 

848-2259  Oklahoma  City,  Oklahoma 


JAMES  A.  MERRILL,  M.D. 

Gynecology  and  Obstetrics 
University  of  Oklahoma  Medical  Center 
800  N.E.  13th  Street  Oklahoma  City,  Okla.  73104 


GERALD  ROGERS,  M.D.,  F.A.C.S. 

JAMES  C.  BEAVERS,  M.D.,  F.A.C.O.G. 

Certified  American  Board  of  Obstetrics  and  Gynecology 
Pasteur  Building,  1111  N.  Lee  Phone  232-8722 

Oklahoma  City,  Oklahoma 


JOE  BILLS  REYNOLDS,  M.D. 

Obstetrics  and  Gynecology 

5514  S.  Western  632-6691 

Oklahoma  City,  Oklahoma  73109 

E.  MALCOLM  STOKES,  M.D.,  F.A.C.S. 

Certified  American  Board  of  Obstetrics  and  Gynecology 
507  Doctors  Building — 2021  South  Lewis  Phone  743-6496 

Tulsa,  Oklahoma 


WENDELL  R.  SYLVESTER,  M.D. 

F.A.C.O.G.,  F.A.C.S. 

Suite  305-8  4200  South  Douglas 

Oklahoma  City,  Oklahoma  73109 
Telephone  405  632-7795 

Practice  limited  to  the  specialty  of  Obstetrics  and  Gynecology 
By  Appointment  Only 


ORTHOPEDICS 


WILLIAM  S.  DANDRIDGE 

B.A.,  M.D.,  M.S.  (Orthopedic  Surgery),  F.A.C.S.,  F.I.C.S. 
Orthopedic  Surgery 

Diseases,  Injuries,  Deformities  of  Spine  and  Extremities 
Parkview  Medical  Building 

330  South  5th  Street  Enid,  Oklahoma  73701 

Phone  233-5656 


Professional  Card  listings  are  available  to  members. 
They  are  sold  in  vertical  increments  of  one-half  inch, 
at  the  rate  of  $25.00  per  year. 
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SURGERY 


JOHN  FLORENCE,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Orthopedic  Surgery 
Orthopedic  Surgery,  Fractures,  Industrial  Injuries 
1211  North  Shartel 
Oklahoma  City,  Oklahoma 


THE  MUSKOGEE  ORTHOPEDIC  CLINIC 

Port  Johnson,  M.D. 

Richard  A.  Storts,  M.D. 

Richard  L.  Pentecost,  M.D. 

Dlplomates  American  Board  of  Orthopedic  Surgery 
211  South  36th  Street 

Zip  Code  74401  Phone  682-7717 

Muskogee,  Oklahoma 


JOHN  RAYMOND  STACY,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Orthopedic  Surgery 
Orthopedic  and  Fracture  Surgeon 

41 S N.W.  12th  St.  235-6315 

Oklahoma  City,  Oklahoma 


THE  ORTHOPEDIC  CLINIC 
of 

TULSA,  OKLAHOMA 
Suite  203  Utica  Square  Medical  Center 
John  E.  McDonald,  M.D.  John  C.  Dague,  M.D. 

Practice  Limited  to  Bone  and  Joint  Surgery 


THE  O'DONOGHUE  ORTHOPAEDIC  CLINIC 

Orthopaedic  Surgery  — Fractures  — Industrial  Injuries 
Pasteur  Medical  Building  — 1111  North  Lee 
Oklahoma  City,  Oklahoma 

Don  H.  O'Donoghue,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Orthopaedic  Surgery 
Gael  R.  Frank,  M.D.,  F.I.C.S. 

235-8385  By  Appointment 


WILLIAM  L.  WALDROP,  M.D. 

3434  N.W.  56th  Street  Oklahoma  City,  Oklahoma  73112 

Office  Phone  947-3367  Answering  Service  236-5508 

Orthopedic  Surgery 

Surgery  of  the  Hand  and  Reconstruction 
Fractures — Especiallly  Children 


PEDIATRICS 


General  Pediatrics 
G.  EDWARD  SHISSLER,  M.D. 

821  South  Pine  Phone  372-9577 

Stillwater,  Oklahoma 


WILLIAM  O.  COLEMAN,  M.D.,  F.A.C.S. 
Certified  American  Board  of  Surgery 
General  Surgery 

Suite  603  Baptist  Hospital  Complex 
5700  N.W.  Grand  Blvd. 
Telephone:  1 405  946-0727 


WARREN  L.  FELTON  II,  M.D. 

Diplomate  American  Board  of  Surgery 
Diplomate  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiovascular  Surgery 

Oklahoma  City,  Okla. 

702  Physicians  and  Surgeons  Bldg.  232-3274 

WILLIAM  J.  FORREST,  M.D. 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

1211  North  Shartel  235-3361 

Oklahoma  City 


ALLEN  E.  GREER,  M.D. 

JOHN  M.  CAREY,  M.D. 

NAZIH  ZUHDI,  M.D. 

WILLIAM  D.  HAWLEY,  M.D. 

Certified  American  Board  of  Surgery 
Certified  American  Board  of  Thoracic  Surgery 
Practice  Limited  to  Cardiovascular  and  Thoracic  Surgery 
(Open  Heart,  Vascular,  Pulmonary,  Esophageal) 
Bronchoscopy  Esophagoscopy 

1211  North  Shartel,  Suite  900  Oklahoma  City,  Okla.  73103 

235-3377 


ROBERT  B.  HOWARD,  M.D.,  F.A.C.S. 

Certified  American  Board  of  Surgery 
Practice  Limited  to  General  Surgery  and 
Diseases  of  the  Thyroid  Gland 

544  Pasteur  Medical  Bldg.  Phone  235-2341  Oklahoma  City 


GILBERT  L.  HYROOP,  M.D.,  F.A.C.S.,  F.I.C.S. 

Certified  by  the  American  Board  of  Plastic  Surgery 
Practice  Limited  to  Plastic  8.  Reconstructive  Surgery  and 
Cosmetic  Surgery 


Medical  Tower 
3141  N.W.  Expressway 


848-3341 

Oklahoma  City,  Oklahoma  73112 


RADIOLOGY 


RADIOLOGY  ASSOCIATES 


JAMES  T.  BOGGS,  M.D.  WAYNE  H.  SCHULTZ,  M.D. 

ROBERT  SUKMAN,  M.D.  LINDBERGH  J.  RAHHAL,  M.D. 

RICHARD  B.  PRICE,  M.D.  ROBERT  W.  GEYER,  Jr„  M.D. 

GEORGE  BEN  CARTER,  M.D.  JOHN  R.  OWEN,  M.D. 

DAN  MITCHELL,  Jr.,  M.D. 

Diplomates  American  Board  of  Radiology 
X-Ray  — Diagnosis  Including  Angiography  and  Lymphangiography 
— Radiation  Therapy  — Isotopes  — Cobalt  Therapy 
Deep  and  Interstitial  Therapy 


204  Medical  Tower  Bldg. 
848-3711 

Baptist  Memorial  Hospital 
946-6411 


Doctors  Medical  Building 
946-9923 

Physicians  and  Surgeons  Bldg. 
Suite  705  235-2583 


Deaconess  General  Hospital 
946-5581 


TULSA  RADIOLOGY  ASSOCIATES,  INC. 


Diplomates  of  American  Board  of  Radiology 
X-ray,  Diagnosis,  Radiation  Therapy  and  Isotopes 
416  Warren  Professional  Building 
622-5711 

St.  John's  Doctors  Building — 1705  East  19th  Street 
743-7883 


Lucien  M.  Pascucci,  M.D.,  FACR 
Ernest  S.  Kerekes,  M.D.,  FACR 
Donald  F.  Mauritson,  M.D. 

John  E.  Kauth,  M.D. 

John  L.  Rltan,  M.D. 

George  H.  Kamp,  M.D. 


Richard  F.  Barbee,  M.D. 
Norman  L.  Bartlett,  M.D. 
Thomas  S.  Llewellyn,  M.D. 
Theodore  J.  Brickner,  Jr.,  M.D. 
Tim  S.  Caldwell,  M.D. 

Zia  O.  Vargha,  M.D. 


GEORGE  H.  KIMBALL,  M.D.,  F.A.C.S. 

Certified  American  Board  of  Plastic  Surgery 
Plastic  and  Reconstructive  Surgery 
321  Pasteur  Building  Oklahoma  City  Phone  232-1036 


HERBERT  M.  KRAVITZ,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 
Reconstructive,  Cosmetic,  and  Hand  Surgery 
Office  946-2694  2620  Northwest  Expressway 

Oklahoma  City,  Oklahoma 


F.  M.  LINGENFELTER,  M.D.,  F.A.C.S. 

Surgery  and  Surgical  Diseases  of  the 
Thyroid  Gland 

216  Osier  Building  Oklahoma  City,  Okla. 


FRED  R.  MARTIN,  M.D. 

Diplomate  American  Board  of  Plastic  Surgery 

601  St.  John's  Doctors  Bldg.  742-4851 

1705  East  19th  Street  Tulsa,  Oklahoma  74104 

Professional  Card  listings  are  available  to  members. 
They  are  sold  in  veriical  increments  of  one-half  inch, 
at  the  rate  of  $25.00  per  year. 
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Oklahoma  State  Medical  Association 


ROBERT  H.  SMILEY,  M.D.,  F.A.C.S. 


Diplomate  American  Board  of  Surgery 
Diplomate  Board  of  Thoracic  Surgery 
Thoracic,  Cardiac,  and  Peripheral  Vascular  Surgery 
(Open  Heart,  Pulmonary,  Esophageal,  Bronchoscopy  and 
Esophagoscopy) 

3141  N.W.  Expressway  Oklahoma  City,  Oklahoma  73112 

Suite  1004  848-2668 


Urologists 

BERGET  H.  BLOCKSOM,  M.D. 

MAXWELL  A.  JOHNSON,  M.D. 

Diplomates  American  Board  of  Urology 

Suite  753  Utica  Square  Medical  Center  743-4004 

Tulsa,  Oklahoma 


CHARLES  A.  TOLLETT,  B.S.,  M.D.,  D.Sc. 

Certified  American  Board  Surgery 
General  Surgery 

Dowell  Building  235-7750 

405  N.  Durland  Street  Oklahoma  City,  Oklahoma 


UROLOGY 


A.  De  QUEVEDO,  M.D.,  Inc. 

A.  de  Quevedo,  M.D. 

Diplomate  of  the  American  Board  of  Urology 
Suite  606  232-1333  1211  N.  Shartel 

Oklahoma  City,  Oklahoma  73103 

ROBERT  H.  AKIN,  M.D.,  F.A.C.S. 

LUCIEN  C.  KAVAN,  M.D.,  F.A.C.S. 

Diplomates  American  Board  of  Urology 

610  N.W.  Ninth  Oklahoma  City,  Oklahoma 

235-8436 


MEREDITH  APPLETON,  J.  HARTWELL  DUNN, 

M.D.,  F.I.C.S.  M.D.,  F.A.C.S. 

CHARLES  L.  REYNOLDS,  Jr.,  M.D.,  F.A.C.S. 

Diplomates  of  the  American  Board  of  Urology 

3113  Northwest  Expressway  Oklahoma  City,  Oklahoma 

843-5761 


PHILIP  D.  DIGGDON,  M.D.,  F.A.C.S. 

Diplomate  of  the  American  Board  of  Urology 
Suite  312  Tulsa,  Oklahoma  74135 

Warren  Professional  Bldg.  Tel.:  622-6322 

6465  South  Yale 


BARNEY  J.  LIMES,  M.D. 
JOHN  T.  BOAZ  III,  M.D. 
Practce  Limited  to  Urology 
Physicians  and  Surgeons  Bldg. 

Oklahoma  City 


JOE  E.  COLLINS,  M.D.,  F.A.C.S. 

Diplomate  of  the  American  Board  of  Urology 

Suite  1106  235-3524  1211  North  Shartel 

Oklahoma  City,  Oklahoma 


JIM  M.  TAYLOR,  M.D. 

Diplomate  of  the  American  Board  of  Urology 
Fellow,  American  College  of  Surgeons 
1211  North  Shartel  235-2950 

Oklahoma  City,  Oklahoma 


JESS  E.  MILLER,  M.D. 

Diplomate  of  the  American  Board  of  Urology 
336  Pasteur  Building  1111  North  Lee 

Oklahoma  City,  Oklahoma 

Res.  Phone  842-1811  Office  Phone  235-6618 


LUTHER  T.  PENNINGTON,  M.D. 

Gordon  H.  Deen,  M D. 

Diplomate  American  Board  of  Urology 
1201-F  East  5th  Street  Office  332-7706  Ada,  Oklahoma 
Residence:  Dr.  Pennington:  332-7316 — Dr.  Deen:  332-8184 


1211  N.  Shartel 
235-9401 
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CONTRIBUTIONS 

Articles  accepted  for  publication,  including  manu- 
scripts of  annual  meeting  papers,  are  the  sole  property 
of  The  Journal  and  must  not  have  been  published  else- 
where. Authority  for  approval  of  all  contributions  rests 
with  the  Editorial  Board,  and  the  Board  reserves  the 
right  to  edit  any  material  submitted.  Manuscripts 
should  be  typewritten,  double  spaced  and  submitted  in 
original  and  one  copy.  Receipt  of  manuscripts  will  be 
acknowledged  and  unused  manuscripts  returned.  Used 
manuscripts  will  be  returned  on  request.  The  Journal 
of  the  Oklahoma  State  Medical  Association  is  not  re- 
sponsible for  the  statements  or  opinions  of  any  con- 
tributor. 

STYLE 

Footnotes,  bibliographies,  and  legends  for  illustra- 
tions should  be  submitted  on  separate  sheets,  double- 
spaced. Bibliographies  should  follow  in  order  of:  name 
of  author,  title  or  article,  name  of  periodical  with  vol- 
ume number,  page  and  date  of  publication.  These  ref- 
erences should  be  alphabetized  and  numbered  in  se- 
quence. 

ILLUSTRATIONS 

Illustrations,  other  than  the  author’s  will  not  be  ac- 
cepted for  publication  unless  accompanied  by  written 
permission  to  be  reproduced.  Illustrations  should  be 
identified  by  the  author’s  name  and  the  figure  number 
of  the  illustrations.  The  illustrations  should  be  num- 
bered in  the  same  order  as  referred  to  in  the  body  of 
the  article.  Used  photographs,  and  drawings  will  be 
returned  after  publication  if  requested.  The  Journal 
will  pay  for  necessary  black  and  white  illustrations 
within  reasonable  limitations.  The  quality  of  drawings, 
sketches,  etc.,  must  be  in  keeping  with  the  quality  of 
the  magazine. 

NEWS 

Members  of  the  Oklahoma  State  Medical  Association, 
the  constituent  societies  of  the  association,  and  all 
readers  in  general  are  invited  to  supply  news  items 
of  general  interest  to  the  profession. 

ADVERTISING 

All  advertising  copy  must  be  approved  by  the  Edi- 
torial Board  before  acceptance  for  publication.  Gen- 
eral and  miscellaneous  advertising  rates  will  be  sent 
on  request. 

EDITING  SERVICE 

The  Editorial  Board  reserves  the  prerogative  to  sub- 
mit contributions  to  a Medical  Editing  Service  when 
warranted.  If  such  is  felt  necessary,  the  Editor  will 
contact  the  author  for  approval,  informing  him  that 
there  will  be  modest  charge  for  this  service. 

REPRINTS 

Authors  will  receive  reprint  order  forms  from  the 
Transcript  Press,  P.O.  Drawer  1058,  Norman,  Okla- 
homa 73069,  prior  to  final  publication  of  their  articles. 
Other  requests  for  reprints  must  be  made  to  the  Tran- 
script Press  within  30  days  after  publication. 

BACK  ISSUES 

Microfilm  copies  of  back  issues  of  The  Journal  may 
now  be  purchased  from  University  Microfilms,  300 
North  Zeeb  Road,  Ann  Arbor,  Michigan  48106. 
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Premiums  paid  by  Medicare  beneficiaries 
under  Part  B will  rise  from  $5.30  per  month 
to  $5.60  beginning  July  1st.  In  making  the 
announcement  HEW  Secretary  Elliot  Rich- 
ardson said  the  increase  “is  the  net  result 
of  three  items  that  are  estimated  to  in- 
crease cost  by  50c  in  fiscal  year  1972,  and 
then  a induction  of  20c  arising  primarily 
because  of  the  reduced  margin  for  contin- 
gencies.” A rise  of  6.7  percent  in  the  level 
of  physicians’  fees  recognized  by  the  pro- 
gram is  estimated  for  fiscal  1972,  HEW 
said.  It  also  expects  an  increase  of  two  per- 
cent in  the  use  of  physicians’  services  and 
a 15  percent  increase  in  cost  and  utilization 
of  institutional  services  covered  under 
Part  B. 

Washington  rumor  has  it  that  Vice-Presi- 
dent Spiro  Agnew  will  become  the  Nixon 
administration  spokesman  for  health  care. 

Although  HEW’s  secretary  Elliot  Richard- 
son will  continue  to  direct  the  working  end 
of  health  programs  at  HEW,  Agnew  is  ex- 
pected to  become  the  “front  man.”  He  re- 
portedly has  been  tapped  by  President  Nix- 
on to  serve  as  the  spokesman  and  coordi- 
nator in  the  White  House’s  domestic  coun- 
cil for  the  health  effort  planned  by  Nixon 
for  1971. 

Nixon’s  health  plan  is  being  worked  out  by 
high  echelon  staff  people  at  HEW  and  the 
White  House.  A big  stumbling  block  is  the 
family  health  insurance  plan  which  the  ad- 
ministration has  promised  to  propose  as  a 
substitute  for  much  of  Medicaid.  As  usual, 
the  problem  is  how  to  finance  the  new  plan. 
One  possibility  under  consideration  is  an 
ear  marked  increase  in  cigarette  taxes.  Al- 
so being  worked  out  is  the  catastrophic 
health  insurance  plan  and  a comprehensive 


medical  education  program  aimed  at  reliev- 
ing the  doctor  shortage.  A chief  objective 
of  the  entire  health  plan  will  be  achieving 
results  with  innovation  rather  than  sub- 
stantial new  expenditures. 

A national  medical  academy  may  be  up  for 
consideration  again.  With  the  death  of  L. 
Mendell  Rivers,  Representative  F.  Edward 
Herbert  became  chairman  of  the  House 
Arms  Services  Committee.  One  of  Herbert’s 
long  cherished  dreams  is  the  establishment 
of  a military  medical  school  in  the  Washing- 
ton area.  Proposals  to  abolish  the  draft  may 
give  his  idea  a boost,  since  without  the  se- 
lective service  system  to  pressure  doctors 
into  military  service,  new  means  of  supply- 
ing the  armed  forces  with  medical  personnel 
will  have  to  be  found. 

Taxpayers  need  a law  to  protect  them 
against  laws  designed  to  protect  taxpayers. 

A prime  example  is  a law  in  the  state  of 
New  York  which  was  designed  to  prevent 
New  Yorkers  from  being  charged  inflated 
bills  for  clinical  laboratory  work.  The  law, 
opposed  by  the  medical  society  of  the  state 
of  New  York,  requires  clinical  labs  to  bill 
patients  directly.  Laboratory  charges  to 
patients  have  more  than  doubled  since  the 
law  went  into  effect  last  July  1st.  At  the 
root  of  the  current  problem  are  spiraling 
overhead  costs  that  insued  when  labora- 
tories converted  to  the  new  billing  system. 
Previously  laboratories  billed  physicians 
monthly  for  all  tests.  The  new  system  has 
produced  a bookkeeping  nightmare  and  has 
been  aggravated  by  delinquencies.  To  meet 
rising  overhead  expense,  laboratories  have 
found  it  necessary  to  increase  charges 
sharply  for  tests.  □ 


anxiety: 

the  tyrant 

eibrary 
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Excessive  anxiety  can  often  dominate  the  patient  made 
vulnerable  by  illness,  surgery,  prolonged  emotional  stress.  It  can 
induce  or  aggravate  symptoms,  disrupt  medical  management, 
divert  energy  the  patient  needs  for  recovery. 

The  antianxiety  action  of  Librium®  (chlordiazepoxide  HCD— 
used  adjunctively  or  alone— has  demonstrated  clinical 
usefulness  in  virtually  every  field  of  medical  practice  where 
anxiety  complicates  the  patient's  condition. 


for  the  patient 
ruled  by  anxiety 

Librium® 

(chlordiazepoxide 
HCl)  5-mg,  10-mg, 
25-mg  capsules 

Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Indicated  when  anxiety,  ten- 
sion and  apprehension  are  significant 
components  of  the  clinical  profile. 
Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychologi- 
cal dependence  have  rarely  been  re- 
ported on  recommended  doses,  use 
caution  in  administering  to  addiction- 


prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms 
(including  convulsions),  following  dis- 
continuation of  the  drug  and  similar  to 
those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 
Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  1 0 mg  or  less 
per  day)  to  preclude  ataxia  or  overseda- 
tion, increasing  gradually  as  needed  and 
tolerated.  Not  recommended  in  children 
under  six.  Though  generally  not  recom- 
mended, if  combination  therapy  with 
other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  po- 
tentiating drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions 
(e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive 
children.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence 
of  impending  depression;  suicidal  ten- 
dencies may  be  present  and  protective 


measures  necessary.  Variable  effects 
on  blood  coagulation  have  been  reported 
very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants;  causal  relation- 
ship has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  re- 
versible in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasion- 
ally observed  at  the  lower  dosage  ranges. 
In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated 
instances  of  skin  eruptions,  edema,  minor  1 
menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido— all  in- 
frequent and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  pat- 
terns (low-voltage  fast  activity)  may 
appear  during  and  after  treatment; 
blood  dyscrasias  (including  agranulocyto- 
sis), jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy. 
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Menrium  treats 
the  menopausal 
symptoms 

that  bother  him 


Roche 

L LABORATORIES 

>n  of  Hoffmann* L4  Rocne  Inc. 

New  Jersey  07110 


. His  wife  has  a lot  of  different 
menopausal  symptoms,  but  only  a few 
really  irritate  him.  Her  hot  flashes,  her 
vertigo,  her  palpitations — that’s  her 
problem.  What  really  bothers  him  is 
her  nervousness,  her  irritability  and 
her  excessive  anxiety,  often  expressed 
by  endless  “book-shuffling,  chain- 
smoking, reading-lamp”  insomnia! 

Menrium  takes  care  of  hot  flashes, 
vertigo,  palpitations  in  most 
menopausal  women.  Menrium 
provides  the  well-known  antianxiety 
action  of  chlordiazepoxide  (Librium®) 
and  water-soluble  esterified  estrogens. 
It  therefore  relieves  more  symptoms 
than  either  component  separately. 

It  takes  care  of  tne  vasomotor 
symptoms  as  well  as  the  emotional 
symptoms.  This  means  the  symptoms 
that  bother  his  wife  most.  And  the 
symptoms  that  irritate  him  most. 

So,  to  help  them  both  get  through 
1 ■ x Hnrium. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Management  of  manifestations  generally  associated 
with  the  menopausal  syndrome — anxiety  and  tension,  vasomotor 
complaints  and  hormonal  deficiency  states. 

Contraindications:  Women  with  cancer  of  breast  or  genitalia, 
except  inoperable  cases,  and  those  with  known  hypersensitivity  to 
chlordiazepoxide  and/or  esterified  estrogens. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  machinery,  driving).  Exclude  other 
possible  causes  of  menopausal  syndrome  manifestations,  such  as 
pregnancy.  Though  physical  and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions)  similar  to  those  seen 
with  barbiturates  have  been  reported  following  discontinuance  of 
chlordiazepoxide  HC1.  Potential  benefits  of  use  in  pregnancy,  lactation 
or  women  of  childbearing  age  should  be  weighed  against  possible 
hazards  to  mother  and  child.  Clinical  data  inadequate  on  safety 
in  pregnancy. 

Precautions:  In  elderly  and  debilitated  patients,  limit  dosage  to 
smallest  effective  amount  of  chlordiazepoxide  (initially  10  mg  or  less 
per  day)  to  preclude  ataxia  or  oversedation;  increase  gradually  as 
needed  and  tolerated.  Though  generally  not  recommended,  if  combina- 
tion therapy  with  other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects — particularly  in  use  of 
potentiating  drugs  such  as  MAO  inhibitors  and  phenothiazines. 
Observe  usual  precautions  in  patients  with  impaired  renal  or  hepatic 
function.  Paradoxical  reactions  to  chlordiazepoxide  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been  reported  in  psychiatric  patients. 
Employ  usual  precautions  in  the  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Variable  effects  on  blood  coagula- 
tion very  rarely  reported  in  patients  receiving  Librium®  (chlordiaz- 
epoxide) and  oral  anticoagulants. 

Adverse  Reactions:  Untoward  effects  seen  with  either  compound 
alone  may  occur  with  Menrium.  With  chlordiazepoxide,  drowsiness, 
ataxia  and  confusion  reported  in  some  patients,  particularly  in  the 
elderly  and  debilitated;  while  usually  avoided  by  proper  dosage  adjust- 
ment, these  are  occasionally  observed  at  lower  dosage  ranges.  Also 
reported  have  been  a few  instances  of  syncope;  isolated  occurrences  of 
skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and  decreased 
libido,  and  occasional  reports  of  blood  dyscrasias,  including  agranu- 
locytosis, jaundice  and  hepatic  dysfunction.  Periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted  treatment.  Changes  in 
EEC  patterns  (low-voltage  fast  activity)  observed  during  and  after 
chlordiazepoxide  treatment. 

With  estrogens,  headache,  nausea  and  vomiting,  anorexia, 
gastrointestinal  discomfort,  dysuria  and  urinary  frequency,  jitteriness, 
breast  engorgement,  formation  of  breast  cysts,  skin  rashes  and  pruritus 
occasionally  seen.  Administration  may  also  be  associated  with 
uterine  bleeding  and/or  followed  by  withdrawal  bleeding. 

Usual  Dosage:  One  tablet  t.i.d.  for  21  days,  followed  by  one-week 
rest  periods. 


Menrium  Ti.D. 


5 mg  chlordiazepoxide 


5 mg  chlordiazepoxide 


1 0 mg  chlordiazepoxide 
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0.2  mg  water-soluble 
esterified  estrogens 


0.4  mg  water-soluble 
esterified  estrogens 


0.4  mg  water-soluble 
esterified  estrogens 
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Who’s  afraid  of  the 
big  bad  enema? 


We  all  are.  But  Dulcolax  is  the  cure  for  enemaphobia 
It  can  do  almost  anything  an  enema  can  — except  look  scary. 

Just  one  suppository  usually  assures  a predictable  bowel 
movement  in  15  minutes  to  an  hour  Gone  are  the  tubing,  the  "accidents”, 
and  the  bruised  egos  associated  with  enemas 

For  preoperative  preparation,  the  combination  of  tablets 
at  night  and  a suppository  the  next  morning  usually  cleans  the  bowel  thor- 
oughly. Suppositories  may  also  be  particularly  helpful  when  straining  should 
be  avoided  as  in  postoperative  care. 

As  with  any  laxative,  abdominal  cramps  are  occasionally 
noted  The  drug  is  contraindicated  in  the  acute  surgical  abdomen. 

Dulcolax... it’s  predictable 

bisacodyl 
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Yes,  KolantyF. 

Kolantyl  Gel/ Wafers  contain 

aluminum  hydroxide/magnesium  hydroxide,  and 

Bentyl®  (dicyclomine  hydrochloride)  too. 


— -v  The  Wm.  S.  Merrell  Company 

Merrell  j Division  of  Richardson-Merrell  Inc. 
■ ' Cincinnati,  Ohio  45215 


0*2572  121721 


When  Preventing  Constipation 
is  a Concern . . . 


Surfak  prevents  constipation: 

naturally 

. . . without  bowel  distention 
. . . without  adding  sodium 
to  the  system 

. . . without  requiring  unusual 
intake  of  water 

conveniently— one  240  mg. 

capsule  per  day 

economically— costs  less  per 

effective  daily  dose* 

Supplied:  Bottles  of  15,  100  (FSN  6505-926-8844)  and 
1000  (FSN  6505-890-1627)  and  Unit  Dose  100's  (10x10 
strips). 


dioctyl  calcium  sulfosuccinate 

(stool  softener) 


'based  on  actual  drug  store  survey  of  prescribed  dosages 


HOECHST 

PHARMACEUTICAL  CO. 
Somerville,  N.J.  08876  U.S.A. 


C-166 


in  cardiac  edema 


gets  the  water  out 
spares  the  potassium 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR. 

Indications:  Edema  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome,  late  pregnancy;  also  steroid-induced 
and  idiopathic  edema,  and  edema  resistant  to 
other  diuretic  therapy.  ‘Dyazide’  is  also  indicated 
in  the  treatment  of  mild  to  moderate  hypertension. 

Contraindications:  Pre-existing  elevated  se- 
rum potassium.  Hypersensitivity  to  either  compo- 
nent. Continued  use  in  progressive  renal  or  hepatic 
dysfunction  or  developing  hyperkalemia. 

Warnings:  Do  not  use  dietary  potassium  sup- 
plements or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without  ulcer- 
ation. Hyperkalemia  (>5.4  mEq/L)  has  been  re- 
ported in  4%  of  patients  under  60  years,  in  12% 
of  patients  over  60  years,  and  in  less  than  8%  of 
patients  overall.  Rarely,  cases  have  been  as- 
sociated with  cardiac  irregularities.  Accordingly, 
check  serum  potassium  during  therapy,  par- 
ticularly in  patients  with  suspected  or  confirmed 
renal  insufficiency  (e.g.,  certain  elderly  or  dia- 
betics). If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  'Dyazide',  check  serum  potassium 
frequently- — they  can  both  cause  potassium  reten- 
tion and  sometimes  hyperkalemia.  Two  deaths 
have  been  reported  in  patients  on  such  combined 
therapy  (in  one.  recommended  dosage  was  ex- 
ceeded; in  the  other,  serum  electrolytes  were  not 
properly  monitored).  Observe  regularly  for  possi- 
ble blood  dyscrasias.  liver  damage  or  other  idio- 
syncratic reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium  (triam- 


/» 

terene,  sk&f).  Rarely,  leukopenia,  thrombocyto- 
penia. agranulocytosis,  and  aplastic  anemia  have 
been  reported  with  the  thiazides.  Watch  for  signs 
of  impending  coma  in  acutely  ill  cirrhotics. 
Thiazides  are  reported  to  cross  the  placental  bar- 
rier and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombocyto- 
penia, altered  carbohydrate  metabolism  and  pos- 
sibly other  adverse  reactions  that  have  occurred 
in  the  adult.  When  used  during  pregnancy  or  in 
women  who  might  bear  children,  weigh  potential 
benefits  against  possible  hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte 
and  BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may  occur; 
hyperuricemia  and  gout,  reversible  nitrogen  reten- 
tion, decreasing  alkali  reserve  with  possible 
metabolic  acidosis,  hyperglycemia  and  glycosuria 
(diabetic  insulin  requirements  may  be  altered), 
digitalis  intoxication  (in  hypokalemia).  Use  cau- 
tiously in  surgical  patients.  Concomitant  use  with 
antihypertensive  agents  may  result  in  an  additive 
hypotensive  effect. 

Adverse  Reactions:  Muscle  cramps,  weak- 
ness. dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Rarely,  necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis  and  xanthopsia  have  occurred  with 
thiazides  alone. 

Supplied:  Bottles  of  100  capsules. 

SK&F  Co..  Carolina,  P.R.  00630 
a subsidiary  of  Smith  Kline  & French  Laboratories 


DZ-108 


Create  a 


What  to  do 
until ..  . 

suppositories 
work: 


‘War  and  Peace” 


Actually,  on  the  average,  evacuant  sup- 
positories take  about  an  hour  to  work.1-3  Some- 
times two.4  Sometimes  more.3  Also,  suppositories 
can  be  ineffective  in  up  to  38%  of  patients,5  and 
not  infrequently  produce  smarting,  burning  and  tenesmus.6 

Alternative  to  the  long  unpleasant  wait:  Fleets'  Enema. 

Fleet  Enema  works  within  2 to  5 minutes  without 
pain  or  spasm.  Fleet  Enema  induces  a physio- 
logical pattern  of  evacuation,  unlike  purga- 
tives and  laxatives  that  may  liquefy  the  stool. 

Fleet  Enema  avoids  the  irritation  common 
with  soapsuds  enema.  And  Fleet  Enema 
is  leakproof:  a rubber  diaphragm  at  the 
base  of  the  prelubricated  tube  prevents 
seepage  and  controls  the  rate  of  flow, 
assuring  comfortable  administration. 

Fleet  Enema.  Regular  and  pediatric. 

Both  completely  disposable— like 
suppositories,  only  better. 

Much  better. 


(enema) 


C.  B FLEET  CO  . INC. 
Lynchburg,  Va.  24505 


Qjj|3 

| pharmaceuticals  j 


Warning:  Frequent  or  prolonged  use  of  enemas  may  result  in  dependence  Take  only  when  needed 
or  when  prescribed  by  a physician.  Do  not  use  when  nausea,  vomiting  or  abdominal  pain  is  present. 
Caution:  Do  not  administer  to  children  under  two  years  of  age  unless  directed  by  a physician 
References:  1.  Blumberg.  N Med  Times  91:45,  Jan,,  1963  2.  Sweeney,  W J . Ill:  Amer  J Obstet 
Gynec  85:908,  Apr.  1,  1963.  3.  Weinsaft,  P : J Amer  Geriat  Soc  12:295,  Mar  . 1964  4 Baydoun.  A,  B 
Amer  J Obstet  Gynec  85:905,  Apr.  1,  1963.  5.  Feder,  I.  A , Flores,  A and  Weiss,  J Amer  J Gastroent 
33:366,  Mar.,  1960.  6.  Smith,  J.  J.  and  Schwartz,  E.  D : Western  J Surg  72:177,  May-June.  1964 
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1 _ s In  the  treatment  of 

iCX  solar/actinic  keratoses- 

(i 

fluorouracil 

) An  alternative 

cream/solution  to  cold,  fire  and  steel 


2/23/68 

Before  treatment  with  5%  5-FU  cream. 
Patient  R.  G.(  78  years  old,  shows 
extensive  skin  changes  due  to  weathering 
and  severe  solar/actinic  keratoses. 


3/26/68 

Following  one  month  of  therapy.  Intense 
erythematous  reaction  is  seen  at  sites  of 
keratoses.  Normal  skin  has  not  reacted. 
Some  areas  which  had  reacted  initially 
have  undergone  healing  despite  continued 
topical  application  of  5%  5-FU. 


6/11/68 

Ten  weeks  after  discontinuance  of 
therapy.  All  areas  have  healed  completely 
Residual  mild  erythema  remains  in  some 
areas.  This  patient  also  had  seborrheic 
keratoses  which,  as  expected,  have  not 
reacted.  There  is  no  evidence  of  residual 
lesions  or  recurrences. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N J.  07110 


An  alternative 
to  conventional  therapy 

Efudex  (fluorouracil)  offers  the  physician  a 
topical  alternative  to  cryosurgery,  electrodesiccation 
and  cold-knife  surgery  in  the  treatment  of  solar/ actinic 
keratoses.  It  is  effective,  comparatively  inexpensive  and 
especially  well  suited  for  treatment  of  these  multiple 
lesions.  Important,  too,  is  the  highly  desirable  cosmetic 
result.  Clinical  experience  demonstrates  that  treatment 
with  Efudex  results  in  an  extremely  low  incidence  of 
scarring.  * 

Highly  effective 

In  clinical  trials,  depending  on  the  dosage  form 
and  strength  used,  complete  involution  occurred  in 
77  to  88  per  cent  of  lesions  following  treatment.  The 
rate  of  recurrence  was  low,  ranging  from  1.7  to  5.6  per 
cent  up  to  a year  after  completion  of  therapy.  When 
new  lesions  appeared,  repeated  courses  of  Efudex 
therapy  proved  effective.* 

Predictable 
therapeutic  response 

Two  to  four  weeks  constitutes  a typical  course 
of  Efudex  therapy.  The  response  is  usually  characteris- 
tic and  predictable.  After  three  or  four  days  of  treat- 
ment, erythema  begins  to  appear  in  the  area  of  keratoses. 
This  is  followed  by  an  intense  inflammatory  response, 
scaling  and  occasionally  moderate  tenderness  or  pain. 
The  height  of  the  inflammatory  reaction  generally  occurs 
two  weeks  after  the  start  of  therapy,  and  then  begins 
to  subside  as  treatment  is  stopped.  Within  two  weeks  of 
discontinuing  medication,  the  inflammation  is  usually 
gone.  A mild  erythema  may  remain  for  two  or  three 
months  before  gradually  receding.  Since  this  response 
is  so  predictable,  lesions  which  do  not  respond 
should  be  biopsied. 

Two  strengths— two 
dosage  forms 

Efudex  is  available  as  a 2%  or  5%  solution  or 
as  a 5%  cream.  It  is  applied  twice  daily  by  the  patient 
with  a nonmetal  applicator  or  suitable  glove. 

Before  prescribing  Efudex,  however,  two  im- 
portant considerations:  First,  please  consult  the  com- 
plete prescribing  information  for  precautions,  warnings 

*Data  on  file,  Hoffmann  - La  Roche  Inc.,  Nutley,  New  Jersey. 


and  adverse  reactions.  Second,  advise  the  patient  that 
treated  lesions  should  respond  with  the  characteristic 
but  transient  inflammation.  A positive  sign  that  Efudex 
is  working  for  them. 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 

Contraindications:  Patients  with  known  hypersensitivity 
to  any  of  its  components. 

Warnings : If  occlusive  dressing  used  may  increase 
inflammatory  reactions  in  adjacent  normal  skin.  Avoid 
prolonged  exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash  hands 
immediately.  Apply  with  care  near  eyes,  nose  and  mouth. 
Lesions  failing  to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local  — pain,  pruritus, 
hyperpigmentation  and  burning  at  application  site  most 
frequent;  also  dermatitis,  scarring,  soreness  and  tenderness. 
Also  reported — insomnia,  stomatitis,  suppuration,  scaling, 
swelling,  irritability,  medicinal  taste,  photosensitivity, 
lacrimation,  leukocytosis,  thrombocytopenia,  toxic  granulation 
and  eosinophilia. 

Dosage  and  Administration : Apply  sufficient  quantity 
to  cover  lesion  twice  daily  with  nonmetal  applicator  or  suitable 
glove.  Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Efudex  Solution,  10-ml  drop  dispensers  — 
containing  2%  or  5%  fluorouracil  on  a weight/ weight  basis, 
compounded  with  propylene  glycol,  tris(hydroxymethyl)- 
aminomethane,  hydroxypropyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Efudex  Cream,  25-Gm  tubes  — containing  5%  fluorouracil 
in  a vanishing-cream  base  consisting  of  white  petrolatum, 
stearyl  alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 
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new 

Efudex 

(fluorouracil) 

cream/solution 


DRUG  ABUSE 
TREATMENT  SEMINAR 

Four  seminars  on  the  diagnosis  and  treat- 
ment of  the  drug  intoxicated  patient  have 
been  scheduled  by  the  OSAAA  Drug  Abuse 
Committee. 

The  seminars  are  located  throughout  the 
state  so  that  as  many  physicians  as  possible 
may  be  able  to  attend.  Each  is  an  evening 
meeting  with  dinner  being  served  and  fol- 
lowed by  the  scientific  program.  A registra- 
tion fee  of  $10  per  person  covers  the  cost 
of  the  meal  and  meeting  expenses. 


All  physicians  should  plan  to  attend  the 
seminar  in  their  area. 


March  11th— Camelot  Inn,  Tulsa 
April  8th— Altus  * 

May  13th— Lake  Texhoma  Area* 
June  10th— Oklahoma  City  * 

*Exact  location  of  seminar  will  be  announced 
later. 
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Brief  Summary  of  Prescribing  Information- 

9-9/ 22/ 69.  For  complete  information  consult 
Official  Package  Circular. 

Indications:  Essential  hypertension.  Use  cau- 
tiously in  patients  with  renal  insufficiency, 
particularly  if  they  are  digitalized. 
Contraindications:  Anuria,  oliguria,  active 
peptic  ulceration,  ulcerative  colitis,  severe  de- 
pression or  hypersensitivity  to  its  components 
contraindicates  the  use  of  Salutensin. 
Warnings:  Small-bowel  lesions  (obstruction, 
hemorrhage,  perforation  and  death)  have 
occurred  during  therapy  with  enteric-coated 
formulations  containing  potassium,  with  or 
without  thiazides.  Such  potassium  formula- 
tions should  be  used  with  Salutensin  only 
when  indicated  and  should  be  discontinued 
immediately  if  abdominal  pain,  distension, 
nausea,  vomiting  or  gastrointestinal  bleeding 
occurs.  Use  cautiously,  and  only  when  deemed 
essential,  in  fertile,  pregnant  or  lactating  pa- 
tients. Use  in  Pregnancy:  Thiazides  cross  the 
placenta  and  can  cause  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia, 
altered  carbohydrate  metabolism  and  possibly 
electrolyte  disturbances.  Fatal  reactions  may 
occur  with  reserpine  during  electroshock 
therapy;  discontinue  Salutensin  2 weeks  be- 
fore such  therapy.  Increased  respiratory 
secretions,  nasal  congestion,  cyanosis  and 
anorexia  may  occur  in  infants  born  to  reser- 
pine-treated  mothers. 

Precautions:  Azotemia,  hypochloremia,  hypo- 
natremia, hypochloremic  alkalosis  and  hypo- 
kaliemia  (especially  with  hepatic  cirrhosis 
and  corticosteroid  therapy)  may  occur,  par- 
ticularly with  pre-existing  vomiting  and  diar- 
rhea. Potassium  loss  or  protoveratrine  A may 
cause  digitalis  intoxication.  Potassium  loss 
responds  to  potassium-rich  foods,  potassium 
chloride  or,  if  necessary,  discontinuation  of 
therapy.  Stop  therapy  if  protoveratrine  A 
induces  digitalis  intoxication.  Serum  am- 
monia elevation  may  precipitate  coma  in 
precomatose  hepatic  cirrhotics.  Discontinue 
therapy  2 weeks  before  surgery  or  if  myo- 
cardial irritability,  progressive  azotemia  or 
severe  depression  occur.  Exercise  caution  in 
patients  with  chronic  uremia,  angina  pec- 
toris, coronary  thrombosis  or  extensive  cere- 
bral vascular  disease  or  bronchial  asthma  and 
in  those  with  a history  of  peptic  ulceration  or 
bronchial  asthma;  in  post-sympathectomy  pa- 
tients; in  patients  on  quinidine;  and  in  pa- 
tients with  gallstones,  in  whom  biliary  colic 
may  occur.  Patients  who  have  diabetes 
mellitus  or  who  are  suspected  of  being  pre- 
diabetic should  be  kept  under  close  observa- 
tion if  treated  with  this  agent. 

Adverse  Reactions:  Hydroflumethiazide:  Skin 
rashes  (including  exfoliative  dermatitis),  skin 
photosensitivity,  urticaria,  necrotizing  angiitis, 
xanthopsia,  granulocytopenia,  aplastic 
anemia,  orthostatic  hypotension  (potentiated 
with  alcohol,  barbiturates  or  narcotics),  aller- 
gic glomerulonephritis,  acute  pancreatitis, 
liver  involvement  (intrahepatic  cholestatic 
jaundice),  purpura  plus  or  minus  throm- 
bocytopenia, hyperuricemia,  hyperglycemia, 
glycosuria,  malaise,  weakness,  dizziness,  fa- 
tigue, paresthesias,  muscle  cramps,  skin  rash, 
epigastric  distress,  vomiting,  diarrhea  and 
constipation.  Reserpine:  Depression,  peptic 
ulceration,  diarrhea,  Parkinsonism,  nasal  stuf- 
finess, dryness  of  the  mouth,  weight  gain, 
impotence  or  decreased  libido,  conjunctival 
injection,  dull  sensorium,  deafness,  glaucoma, 
uveitis,  optic  atrophy,  and,  with  overdosage, 
agitation,  insomnia  and  nightmares.  Proto- 
veratrine A:  Nausea,  vomiting,  cardiac  ar- 
rhythmia, prostration,  blurring  vision,  mental 
confusion,  excessive  hypotension  and  brady- 
cardia. (Treat  bradycardia  with  atropine  and 
hypotension  with  vasopressors.) 

Usual  Dose:  1 tablet  b.i.d. 

Supplied:  Bottles  of  60,  600,  and  1000  scored 
50  mg.  tablets. 

Salutensiif 

hydroflumethiazide,  50  mg./ reserpine, 
0.125  mg.  protoveratrine  A,  0.2  mg. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


BRISTOL 


The  antihypertensive  therapy 
that  is  easy  to  live  with: 


When  successive  blood  pressure  readings  confirm 
essential  hypertension,  consider  Salutensin  for: 
Easy-to-live-with  control.  Gradual  reduction  of 
blood  pressure  leading  to  decisive,  comfortable 
control  is  the  common  clinical  response. 

*Salutensin  is  usually  well-tolerated  (however, 
serious  side  effects  can  occur;  see  adjacent  column 
for  brief  summary  of  prescribing  information). 


Easy-to-live  with  dosage.  Two  tablets  a day 
usually  achieves  control.  One  to  two  tablets  a day 
often  maintains  control  without  need  for  additional 
antihypertensive  agents. 

Easy-to-live  with  cost  of  therapy.  The  one  to  two 

tablets  a day  maintenance  dose  makes  Salutensin 
economical  to  stay  with.  Important,  because  long- 
term control  calls  for  long-term  therapy. 


Salutensin' 

hydroflumethiazide,  50  mg./reserpine, 
0.125  ing.  protoveratrine  A,  0.2  mg. 
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STANDARD  CLAIM  FORM 

APPROVED  BY  THE  OKLAHOMA  STATE  MEDICAL  ASSOCIATION  AND  THE  ASSOCIATION  OF  HEALTH  AND  ACCIDENT  INSURORS  OF 


INSURANCE  COMPANY 


TO 


ADDRESS 


ATTENDING  PHYSICIAN'S  REPORT 


I PATIENT  S NAME 


2 ADDRESS 


4 DIAGNOSIS  i EXPLAIN  COMPLICATIONS  ) 


5 ADDITIONAL  DIAGNOSES  (CHRONIC  DISEASE  OF  DEFECT  FOUND  DURING  PRF' 


6 DATE  OF  ONSET 


7 DATE  FIRST  CONSULTED 


8 DUE  TO  PREGNANCV 
□ YES  p ' 


II  SURGICAL  OR  OBSTETRICAL  PROCEDURES  [DESCRIBE' 


STANDARD 

INSURANCE 


12  IF  HOSPITALIZED  NAME  AND  ADDRESS  OF 


15  NAME  AND  ADDRESS  OF  OTHER  r 


COMPLETE  IF  PATIEN' 


16  TOTAL  DlSAp 
FROM 


REPORTING  FORMS 
For  Oklahoma  Physicians 


PLEASE  ATTACH  TO  COMPLETED  INSURANCE  CLAIM  FORM 


STATEMENT  FOR  PROFESSIONAL  SERVICES  RENDERED 


APPROVED  BY  THE  OKLAHOMA 

STATE  MEDICAL  ASSOCIATION 

PHYSICIAN  S NAME 

PATIENT'S  NAME 

ADDRESS 

★ 

COMPLETE  FOR  MEDICAL  CARE  ONLY  AT  HOSPITAL.  HOME.  OR  OFFICE 

GIVE  THE  DATES  OF  TREATMENT  BY  INSERTING  MONTH  AND  YEAR.  INDICATE  EAC»- 
H— HOSPITAL  V — HOME  O — OFFICE  OR  CLINIC 


OSMA 

APPROVED 


MONTH 
AND  YEAR 


8 9 10  11  12 


r 


Form  102 


STATEMENT  FOR 
PROFESSIONAL  SERVICES 
RENDERED 


PLEASE  STATE  Y O’ 


Form  101 

STANDARD  CLAIM  FORM 


1 

Pad  ...  . 

$ .70 

(50  Forms) 

3 

Pads  . . . 

1.95 

(150  Forms) 

6 

Pads  . . . 

3.75 

(300  Forms) 

12 

Pads  . . . 

6.60 

(600  Forms) 

Pad  ...  . 

$ .80 

(50  Forms) 

Pads  . . . 

2.25 

(150  Forms) 

Pads  . . . 

4.35 

(300  Forms) 

Pads  . . . 

7.70 

i600  Forms) 

Prepared  by  the  Insurance  Commit- 
tee of  the  Oklahoma  State  Medical 
Association  these  forms  are  designed 
to  simplify  this  tedious  office  proced- 
ure. FORM  101,  Standard  Claim 
Form  and  FORM  102  Statement  for 
Professional  Services  Rendered  are 
available  immediately  in  pads  of  50. 
See  price  list  below  and  order  now 
. . . use  the  handy  order  form. 


SAMPLE  FORMS 
SENT  ON  REQUEST 


Plus  Oklahoma  Sales  Tax.  Remit  with  order  and  postage  will  be  paid. 

ORDER  FORM  


TRANSCRIPT  PRESS 
P.O.  Drawer  1058 
Norman,  Oklahoma  • 73069 


Enter  our  order  as  listed  on  the  left  and 
ship  to  the  address  below. 


FORM  101  Pads 

FORM  102  Pads 


Signature 


□ Check  Enclosed 

Amount  

□ Bill  Me 


Address 


City 


The  concert  was  fust  underway, 
When  to  the  conductor’s  dismay 
Cramps  and  diarrhea, 

Did  so  quickly  appear, 

The  maestro  no  longer  could  stay, 


Because  diarrhea  with  cramping,  nausea,  and  painful  straining  can 
strike  at  the  most  inopportune  time,  it  takes  a comprehensive 
agent  to  treat,  the  total  diarrheal  syndrome  and  help  get  the  patient 
back  on  the  job.  That's  why  so  many  physicians  rely  on  Donnagel, 
especially  during  the  fall  and  winter  months  when  "flu"  and 
viral  gastroenteritis  usually  hit  their  peak. 

Donnagel  is  much  more  than  just  a simple  kaolin-pectin 
k combination.  It  also  contains  the  belladonna  alkaloids  to  calm 
H GI  hypermotility  and  help  relieve  the  distressing  discomforts 
H which  so  often  accompany  diarrhea.  Certainly  it's  less 

expensive  and  more  convenient  than  taking  two  medications. 
And  the  dosage  is  lower  too.  Available  in  the  handy  4-oz. 
plastic  bottle  at  pharmacies  everywhere  on  your 
prescription  or  recommendation. 


When  diarrhea  and  its  discomforts  separate  a man  from  his  job 


Each  fluid  ounce  contains:  Kaolin,  6g.;  Pectin,  142.8  mg.; 
Hyoscyamine  sulfate,  0.1037  mg.;  Atropine  sulfate,  0.0194 
mg.;  Hyoscine  hydrobromide,  0.0065  mg.;  Sodium  benzoate 
(preservative),  60  mg.;  Alcohol,  3.8l)/o. 


A.  H.  Robins  Company, 
1407  Cummings  Drive, 
Richmond,  Va.  23220 


F ■ 

1 

k M 

1 pHP* 

ifLOZ.  AHfloeiw 


AH^OBINS 


In  * itrrrtl  * m>n>lrir« 

HCtPlH'i  AND  All  M(DCMO 
OUI  Of  RIACM  Of  CMH0MR 


OIP  THIS  AHO  AU  MtDOfCS 
OUTOMttACHOf  CHUHRW 


Rotitussin-PEj 


clear  the  tract 
with  the 


Robitussin  Line 


The  coughing  season  is  here  again.  Time  to  rely 
on  the  four  Robitussins  and  Cough  Calmers  to 
help  clear  the  lower  respiratory  tract.  All  contain 
glyceryl  guaiacolate,  the  efficient  expectorant  that 
works  systemically  to  help  increase  the  output  of 
lower  respiratory  tract  fluid.  The  enhanced  flow  of 
less  viscid  secretions  soothes  the  tracheobron- 
chial mucosa,  promotes  ciliary  action,  and  makes 
thick,  inspissated  mucus  less  viscid  and  easier  to 
raise.  Available  on  your  prescription  or  recom- 
mendation. 

For  coughs  of  colds  and  “flu” 

Robitussin 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 

Robitussin  A-C 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Pheniramine  maleate  7.5  mg. 

Codeine  phosphate 10.0  mg. 


(warning:  may  be  habit  forming) 
Alcohol,  3.5% 


Non-narcotic  for  6-8  hr.  cough  control 

Robitussin-DM 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Dextromethorphan 

hydrobromide  15.0  mg. 

Alcohol,  1.4% 


Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 

Robitussin-PE 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Phenylephrine  hydrochloride  10.0  mg. 

Alcohol,  1.4% 


Robitussin-DM  in  solid  form 
for  “coughs  on  the  go” 

Cough  Calmers" 

Each  Cough  Calmer  contains: 


Glyceryl  guaiacolate 50.0  mg. 

Dextromethorphan 

hydrobromide  7.5  mg. 


Select  the  Robitussin®“Clear-T ract”  Formulation  That  T reats 
Your  Patient’s  Individual  Coughing  Needs: 
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extra 

benefit 

chart 


All  5 Robitussins  have  an  EXPECTORANT-DEMULCENT  action. 
Keep  this  handy  chart  as  a guide  in  selecting  the  formula  that 
provides  the  extra  benefits  you  want  for  your  patient. 

Cough  Long-Acting  Nasal,  Sinus 

Suppressant  Antihistamine  (6-8  hours)  Decongestant  Non-Narcotic 
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Not  too  little,  not  too  much 
but  just  right! 


"Just  right”  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients’  precise  needs— 
without  regard  to  package  size. 

llosone  Liquid  250 

Erythromycin  Estolate 

(equivalent  to  250  mg.  of  base  per  5-ml  teaspoonful) 


Additional  information  available 
to  the  prolession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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What  Is  the  Place  of 
Tonsillectomy  and  Adenoidectomy? 

RECENTLY  an  attractive  four-year-old 
boy,  J.H.,  was  admitted  to  the  Children’s 
Memorial  Hospital,  University  of  Oklahoma 
Medical  Center,  with  the  following  story: 
Approximately  three  weeks  previously,  his 
seven-year-old  sister  was  taken  to  the  fam- 
ily physician  because  of  a sore  throat.  She 
had  always  enjoyed  good  health  and  had 
not  suffered  from  recurrent  sore  throats  or 
otitis  media.  The  physician  advised  that  as 
soon  as  the  infection  subsided,  she  should 
undergo  a tonsillo-adenoidectomy  (T.  and 
A.).  It  was  suggested  that  our  patient,  the 
four-year-old  brother,  should  also  have  his 
tonsils  and  adenoids  removed  at  the  same 
time  “because  it  would  be  convenient  to  do 
at  the  same  time  and  thus,  would  be  out  of 
the  way.” 

Three  days  before  the  admission  of  our 
patient,  he  and  his  sister  were  both  taken 
to  a hospital  early  on  the  morning  of  the 
day  the  operative  procedure  was  scheduled. 
It  was  decided  that  J.H.,  our  patient,  would 
have  his  operation  first.  After  one  tonsil 
had  been  removed,  he  suddenly  had  a car- 
diac arrest  and  progressed  to  complete 
coma.  Immediately  he  was  rushed  to  the 
Children’s  Memorial  Hospital  where  he  was 
found  to  be  completely  unresponsive  except 
for  primitive  cardiac  and  respiratory  func- 
tions. In  two  days,  he  did  not  regain  con- 
sciousness and  there  was  no  improvement 
in  the  other  signs  resulting  from  severe 
cerebral  anoxia.  He  expired  two  days  later, 
the  victim  of  a “simple,  minor  operation” 
performed  for  “convenience.” 
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The  only  bright  spot  in  this  tragedy  is 
that  the  tonsillectomy  and  adenoidectomy 
was  cancelled  on  J.H.’s  sibling,  his  seven- 
year-old  sister,  in  whom  historically  there 
was  little  or  no  indication  for  the  procedure. 

I must  admit  that  there  are  few  things 
which  make  me  more  indignant  than  to  read 
in  the  newspaper  that  three,  four,  five  or 
even  more  children  have  all  been  hospital- 
ized at  the  same  time  for  tonsil  and  adenoid 
removal.  It  is  difficult,  if  not  impossible,  to 
believe  that  three  or  more  children  in  the 
same  family  could  have  valid  indications 
simultaneously  for  the  removal  of  tonsils 
and  adenoids. 

This  tragic  case,  which  unfortunately  oc- 
curs far  more  commonly  than  it  should,  is 
cited  not  to  condemn  tonsillectomy  and  ade- 
noidectomy per  se,  but  to  condemn  the  per- 
formance of  such  procedure  without  indica- 
tion. In  this  issue,  Snow,1  in  his  article  en- 
titled “Current  Status  of  the  Tonsil  and 
Adenoid  Problem,”  has  provided  a very 
logical  review  of  the  indications  for  removal 
of  the  tonsils  and/or  adenoids.  All  physi- 
cians concerned  with  children  and  with  T. 
and  A.  surgery  will  benefit  from  review  of 
his  article. 

The  term  “tonsils”  is  used  in  its  common- 
ly accepted  sense  of  indicating  the  two 
faucial  tonsils ; the  term  “adenoids,”  as 
synonymous  with  hypertrophied  pharyngeal 
tonsil.  The  tonsils  and  adenoids  are  part  of 
the  lymphoid  tissues  which  circle  the 
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pharynx  and  are  known  collectively  as 
Waldeyer’s  Ring.  This  consists  of  the  lym- 
phoid tissue  on  the  base  of  the  tongue  (lin- 
gual tonsil),  the  two  faucial  tonsils,  the  ade- 
noids (pharyngeal  tonsil)  and  the  lymphoid 
tissue  on  the  posterior  pharyngeal  wall. 
This  tissue  serves  as  a natural  defense 
against  infection;  when  its  defense  mech- 
anism is  overcome,  it  may  become  the  site 
of  acute  or  chronic  infection. 

Since  first  described  by  Celsus2  in  the 
first  century,  removal  of  the  pharyngeal 
tonsils  is  an  operation  that  has  survived 
for  2,500  years.  The  Asiatic  Indians,  who 
were  skilled  in  medicine  1,000  years  B.C. 
or  460  years  before  Hippocrates,  frequently 
removed  tonsillar  tissue.3  Along  with  an- 
other ritualistic  procedure,  circumcision, 
tonsillectomy  and  adenoidectomy  are  the 
most  commonly  performed  operations  in  our 
society,  particularly  in  the  very  young. 

A distinction  can  be  made  between  so- 
cially ordained  procedures  in  which  the 
subject  is  a more  or  less  willing  participant 
and  those  in  which  he  is  clearly  reluctant 
or  has  no  say  in  the  matter.  Infants  and 
children  cannot  be  considered  willing  par- 
ticipants in  procedures  performed  on  their 
bodies,  no  matter  what  mystical  or  social 
roles  may  be  involved.  Many  ritualistic  pro- 
cedures are  performed  on  the  very  young.1 

The  principal  disturbances  of  the  tonsils 
and  adenoids  are  infection  and  hypertrophy. 
The  latter  is  in  most  instances  secondary  to 
infection.  Though  both  tonsils  and  adenoids 
are  usually  removed  at  the  same  operation, 
there  are  good  reasons  for  making  the  de- 
cisions for  tonsillectomy  and  adenoidectomy 
separately,  especially  in  children  under  four 
or  five  years  of  age. 

Although  there  are  certain  generally  ac- 
cepted indications  for  removal  of  the  ton- 
sils (with  or  without  adenoids)  as  Snow1 
has  outlined,  the  survey  by  Bakwin5  showed 
that  the  procedure  is  most  often  performed 
for  enlarged  tonsils  and  adenoids,  frequent 
respiratory  infections  and  parental  demand. 

More  than  two  million  tonsillectomies  and 
adenoidectomies  are  performed  each  year 
in  this  country.6  The  death  rate  is  about 
one  per  1,000  patients  operated  on  each 
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year.  Serious  complications  and  sequelae 
occur  in  15.6  per  1,000  cases  each  year. 
These  include  deaths  from  anesthesia, 
post-operative  hemorrhage  and  sudden  post- 
operative deaths,  and  the  morbidity  asso- 
ciated with  aspiration  pneumonia,  lung  ab- 
scess and  bronchiectasis.7  Important  also 
are  the  acute  and  chronic  effects  on  emo- 
tional development  and  personality.  The 
literature  is  replete  with  evidence  that  ton- 
sillectomy in  childhood  often  has  profound, 
life-long  and  irreversible  repercussions.4' 8>  9 
At  a cost  of  well  over  $150  million  per  year, 
plus  the  expenditure  of  health  manpower, 
it  is  clearly  a procedure  that  deserves  close 
scrutiny.10 

In  his  article,  Snow1  has  discussed  the 
generally  accepted  recommendations  for 
tonsillectomy  and  adenoidectomy.  I would 
like  to  comment  on  the  reasons  why  the  pro- 
cedure is  most  often  performed. 

In  the  survey  by  Bakwin,5  tonsillectomy 
and  adenoidectomy  was  performed  most 
often  for  three  reasons : enlarged  tonsils 
and  adenoids,  frequent  respiratory  infec- 
tions and  parental  demand.  Snow1  has 
pointed  out  that  the  normal  pattern  of 
growth  and  development  of  lymphoid  tis- 
sue in  children  must  be  kept  in  mind  when 
assessing  the  need  for  removal  of  the  ton- 
sils and  adenoids.  Thus,  during  the  child’s 
early  school  years,  when  most  tonsillec- 
tomies and  adenoidectomies  are  performed, 
the  tonsils  and  adenoids  appear  enlarged 
because  lymphoid  hyperplasia  is  physiologic 
during  these  years.  As  a matter  of  fact,  the 
absence  of  “enlarged”  tonsils  and  adenoids 
in  this  age  group  is  so  unusual  that  it  may 
suggest  the  presence  of  an  immune  defi- 
ciency disorder.  Most  tonsils  considered  to 
be  hypertrophic  actually  are  normal  in  size; 
the  misinterpretation  results  from  failure 
to  appreciate  that  tonsils  are  normally  larg- 
er during  childhood  than  in  later  years. 
Tonsils  may,  however,  virtually  meet  in  the 
midline  in  some  children  who  are  quite 
asymptomatic.  Tonsils  of  avei'age  size  are 
projected  toward  the  midline  when  the  child 
is  gagged  and  may  be  interpreted  by  the 
physician  who  is  unaware  of  the  relatively 
large  size  of  the  tonsil  during  childhood  as 
being  hypertrophied.  On  the  other  hand, 
infection  does  not  always  cause  hypertrophy 
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and  chronically  infected  tonsils  may  be 
small  and  embedded  behind  the  faucial  pil- 
lars. In  the  evaluation  of  chronic  tonsillar 
infection,  a history  of  repeated  or  essential- 
ly constant  sore  throat  is  of  more  value  than 
examination. 

Although  the  relationship  and  the  role  of 
tonsillar  tissue  in  immunity  has  not  been 
entirely  clarified,  as  Snow1  points  out,  there 
is  an  impressive  body  of  evidence  to  suggest 
that  tonsillar  tissue  plays  an  important  role 
in  host  defenses.  Concurrent  or  very  recent 
tonsillectomy  predisposes  to  bulbar  polio- 
myelitis and  even  remote  tonsillectomy  has 
a similar  but  less  marked  effect.  The  late 
President  Franklin  Delano  Roosevelt  under- 
went a tonsillectomy  at  age  37  years.  Less 
than  21  months  later,  he  was  afflicted  with 
poliomyelitis.  One  can  only  speculate  about 
the  possible  cause-and-effect  relationship 
and  what  influence  his  operation  may  have 
had  on  affairs  of  this  country  and  for  that 
matter  the  world.11  Ogra12  has  shown  re- 
cently that,  following  immunization  with 
live  poliovaccine,  the  antibody  response  to 
poliovirus  in  the  nasopharyngeal  mucosa  was 
two  to  four-fold  higher  in  children  with 
intact  tonsils  than  in  those  whose  tonsils 
had  been  removed.  Poskanzer13  has  report- 
ed a significant  correlation  between  the  oc- 
currence of  multiple  sclerosis  and  previous 
removal  of  tonsils  and  adenoids.  Robert 
Good14  has  stated  “We  still  do  not  under- 
stand the  role  in  the  body  economy  but  we 
believe  the  tonsils  are  a major  factor  in 
early  defense  functioning  as  peripheral 
lymphoid  organs  in  antibody  synthesis.”  If 
tonsillar  or  other  lymphoid  tissue  is  re- 
moved after  the  newborn  period,  immuno- 
logic defects  may  not  become  apparent  for 
a relatively  long  period  of  time.15 

As  previously  pointed  out,  frequent  res- 
piratory infections  represent  one  of  the  most 
frequently  stated  reasons  for  performance 
of  T.  and  A.  McCorkle  and  colleagues10 
studied  the  occurrence  and  severity  of  com- 
mon non-specific  infections  of  the  upper 
respiratory  tract  in  a large  group  of  ton- 
sillectomized  and  non-tonsillectomized  chil- 
dren. An  important  feature  of  this  study 
was  the  adjustment  of  the  data  according 
to  the  varying  incidence  of  infection  with 
age  and  season.  They  found  that  the  attack 
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rate  in  tonsillectomized  children  was  similar 
to  that  of  children  of  comparable  age  who 
were  not  operated.  Also  there  was  no  evi- 
dence of  a difference  in  type  of  respiratory 
infection  between  the  two  groups.  Paton17 
came  to  the  same  conclusion  in  an  English 
study. 

McKee18  studied  413  children  between  the 
ages  of  two  and  fifteen  years  referred  for 
surgery  because  of  repeated  respiratory  in- 
fections, cervical  adenitis,  otitis  media,  al- 
lergy and  chronic  cough.  In  about  half  this 
population  selected  at  random,  the  operation 
was  deferred  to  two  years.  The  controls 
and  the  patients  operated  on  were  followed 
for  two  years.  This  study  indicated  1.96 
episodes  of  sore  throat  per  child  per  year 
in  the  control  subjects  and  0.39  episodes 
per  year  per  child  in  tonsillectomized  sub- 
jects. North,19  after  analyzing  the  results  of 
this  study,  stated  “The  benefits  reported  by 
McKee  (taken  at  face  value  and  not  dis- 
counted for  placebo  effect)  give  each  ton- 
sillectomized child  1.6  fewer  total  illnesses, 
3.4  fewer  days  in  bed,  5.8  fewer  days  lost 
from  school,  1.2  fewer  physician  visits,  0.16 
fewer  episodes  of  otitis  and  1.56  fewer  sore 
throats.  The  costs  of  these  benefits  include 
approximately  $200  in  hospital  and  phy- 
sician fees,  a risk  of  death  of  one  to  three 
per  10,000,  approximately  three  days  in  bed 
for  the  operation,  approximately  five  days 
lost  from  school  because  of  the  operation,  at 
least  one  severe  sore  throat  associated  with 
the  operation,  and  0.19  operative  complica- 
tions including  0.035  episodes  with  otitis.” 

Tonsillectomy  was  at  one  time  almost  a 
routine  procedure  in  patients  with  rheu- 
matic fever.  The  studies  of  Quinn,  Denny 
and  Riley20  as  well  as  others  have  shown 
that  the  presence  or  absence  of  tonsils  does 
not  affect  the  hemolytic  streptococci  car- 
rier rate.  Snow1  has  emphasized  that  the 
indications  for  tonsillectomy  and  adenoidec- 
tomy  in  children  with  histories  of  rheu- 
matic fever  or  glomerulonephritis  are  the 
same  as  for  other  children. 

In  another  study,  McKee21  showed  that 
adenoidectomy  alone  caused  the  same  re- 
duction in  otitis  media  as  the  combined  pro- 
cedure and  concluded  that  adenoidectomy 
was  the  operation  of  choice  for  recurrent 
otitis  media.  Mawson,  et  al.22  in  a similarly 
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designed  study  of  404  children  found  that 
the  incidence  of  otitis  media  was  not  affect- 
ed by  tonsillectomy  and  adenoidectomy,  al- 
though the  frequency  of  infection  of  the 
upper  respiratory  tract  and  sore  throat  was 
reduced  in  only  the  first  post-operative 
year.  The  improvement  could  conceivably 
be  due  to  an  operation  rather  than  the  op- 
eration.6 Comparatively  few  children  who 
undergo  an  adenoidectomy  alone  subse- 
quently develop  an  indication  for  tonsil- 
lectomy.1 

Evans,23  after  recently  reviewing  the  body 
of  controlled  statistical  data,  concludes  that 
there  is  no  compelling  evidence  of  any  long- 
term benefit  from  tonsillectomy  and  ade- 
noidectomy. He  states  that  some  short-term 
benefits  may  be  derived  in  children  four  to 
six  years  of  age  with  severe  recurrent  ton- 
sillitis. Also,  adenoidectomy  alone  occasion- 
ally improves  severe  recurrent  otitis  media. 
Haggerty,10  after  evaluating  many  of  the 
same  data,  believes  that  the  combined  op- 
eration should  be  sharply  limited  before  the 
age  of  four  years  and  performed  only  for  a 
severe  and  persistent  nasal  or  pharyngeal 
obstruction  or  for  recurrent  bacterial  ton- 
sillitis. For  recurrent  otitis  media  he  advo- 
cates medical  management  first  and,  if 
these  measures  prove  unsuccessful,  the  per- 
formance of  adenoidectomy  alone.  Under 
these  conditions,  no  more  than  two  or  three 
percent  of  the  entire  pediatric  population 
should  require  T.  and  A.  Yet,  despite  its 
meager  scientific  justification  and  a grow- 
ing critical  attitude  about  its  indications  by 
many  pediatricians  and  otolaryngologists, 
approximately  20  to  30  percent  of  the  chil- 
dren in  most  communities  still  undergo  this 
procedure.4 

The  third  major  reason  why  tonsillectomy 
and  adenoidectomy  is  done  relates  to  pa- 
rental pressure  to  perform  the  operation. 
The  willingness  of  physicians  to  comply 
with  parental  demand  has  institutionalized 
and,  indeed,  ritualized  the  operation  to  a 
considerable  extent.  Furman19  states  that 
parental  attitudes,  at  least  on  the  conscious 
level,  are  based  mainly  on  two  misconcep- 
tions: That  the  only  function  of  the  tonsil 
is  to  be  removed  surgically  and  that  all  res- 
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piratory  illnesses,  in  particular  sore  throats, 
are  equated  with  tonsillitis.  Blame  for  any 
illness  can  be  shifted  conveniently  to  the 
tonsils.  It  should  be  noted  that  tonsillec- 
tomy tends  to  be  performed  much  more  often 
in  the  children  of  wealthy  parents  who  are 
in  the  professional  and  managerial  classes.7 
Furthermore,  circumcised  boys  are  seven 
times  more  likely  to  have  undergone  ton- 
sillectomy in  early  childhood  than  uncir- 
cumcised boys.25  This  suggests  that  those 
families  partaking  of  one  ritual  involving 
their  children  may  be  more  apt  to  indulge 
in  another.4  As  Ferguson26  states,  “When  a 
responsible  physician  maintains  that  even 
today  most  tonsils  and  adenoids  are  pri- 
marily removed  because  of  parental  pres- 
sure, simple  enlargement,  or  mere  recurrent 
upper  respiratory  infections,  the  time  has 
come  to  ask  him  to  define  the  raison  d’etre 
of  a medical  advisor.” 

Decisions  to  remove  tonsils  should  be 
based  so  far  as  possible  on  symptoms  and 
signs  related  to  the  tonsils  as  Snow1  has 
emphasized.  Tonsillectomy  should  not  be 
recommended  as  a panacea  for  unrelated 
disturbances.  No  systemic  disturbance  in 
itself  is  an  indication  for  tonsillectomy  and 
the  decision  should  be  based  purely  on  local 
indications.  The  tonsils  and/or  adenoids 
should  not  be  removed  in -a  blind  search  for 
a focus  of  infection  or  as  a remedy  for  un- 
dernutrition. It  seems  clear  that  T.  and  A. 
is  often  performed  without  clear  indication, 
frequently  for  fulfillment  of  parental  need. 
The  performance  of  tonsillectomy  and  ade- 
noidectomy on  subjects  under  the  age  of 
five  years  should  be  sharply  limited  because 
of  the  emotional  vulnerability  of  the  child 
during  this  period  of  development.  The  in- 
dications at  any  age  should  probably  be  re- 
stricted to  recurrent  tonsillitis,  peritonsillar 
abscess,  recurrent  otitis  media,  and  severe 
airway  obstruction  and  adenoidectomy 
alone  is  probably  sufficient  for  the  latter 
two  conditions.4  Above  all  the  physician 
should  recall  the  tenet  “primum  non  nocere” 
in  consideration  of  this  question.  Harris 
D.  Riley,  Jr.,  M.D.  □ 
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as  he  reads  and  answers  questions  from  a stack  of  cards  submitted  by  the 
audience.  Plan  to  attend  the  meeting  and  be  sure  to  hear  Mr.  Capp  who  is  one 
of  the  most  popular  speakers  in  America  today. 
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“Lives  of  great  men 
all  remind  us.” 

This  line  of  poetry 
says  much  to  the  aver- 
age practicing  physi- 
cian. Most  of  us,  though 
not  destined  nor  capable 
of  greatness,  should  an- 
swer the  high  calling  of 
our  profession  by  con- 
tributing to  medical  education.  Ours  is  a 
unique  position  because  of  our  close  contact 
and  experience  with  patients.  When  we 
chance  to  contemplate  and  reassess  our  re- 
sponsibilities we  might  well  become  better 
clinicians  by  widening  our  horizons  beyond 
the  office  or  hospital  bedside.  Most  of  us 
feel  that  we  are  not  capable  of  research,  but 
where  is  such  quite  as  pointed  or  applicable 
as  in  the  physician-patient  relationship.  This 
I would  term  as  the  only  applicable  research. 
So  much  nonsensical  medical  research  is 
carried  out  without  the  benefit  of  practical 
application  that  our  experience  here  would 
be  profound. 

“We  could  make  our  lives  sublime.” 
Another  verse  . . . but  what  could  bene- 
fit us  more  than  aside  from  our  routine 
duties  we  might  keep  a wary  eye  peeled  for 
a prospective  physician  among  our  practice. 
Many  well-motivated,  eager  young  men  pass 


up  the  chance  to  study  medicine  because 
of  the  lack  of  encouragement  and  guidance. 
Who  could  better  evaluate  a prospective 
physician  than  we  who  have  an  opportunity 
to  observe  so  closely  these  young  people. 
Might  we  not  improve  our  minds  and  be 
intellectually  more  alert  by  sitting  on  a 
medical  school  admissions  board  one  night 
a week  during  these  most  important  delib- 
erations, than  pursuing  a selfish  recreation. 

We  are  so  busy  we  haven’t  time  to  help 
solve  hospital  efficiency  problems,  but  then 
again,  who  could  make  better  judgement  de- 
cisions than  the  men  who  daily  spend  much 
time  within  these  confines?  In  this  most 
important  phase  of  patient  care  once  again 
we  abrogate  our  responsibilities  to  those 
less  capable  only  to  stand  by  in  shocked  si- 
lence when  some  decision  unfavorable  to  our 
profession  is  rendered  by  nonprofessionals. 

“ And  departing  leave  behind  us  footprints 
on  the  sands  of  time.” 

Though  most  of  us  will  not  achieve  such 
a lofty  goal  as  described  above,  all  are  ca- 
pable of  some  contribution.  In  an  era  when 
practicing  physicians  are  so  desperately 
needed,  let  us  be  aware  of  our  capabilities 
of  passing  on  to  young  physicians  our  ex- 
perience, and  to  take  every  opportunity  to 
enlarge  our  sphere  of  medical  influence.  □ 


Sincerely  yours, 


t 
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Current  Status  of  the 
Tonsil  and  Adenoid  Problem 


JAMES  B.  SNOW,  Jr.,  M.D. 

The  judgment  as  to  whether  a 
tonsillectomy  and  adenoidectomy 
should  he  performed  rests  on 
whether  the  chance  of  relief  of  a 
specific  symptom  or  complication  of 
lymphoid  infection  or  hyperplasia 
merits  the  Hsks  of  the  known 
operative  morbidity  and  mortality. 

Tonsillectomy  and  adenoidectomy  re- 
main the  most  frequently  performed  opera- 
tive procedures  in  the  United  States.  Over 
2,000,000  tonsillectomies  and  adenoidec- 
tomies  are  performed  each  year  in  this 
country.1  The  mortality  from  these  pro- 
cedures is  around  300  per  year  or  0.015  per- 
cent. Some  estimate  that  in  affluent  com- 
munities one-third  of  the  children  have  had 
tonsillectomy  and  adenoidectomy  by  the 
age  of  12  years.  It  is  difficult  to  justify  the 
frequency  with  which  these  operations  are 
performed  on  the  basis  of  current  indica- 
tions. There  are  valid  indications  for  these 
procedures;  however,  the  use  of  these  op- 
erations on  this  scale  requires  careful 
scrutiny. 

From  the  Department  of  Otorhinolaryngology,  University  of 
Oklahoma  Medical  Center,  Oklahoma  City. 
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There  continues  to  be  widespread  lay  and 
professional  misunderstanding  of  the  role 
of  these  procedures.  Generalizations  about 
their  effectiveness  are  largely  a matter  of 
clinical  impression  and  are  not  substanti- 
ated by  critical  analysis  of  the  results  of 
valid  studies.  In  all  fairness,  the  problem 
is  exceedingly  difficult  to  study  in  an  objec- 
tive manner. 

Most  frequently  these  operations  are  per- 
formed to  relieve  conditions  produced  by 
lymphoid  hyperplasia.  These  procedures 
are  thought  of  as  an  attempt  to  restore  nor- 
mal physiology  in  the  upper  respiratory 
tract  when  medical  management  has  failed. 
Differentiation  between  normal  or  physio- 
logic lymphoid  hyperphasia  and  pathologic 
lymphoid  hyperplasia  is  often  difficult. 
Since  both  may  cause  otitic  or  even  cardiac 
complications,  the  question  is  often  mean- 
ingless. Nevertheless,  knowledge  of  the  nor- 
mal lymphoid  hyperplasia  that  occurs  in  the 
process  of  growth  and  development  must  be 
taken  into  consideration  in  the  evaluation  of 
the  symptoms  and  complications  of  tonsillar 
and  adenoidal  hyperplasia  in  an  individual 
patient.  The  rate  of  increase  of  lymphoid 
tissue  is  relatively  rapid  throghout  the  first 
decade  so  that  by  ten  years  of  age  there  is 
nearly  twice  as  much  lymphoid  tissue  includ- 
ing the  tonsils  and  adenoids  as  will  be  pres- 
ent at  maturity.  A childhood  excess  of  lym- 
phoid tissue,  as  judged  by  adult  standards, 
may  be  considered  physiologic  rather  than 
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pathologic  and  may  be  expected  to  disappear 
in  connection  with  normal  developmental 
changes  during  the  second  decade.  This 
unique  pattern  of  change  exhibited  by  lym- 
phoid tissue  must  be  kept  in  mind  when  as- 
sessing the  tonsils  and  adenoids.  In  an  in- 
dividual patient,  age  plays  a decisive 
role.  A 12  or  13-year-old  child  with  nasal 
obstruction  on  the  basis  of  adenoid  hyper- 
plasia has  a favorable  outlook  with  con- 
servative management.  On  the  other  hand, 
a six-year-old  child  with  the  same  problem 
is  likely  to  have  six  to  eight  years  before 
normal  lymphoid  involution  can  play  a bene- 
ficial role.  The  mid-teenager  or  young  adult 
with  sufficient  adenoid  hyperplasia  to  pro- 
duce nasal  obstruction,  though  an  unusual 
problem  requiring  careful  evaluation,  is  not 
likely  to  be  benefited  from  watchful  waiting. 

The  physiologic  changes  in  lymphoid  tis- 
sue due  to  growth  and  development  are 
only  one  form  of  hyperplasia  that  is  en- 
countered. It  is  a general  phenomenon  af- 
fecting lymphoid  structures  throughout 
the  body  and  is  not  necessarily  related  to 
upper  respiratory  allergy  and  infection. 

The  cause  of  lymphoid  hyperplasia  that 
is  most  difficult  to  recognize  for  what  it  is 
is  the  lymphoid  hyperplasia  that  occurs  as 
a response  to  allergic  reactions.  Generally 
this  form  of  lymphoid  hyperplasia  tends  to 
be  handled  surgically  without  initial  appre- 
ciation of  its  etiologic  basis.  There  are  suf- 
ficient reasons  for  this  state  of  affairs.  It 
is  often  difficult  to  differentiate  the  role  of 
physiologic  hyperplasia  of  growth  and  de- 
velopment and  the  hyperplasia  of  infection 
from  the  hyperplasia  of  allergic  reactions. 
It  is  often  difficult  to  evaluate  the  efficacy  of 
allergic  management  until  the  hyperplastic 
adenoids  have  been  removed.  Nevertheless, 
one  becomes  painfully  aware  of  the  failure 
of  adenoidectomy  to  solve  a problem  such 
as  serous  otitis  media  in  the  child  whose 
basic  problem  is  an  upper  respiratory  al- 
lergy. 

The  major  cause  of  pathologic  tonsillar 
and  adenoidal  hyperplasia  is  infection.  Bac- 
terial infection  such  as  streptococcal 
pharyngitis  and  tonsillitis  produces  tran- 
sient tonsillar  and  adenoidal  hypertrophy. 
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On  the  other  hand,  viral  infection  produces 
prolonged  periods  of  lymphoid  hyperplasia 
lasting  three  or  more  months.2  In  particu- 
lar, the  adenoviruses  appear  to  be  the  worst 
offenders  in  this  situation.  It  is  of  particu- 
lar interest  that  adenoviruses  have  been  iso- 
lated from  62  percent  of  adenoids  which 
have  been  removed  surgically.3  Adenovirus 
Types  1,  2,  3 and  5 may  remain  in  the  ton- 
sils and  adenoids  as  latent  agents  for  long 
periods.  Many  children  who  have  sufficient 
symptoms  and  complications  of  lymphoid 
hyperplasia  in  the  upper  respiratory  tract 
to  require  a tonsillectomy  and  adenoidec- 
tomy go  from  one  viral  infection  to  another 
over  a period  of  months  and  thereby  remain 
in  a state  of  perpetual  lymphoid  hyper- 
plasia. It  is  of  interest  to  speculate  as  to 
how  frequently  these  operative  procedures 
would  be  required  if  an  effective  control  of 
upper  respiratory  viral  infections  were 
available. 

INDICATIONS  FOR  REMOVAL  OF 
THE  TONSILS  AND  ADENOIDS 

The  indications  for  the  removal  of  the 
tonsils  and  adenoids  continue  to  be  a sub- 
ject of  debate.  In  operative  procedures  in 
which  there  is  risk  of  mortality  and  mor- 
bidity, considerable  care  must  be  exercised 
in  the  recommendation  of  these  procedures 
in  an  individual  patient. 

In  current  practice  the  most  common  in- 
dication for  these  procedures  is  serous  otitis 
media.  A sterile  effusion  in  the  middle  ear 
space  lasting  six  weeks  or  longer  either  oc- 
curring de  novo  or  following  acute  otitis 
media  in  a child  that  does  not  respond  to 
medical  management  responds  regularly 
but  not  invariably  to  adenoidectomy.  The 
use  of  myringotomies  with  the  insertion  of 
tympanostomy  tubes  at  the  same  anesthesia 
increases  the  percentage  of  successful  re- 
sults. 

Chronic  otitis  media  in  children  repre- 
sents another  common  indication  for  the 
procedure.  The  rationale  for  the  procedure 
is  to  reduce  the  severity  and  frequency  of 
exacerbations  of  the  chronic  otitis  media 
writh  upper  respiratory  infections.  It  pre- 
pares the  patient  for  subsequent  mastoidec- 
tomy and  tympanoplasty  in  the  hope  of 
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maintaining  the  best  possible  result. 

These  otitic  conditions  are  indications 
mainly  for  adenoidectomy.  Frequently  an 
adenoidectomy  alone  is  indicated  and  there 
is  no  need  for  tonsillectomy. 

All  other  indications  for  these  procedures 
are  much  less  frequently  justified.  How- 
ever, in  an  individual  patient,  any  one  of 
the  indications  discussed  below  may  be  just 
as  pressing  and  just  as  valid  as  the  two  al- 
ready mentioned. 

Recurrent  acute  bacterial  tonsillitis  due 
to  Group  A Streptococcus  occurring  three 
to  four  times  during  a year  in  children  from 
two  to  seven  years  of  age  can  be  adequate- 
ly managed  with  antibiotics  such  as  peni- 
cillin or  other  appropriate  antibiotics  when 
given  for  a 12-day  course  of  therapy.  The 
rationale  for  this  length  of  treatment  is  that 
a shorter  period  may  not  eliminate  a strep- 
tococcal infection.  Rapidly  recurring  ton- 
sillitis after  brief  courses  of  antibiotic  ther- 
apy does  not  have  the  same  significance  in 
terms  of  an  indication  for  tonsillectomy  as 
rapid  recurrence  after  adequate  treatment. 
Such  rapid  recurrence  of  tonsillitis  after 
brief  courses  of  antibiotic  therapy  is  to  be 
expected  and  may  have  considerable  signif- 
icance in  terms  of  the  development  of  rheu- 
matic fever  and  glomerulonephritis.  Aside 
from  inappropriate  selection  of  antibiotics 
and  inadequate  duration  of  treatment,  the 
other  major  problem  that  must  be  consid- 
ered in  recurrent  streptococcal  tonsillitis  is 
whether  the  streptococcus  is  being  passed 
back  and  forth  among  family  members.  This 
problem  requires  simultaneous  culture  of 
the  whole  family  and  simultaneous  treat- 
ment of  all  carriers.  Nevertheless,  there  are 
a number  of  children  who  develop  tonsillitis 
within  a few  days  after  the  completion  of 


Since  his  graduation  from  Harvard 
Medical  School,  James  B.  Snow,  Jr.,  M.D., 
has  been  certified  by  the  American  Board 
of  Otolaryngology.  He  is  presently  Profes- 
sor and  Head  of  the  Department  of  Oto- 
rhinolaryngology at  the  University  of  Okla- 
homa Medical  Center.  He  is  affiliated  with 
the  American  Academy  of  Ophthalmology 
and  Otolaryngology,  the  American  College 
of  Surgeons,  and  the  American  Laryngo- 
logical,  Rhinological  and  Otological  Society. 
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adequately  long  treatment  with  an  appro- 
priate antibiotic.  When  this  pattern  can  not 
be  altered  medically,  tonsillectomy  and  ade- 
noidectomy are  indicated.  Likewise,  ado- 
lescents and  adults  who  fall  into  this  pat- 
tern require  tonsillectomy. 

Chronic  tonsillitis  with  persistent  sore 
throat,  either  briefly  relieved  or  not  at  all 
relieved  by  antibiotic  therapy,  still  consti- 
tutes a frequent  indication  for  tonsillectomy. 
Likewise,  one  peritonsillar  abscess  is  an  in- 
dication for  tonsillectomy.  The  problem  in 
peritonsillar  abscess  is  the  likelihood  of  re- 
current peritonsillar  abscesses.  The  expla- 
nation for  this  propensity  of  peritonsillar 
abscesses  to  recur  is  often  apparent  at  sur- 
gery six  weeks  after  the  abscess  has  resolved 
clinically  when  one  finds  a milliliter  or  more 
of  pus  between  the  tonsillar  capsule  and  the 
superior  constrictor  of  the  pharynx.  For- 
tunately, peritonsillar  abscesses  are  rarely 
encountered  in  children  under  the  age  of 
ten. 

Recurrent  acute  otitis  media  is  a fairly 
frequent  indication  for  these  procedures. 
However,  many  children  between  one  and 
six  years  of  age,  who  have  two  or  three  epi- 
sodes of  acute  otitis  media  per  year  which 
completely  resolve  with  antibiotic  therapy 
and  if  necessary  myringotomy,  do  not  need 
a tonsillectomy  and  adenoidectomy.  On  the 
other  hand,  the  child  who  is  on  antibiotic 
therapy  for  otitis  media  half  of  the  time 
should  be  considered  for  these  procedures. 
The  duration  of  pain,  the  presence  of  spon- 
taneous perforation  of  the  tympanic  mem- 
brane, the  regularity  with  which  myringo- 
tomy is  required,  the  associated  systemic 
symptoms  all  deserve  consideration  in  the 
evaluation  of  this  indication  for  these  pro- 
cedures. Febrile  convulsion  with  either 
otitis  media  or  tonsillitis  weigh  heavily  in 
favor  of  these  operations  since  antibiotic 
therapy  ordinarily  is  not  initiated  prior  to 
the  convulsion. 

Persistent  nasal  obstruction  due  to  ade- 
noidal hyperplasia  as  already  indicated  is 
a problem  in  which  the  age  of  the  patient 
as  well  as  the  severity  of  the  problem  must 
be  considered.  Persistent  and  recurrent 
purulent  rhinorrhea  in  spite  of  adequate 
antibiotic  therapy  is  occasionally  encoun- 
tered on  the  basis  of  adenoidal  hyperplasia 
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and  chronic  adenoiditis.  True  sinusitis  in 
children  without  an  underlying  immuno- 
logic or  other  defense  mechanism  defect  is 
relatively  rare  but  is  rather  regularly  im- 
proved or  eliminated  by  adenoidectomy. 

Tuberculous  cervical  lymphadenitis  is  no 
longer  considered  an  indication  for  tonsil- 
lectomy in  view  of  the  fact  that  it  is  gen- 
erally agreed  that  most  often  this  process 
results  from  hematogenous  spread  from  a 
pulmonary  infection.4  Although  tubercu- 
lous tonsillitis  and  lymphadenitis  are  oc- 
casionally observed  simultaneously  in  adults, 
the  treatment  of  choice  in  this  situation  is 
chemotherapy. 

A history  of  rheumatic  fever  or  glomeru- 
lonephritis does  not  represent  an  indication 
for  these  procedures  since  tonsillectomy  and 
adenoidectomy  do  not  affect  the  recurrence 
rate  of  either  of  them.  Interestingly  though, 
Matanoski,  et  al.5  found  that  streptococcal 
infection  and  isolation  rates  were  signifi- 
cantly lower  in  an  individual  who  had  had 
a tonsillectomy.  Generally  the  same  indica- 
tions hold  for  children  with  a history  of 
rheumatic  fever  and  glomerulonephritis  as 
hold  for  other  children.  Children  with  the 
nephrotic  syndrome  who  have  an  exacerba- 
tion of  albuminuria  with  tonsillitis  or  otitis 
media  deserve  careful  consideration  for 
these  procedures. 

A most  rewarding  indication  for  these 
procedures  has  come  to  light  in  recent  years 
for  the  child  with  sufficient  lymphoid  hyper- 
plasia to  result  in  alveolar  hypoventilation. u 
In  children  with  alveolar  hypoventilation  on 
the  basis  of  upper  respiratory  lymphoid 
hyperplasia  resulting  in  carbon  dioxide  re- 
tention and  subsequent  pulmonary  hyper- 
tension, the  cor  pulmonale  is  dramatically 
reversed  by  tonsillectomy  and  adenoidec- 
tomy. 

A debatable  indication  for  these  proced- 
ures is  tongue  thrusting  or  reverse  swallow- 
ing. Ricketts7' 8 makes  a strong  case  from 
the  orthodontic  point  of  view  that  all  stub- 
born tongue  thrusting  is  on  the  basis  of  up- 
per respiratory  obstruction.  More  must  be 
learned  about  the  basic  problem  of  tongue 
thrusting  before  definite  conclusions  about 
its  management  can  be  stated. 
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The  question  of  the  value  of  these  pro- 
cedures in  allergic  children  continues  to  be 
debated.  The  fear  of  the  development  of 
asthma  in  allergic  children  after  a tonsil- 
lectomy and  adenoidectomy  is  probably  not 
valid.  The  same  indications  for  these  pro- 
cedures apply  to  allergic  children  as  to  non- 
allergic  children.  By  analogy  to  the  alveolar 
hypoventilation  leading  to  respiratory  aci- 
dosis produced  by  upper  respiratory  lym- 
phoid hyperplasia,  an  interesting  concept 
has  evolved;  that  is,  nocturnal  asthma  may 
be  produced  by  respiratory  acidosis.  Res- 
piratory acidosis  is  known  to  produce  an 
epinephrine  fast  state  in  asthmatics.  Cor- 
rection of  this  state  requires  intravenous 
bicarbonate  solutions  before  the  broncho- 
spasm  can  be  relieved.  Whether  upper  res- 
piratory tract  lymphoid  hyperplasia  is  re- 
lated to  the  initiation  of  the  nocturnal  asth- 
matic attack  remains  an  interesting  con- 
jecture. 

Currently  much  is  made  of  the  impor- 
tance of  hyperthermia  of  104°  F.  or  greater 
in  relationship  to  acute  tonsillitis  and  some 
advocate  including  the  consideration  of  how 
high  the  temperature  goes  as  an  indication 
for  these  procedures.  The  thesis  is  that 
more  harm  results  from  hyperthermia 
in  childhood  than  we  have  been  accustomed 
to  believe.  Fevers  of  103°  to  105°  are  usual 
with  acute  tonsillitis.  Until  more  is  known 
about  the  deleterious  effects  of  temporarily 
interrupting  aerobic  metabolism  at  these 
temperatures,  this  indication  should  be 
viewed  with  caution. 

McKee9  made  an  interesting  study  of  the 
effects  of  tonsillectomy  and  adenoidectomy 
in  children.  He  excluded  from  his  study  all 
children  with  the  indications  of  peritonsil- 
lar abscess,  pyrexial  tonsillitis  accompanied 
by  convulsions  or  exacerbations  of  renal  or 
rheumatic  disease,  frequent  or  severe  ton- 
sillitis over  a period  of  several  years  despite 
continuous  antibiotic  therapy,  deafness,  re- 
current or  chronic  otitis  media  and  proven 
sinusitis.  He  selected  patients  with  three  or 
more  isolated  throat  infections  with  cervical 
adenitis  within  the  previous  12  months  and 
carried  out  random  selection  for  tonsillec- 
tomy or  observation.  Surprisingly,  the  op- 
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eration  seemed  to  be  beneficial  in  reducing 
upper  respiratory  infections  in  children 
under  five  years  of  age.  No  benefit  was 
found  in  children  over  eight  years  of  age. 
The  severity  of  the  problem  in  his  study 
group  would  not  in  my  opinion  justify  the 
risk  of  the  procedure.  In  a child  in  which 
adenoidectomy  is  indicated  and  the  tonsils 
are  left,  what  are  the  chances  that  a tonsil- 
lectomy will  subsequently  be  indicated? 
Young10  found  in  six  to  nine  year  follow-up, 
one  in  eight  subsequently  developed  indica- 
tions for  tonsillectomy.  Of  those  children 
who  had  the  adenoidectomy  after  six  years 
of  age,  only  one  in  20  developed  an  indica- 
tion for  tonsillectomy.10  It  appears  that  if 
an  adenoidectomy  alone  is  likely  to  solve 
the  otitis  problem,  the  tonsils  may  be  left 
with  acceptable  probability  that  a second 
procedure  will  not  be  required. 

One  of  the  more  interesting  questions  re- 
garding tonsillectomy  and  adenoidectomy 
has  unfolded  with  the  recent  advances  in  the 
knowledge  of  the  ontogeny  of  immunity.  In 
the  study  of  the  avian  lymphoid  system,  two 
separate  cells  systems  having  distinct  mor- 
phology and  function  emerged.  The  thymus 
was  shown  to  be  necessary  for  the  develop- 
ment and  function  of  a population  of  lym- 
phoid cells,  mainly  small  lymphocytes,  in 
peripheral  lymphoid  tissues.  As  in  mam- 
mals, the  avian  thymus  system  of  cells  af- 
fects delayed  allergic  reactions,  graft  versus 
host  reactivity,  and  at  least  the  major  por- 
tion of  homograft  rejection.  These  immu- 
nologic functions  are  collectively  termed 
cellular  immunity.  On  the  other  hand,  plas- 
ma cell  and  germinal  center  development 
was  demonstrated  to  be  dependent  on  the 
intestinal  bursa  of  Fabricius.  The  bursal 
system  of  cells  is  responsible  for  the  syn- 
thesis of  immunoglobulins  or  circulating 
antibodies.  Removal  of  the  bursa  of  Fabri- 
cius in  newly  hatched  chicks  prevents  de- 
velopment of  normal  antibody  producing 
capability.  The  lymphoid  cells  in  the  bursa 
of  Fabricius  are  small  lymphocytes  related 
intimately  to  gut  epithelium.  The  question 
arose  as  to  what  mammalian  tissue  is  equiv- 
alent to  the  avian  bursa  of  Fabricius.  What 
lymphoid  tissue  has  germinal  center  lym- 
phoid structure,  is  associated  with  gut  epi- 
thelium, exhibits  maximal  growth  in  early 


life,  and  shows  involution  later  in  life  fol- 
lowing sexual  maturation?  Cooper,  et  al.n 
considered  the  palatine  tonsils  to  be  a like- 
ly candidate  for  the  bursal  role.  However, 
they  have  been  unable  to  demonstrate  an  ef- 
fect on  antibody-synthesizing  capacity  in 
rabbits  after  neonatal  tonsillectomy  even  in 
combination  with  total  body  irradiation.  On 
further  study  of  this  problem,  they  found 
that  removal  of  intestinal  lymphoepithelial 
structures  in  rabbits  analagous  to  Peyer’s 
patches  in  man  resulted  in  effects  on  im- 
munologic development  consistent  with  bur- 
sectomy  in  birds. 

Other  studies  of  the  immunologic  impor- 
tance of  the  tonsils  and  adenoids  have  not 
been  particularly  illuminating.  The  human 
immunoglobulins  have  been  recently  sum- 
marized by  Waldman.12  In  studies  of  im- 
munoglobulins in  the  tonsils,  Kawarada13 
found  only  IgA  and  no  IgM  or  IgG.  Like- 
wise, Rossen14  has  demonstrated  IgA  in  the 
tonsils  but  has  found  similar  amounts  of 
IgA  in  the  cells  of  many  tissues  lining  the 
oral  and  respiratory  passages.  On  the  basis 
of  the  current  immunologic  evidence  re- 
moval of  the  tonsils  and  adenoids  does  not 
appear  to  be  deleterious  from  an  immuno- 
logic point  of  view. 

It  is  apparent  that  no  attempt  has  been 
made  to  discuss  the  very  important  sub- 
ject of  the  specific  contraindications  to 
these  procedures  such  as  bleeding  tenden- 
cies, blood  dyscrasias,  etc. 

SUMMARY 

The  main  question  regarding  the  decision 
as  to  whether  the  tonsils  and  adenoids 
should  be  removed  is  unchanged  from  past 
years.  The  main  question  in  an  individual 
patient  assuming  there  is  no  specific  con- 
traindication relates  to  the  judgment  of 
whether  the  relief  of  a specific  symptom  or 
complication  of  lymphoid  hyperplasia  or  the 
relief  of  recurrent  or  persistent  infection 
merits  the  risks  of  the  known  operative  mor- 
bidity and  mortality  of  these  procedures.  □ 
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There’s  a soup 

for  almost  every  patient  and  diet 
...for  every  meal  ^ 

and,  it’s  made  by  VCWlptfeU 


CALORIES  / 


oz.  Serving 


In  planning  high  or  low  calorie  diets,  Campbells  more  than 
50  different  soups  offer  you  a wide  choice.  And,  most  of 
Campbell’s  Soups  contain  a wide  variety  of  ingredients  that 
can  serve  as  supplementary  sources  of  many  essential 
nutrients. 

* From  “Nutritive  Composition  of  Campbell’s  Products”  which 
gives  values  of  important  nutritive  constituents  of  all  Campbell’s 
Products.  For  your  copy,  write  to  Campbell  Soup  Company, 
Dept.  536,  Camden,  New  Jersey  08101. 


Beef  Broth 
Consommd 
Chicken  with  Rice 
Chicken  Gumbo 
Chicken  Noodle 
Cream  of  Potato 
Chicken  Vegetable 
Vegetable  Beef 


Vegetable 

Tomato 

Cream  of  Asparagus 
Cream  of  Chicken 
Cream  of  Mushroom 
Green  Pea 

Cream  of  Shrimp  (Frozen) 
Bean  with  Bacon 


68 

69 

70 
76 

115 
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132 

133 


When  the 
stage  is  set  for 
diarrhea... 

Diarrhea  . . . thwarted  once  again! 

Time  after  time  . . . just  when  plans  seem  sure 
to  be  shattered  . . . the  effective  and  prompt  action  of 
Lomotil  comes  to  the  rescue. 

Here  is  an  antidiarrheal  with  a performance  record 
that  few  can  challenge.  A versatile  actor,  Lomotil 
stars  in  the  treatment  of  diarrhea  associated  with 
gastroenteritis,  irritable  bowel,  functional  hyper- 
motility, regional  enteritis,  malabsorption  syndrome, 
drugs,  acute  infections,  ulcerative  colitis  and  food 
poisoning.  In  addition,  it  plays  a major  role  in  the 
control  of  intestinal  transit  time  in  patients  with 
ileostomies  and  colostomies  and  of  the  diarrhea 
occurring  after  gastric  surgery. 

So  . . . when  Lomotil  is  in  the  cast  (even  in  a 
supporting  role),  it’s  curtains  for  diarrhea! 


Lomotil" 

TABLETS/LIQUID 

Each  tablet  and  each  5 cc.  of  liquid  contain: 
Diphenoxylate  hydrochloride. . .2.5  mg. 

(Warning:  may  be  habit-forming) 

Atropine  sulfate 0.025  mg. 

Saves  die  Show 


Warnings:  Lomotil  should  be  used 
with  caution  in  patients  taking  barbitu- 
rates and,  if  not  contraindicated,  in  pa- 
tients with  cirrhosis,  advanced  liver 
disease  or  impaired  liver  function. 

Precautions:  Lomotil  is  a federally 
exempt  narcotic  with  theoretically 
possible  addictive  potential  at  high 
dosage;  this  is  not  ordinarily  a clinical 
problem.  Use  Lomotil  with  considerable 
caution  in  patients  receiving  addicting 
drugs.  Recommended  dosages  should  not 
be  exceeded,  and  medication  should  be 


kept  out  of  reach  of  children.  Signs  of 
accidental  overdosage  may  include  severe 
respiratory  depression,  flushing,  lethargy 
or  coma,  hypotonic  reflexes,  nystagmus, 
pinpoint  pupils,  tachycardia;  continuous 
observation  is  necessary.  The  subthera- 
peutic  amount  of  atropine  sulfate  is  added 
to  discourage  deliberate  overdosage. 

Adverse  Reactions:  Side  effects 
reported  with  Lomotil  therapy  include  nau- 
sea, sedation,  dizziness,  vomiting,  pruritus, 
restlessness,  abdominal  discomfort, 
headache,  angioneurotic  edema,  giant 


urticaria,  lethargy,  anorexia,  numbness  of 
the  extremities,  atropine  effects,  swelling 
of  the  gums,  euphoria,  depression  and 
malaise. 

Overdosage:  The  medication  should 
be  kept  out  of  reach  of  children  since  ac- 
cidental overdosage  may  cause  severe, 
even  fatal,  respiratory  depression. 

Dosage:  The  recommended  initial  daily 
dosages,  given  in  divided  doses  until 
diarrhea  is  controlled,  are  as  follows: 


Children: 

3-6  mo.  ...Vi  tsp.*  t.i.d.  (3  mg.) 

6-12  mo.  ..Vi  tsp.  q.i.d.  (4  mg.) 

1- 2  yr Vi  tsp.  5 times  daily  (5  mg.) 

2- 5  yr 1 tsp.  t.i.d.  (6  mg.) 

5-8  yr 1 tsp.  q.i.d.  (8  mg.) 

8-12  yr.  . . .1  tsp.  5 times  daily  (10  mg.) 

Adults: 2 tsp.  5 times  daily  (20  mg.) 

or  2 tablets  q.i.d. 

♦Based  on  4 cc.  per  teaspoonful. 

Use  of  Lomotil  is  not  recommended  in  infants 
less  than  3 months  of  age. 

Maintenance  dosage  may  be  as  low  as  one- 
fourth  the  initial  daily  dosage. 
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Nothing  new  about  Synirin  other  than 
. . . it’s  a stable,  uncoated,  fast  disintegrating 
tablet  of  aspirin  with  pentobarbital 
potentiating  the  aspirin  analgesia. 

Synirin. 

ASPIRIN  5 GR. — PENTOBARBITAL  1/8  G R. 

ETHICAL  ANALGESIA  (economical  if  prescribed 
in  100  units  with  privilege  of  refills) 
PRESCRIBING  INFORMATION:  To  relieve  tension 
headaches  and  arthritic  pains,  2 tablets  q 4 h.  Aspirin 
and  pentobarbital  begin  their  action  promptly,  continu- 
ing for  about  4 hours.  The  small  pentobarbital  content 
gives  no  perceptible  sedation.  Pentobarbital  is  de- 
stroyed by  the  body  and  there  is  no  accumulation. 
Synirin  will  supply  any  aspirin  therapy  with  equal 
safety.  Use  aspirin  with  caution  in  peptic  ulcer. 

EACH  UNCOATED  TABLET  CONTAINS: 

Aspirin  325  mg.  (5  gr.) 

Pentobarbital* 8 mg.  (1/8  gr.) 

*May  be  habit  forming. 

Federal  law  prohibits  dispensing  without  prescription 
DISPENSED  IN  BOTTLES  OF  100  AND  1 000  TABLETS 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC. 
RICHMOND,  VIRGINIA  2326  1 


A clinical  supply  of  this  new  aspirin  formulation  may  be  requested. 


Carcinoma  of  the  Prostate 
in  Private  Practice 


DONALD  D.  ALBERS,  M.D. 
OBIE  L.  STALCUP,  Jr.,  M.D. 


Contrary  to  general  clinical  impression, 
adenocarcinoma  of  the  prostate  is  a 
bad  disease.  A five-year  follow-up  on 
100  private  cases  revealed  an  overall 
4-0  percent  five-year  survival  and 
improved  survival  depends  on  earlier 
diagnosis  and  a more  aggressive  approach 
than  has  been  generally  believed  in  the  past. 

This  STUDY  was  prompted  by  some  of 
our  colleagues  in  Internal  Medicine  who  ex- 
pressed the  opinion  that  they  had  rarely 
seen  anyone  die  of  cancer  of  the  prostate. 
We  have  seen  only  a few  patients  die  of 
this  malignancy  and  for  these  reasons  be- 
gan to  wonder  what  had  happened  to  our 
private  patients. 

Since  many  patients  seem  to  do  very  well, 
we  had  developed  the  impression  that  pri- 
vate patients  fared  better  than  institution- 
al patients  especially  the  Veterans  Admin- 
istration Cooperative  Study  Series.1  Their 
overall  five-year  survival  was  about  43  per- 
cent as  calculated  from  accumulation  of  all 
stages  in  the  1967  report.  That  report  also 
indicated  that  stilbesterol,  which  we  had 
been  using  since  the  early  ’40’s,  did  not  im- 
prove the  survival  of  patients  with  cancer 
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of  the  prostate  but  probably  was  deleterious 
because  of  the  accompanying  increase  in 
cardiovascular  disease. 

This  report  is  an  attempt  to  appraise  pri- 
vate patients  with  cancer  of  the  prostate  to 
find  out  if  they,  in  general,  do  have  a rather 
benign  course  and  usually  die  of  some  other 
disease. 

MATERIALS  AND  METHODS 

The  patients  for  this  study  were  unselect- 
ed and  consecutive  with  the  following  quali- 
fications : They  were  all  privately  cared  for, 
the  diagnosis  of  cancer  of  the  prostate  had 
to  have  been  made  at  least  five  years  previ- 
ously for  inclusion  in  this  study,  and  there 
had  to  be  100  percent  follow-up. 

We  relied  heavily  on  records  of  the  Okla- 
homa State  Health  Department.  It  took  a 
few  years’  records  to  accumulate  100  cases 
on  which  we  could  get  accurate  follow-up 
information.  No  attempt  was  made  to  re- 
trieve all  cases  of  cancer  of  the  prostate 
during  the  years  of  this  study  because,  for 
the  earlier  years,  the  records  were  not  com- 
puterized. 

Comments  will  be  made  at  the  five-year 
follow-up  period.  Individual  follow-up 
varies  after  that  point,  the  average  being 
about  8.3  years  and  reference  will  be  made 
to  this  longer  follow-up. 

RESULTS 

Somewhat  surprisingly,  the  five-year  sur- 
vival was  only  40  percent.  Thirty-three  per- 
cent died  of  cancer  of  the  prostate  and  27 
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percent  died  of  cardiovascular  disease. 
Eleven  of  this  latter  group  died  very  soon 
after  the  institution  of  estrogen  therapy, 
which  primarily  was  stilbesterol,  five  mg. 
daily. 

The  longer  follow-up  on  these  patients, 
up  to  ten  years  in  some,  brought  the  sur- 
vival down  to  21  percent.  Forty-four  per- 
cent died  of  cancer  of  the  prostate  and  35 
percent  died  of  cardiovascular  disease  or 
other  causes. 

Of  those  who  died  of  cancer  of  the  pros- 
tate, there  were  five  patients  who  lived 
from  seven  to  11  years  and  seemed  to  tol- 
erate their  cancers  well.  One  patient  had 
generalized  metastases  when  first  seen  yet 
lived  six  years.  He  had  stilbesterol  therapy, 
castration,  and  finally,  cortisone  suppres- 
sion of  adrenal  function.  Another  patient 
had  a non-functioning  kidney  when  the  di- 
agnosis was  first  made.  This  proved  to  be 
due  to  obstruction  of  the  ureteral  orifice 
from  the  prostatic  cancer  and  yet  he  lived 
ten  years  with  prostatic  resection  and  hor- 
monal management. 

One  patient  had  what  was  thought  to  be 
a huge  benign  adenoma  of  the  prostate  and 
when  enucleation  was  started,  a prostatic 
cyst  was  evacuated  and  the  mass  disap- 
peared. The  residual  prostate  was  small  but 


KUB  showing  extensive  bone  metastases  from  car- 
cinoma of  prostate  at  onset  of  therapy.  The  patient 
lived  six  years. 
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definitely  malignant  as  confirmed  by  patho- 
logic study. 

Of  those  patients  who  are  still  living  in 
this  series,  many  have  low-grade  malignan- 
cies but  a few  with  high  grade  lesions  have 
survived  long  periods.  Of  particular  inter- 
est is  that  five  of  this  group  had  radical 
prostatectomies  and  at  least  four  of  these 
appear  to  have  been  cured  of  malignancy. 
Only  one  is  indeterminate  at  the  moment 
and  may  be  cured. 

DISCUSSION 

This  series  seems  too  small  to  warrant 
statistical  evaluation  of  the  results  of  ther- 
apy in  the  various  stages  of  prostatic  can- 
cer or  histological  grades  and  no  attempt 
was  made  to  tabulate  these  features.  Brod- 
er’s  type  grading  was  not  generally  done. 
Practically  all  of  these  patients  had  hor- 
monal therapy,  except  those  having  radical 
prostatectomies,  so  the  comparative  influ- 
ence of  estrogens  really  could  not  be  as- 
sessed. It  is  generally  accepted  that  the  ad- 
vancing stage  of  the  cancer  (from  no  clin- 
ical evidence  to  typical  clinical  cancer  in  the 
prostate  along  with  generalized  metastases) 
as  well  as  the  histological  grade  of  the  can- 
cer have  definite  influence  on  the  survival 
rate. 

It  is  of  current  interest  that  the  V.A. 
studies  indicated  that  stilbesterol  increased 
the  incidence  of  cardiovascular  disease  to 
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the  degree  that  the  benefit  derived  from 
this  hormonal  management  is  negated  as 
far  as  survival  rate  is  concerned.  In  the 
late  symptomatic  prostatic  cancers,  it  seems 
that  at  least  clinical  benefit  is  derived.  It 
was  their  suggestion  that  in  patients  who 
weren’t  suitable  for  radical  surgery  or  total 
removal  of  the  malignancy,  and  in  whom 
symptoms  had  not  developed,  it  would  be 
prudent  to  withhold  hormonal  treatment 
until  symptoms  became  definite.  Some  have 
found  radiation  therapy  effective  in  these 
patients. 

There  is  a general  trend  to  become  more 
aggressive  about  doing  total  prostatovesicu- 
lectomy  in  the  care  of  this  disease  and 
yearly  examinations  of  the  prostate  in  all 
patients  over  the  age  of  45  is  recommended. 
When  total  removal  is  not  feasible,  hor- 
monal management  is  indicated  when  symp- 
toms occur.  It  would  appear  that  in  pa- 
tients with  cardiovascular  disease,  orchiec- 
tomy would  be  favored  over  estrogen  ther- 
apy. Obstructive  disease  such  as  bladder 
retention  or  obstruction  of  the  kidneys  must 


be  managed  properly  when  it  occurs. 

CONCLUSIONS 

From  this  appraisal  of  private  patients 
with  cancer  of  the  prostate,  it  is  certain 
that  this  is  a “bad”  disease  and  the  five- 
year  survival  rates  are  not  as  good  as  have 
been  assumed.  The  best  results  are  in 
patients  in  whom  total  prostatovesiculec- 
tomy  can  be  performed  and  it  is  obvious 
than  an  attempt  should  be  made  to  find 
lesions  earlier  so  that  more  patients  can  be 
managed  by  this  method. 

Stilbesterol  therapy  is  not  a panacea  and 
probably  should  be  reserved  for  the  sympto- 
matic cases  in  which  orchiectomy  for  some 
reason  is  not  advisable. 

This  study  ivas  conducted  with  the  as- 
sistance of  Mrs.  Thelma  J.  Kirby,  Record 
Librarian  of  the  Oklahoma  City  Clinic. 
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Safety  isn’t 
everything  in  an 
antibiotic. 

Until  yon  need  it. 


Such  as  the  time  when  tooth  staining  becomes  a matter 
of  consideration. 

Or  the  patient  has  impaired  kidney  function. 

Or  there  is  a potential  for  a severe  allergic  reaction  with 
a penicillin-sensitive  patient. 

There  is  no  guarantee  of  safety,  even  with  Erythrocin. 

Mild  allergic  reactions,  abdominal  discomfort  and  rare 
mondial  overgrowth  may  occur.  But  serious  reactions  are 
extremely  rare.  And  after  18  years,  there  are  no  known 
toxic  effects  on  vital  organs,  bone,  blood,  nerves  or  teeth. 

We’ll  ask  you  the  question.  Have  you  ever  seen 
a severe  reaction  with  Erythrocin?  101281 


EKYTHltOCIN* 

ERYTHROMYCIN,  ABBOTT 

The  potency  you  need 
-the  safety  you  want 

See  next  page  for  brief  summary,  listing 
indicated  organisms,  precautions,  etc. 


Erythrocin 

(ERYTHROMYCIN,  ABBOTT) 

Brief  Summary 


Indications 

Erythrocin  is  indicated  against  gram-posi- 
tive cocci  — staphylococci  (most  strains), 
pneumococci  and  streptococci  (including 
enterococci) . Active  against  other  pathogens, 
such  as  Corynebacterium,  Hemophilus,  Clos- 
tridium, Neisseria,  and  Treponema  pallidum, 
the  agents  causing  trachoma  and  lympho- 
granuloma venereum  and  primary  atypical 
pneumonia  caused  by  Mycoplasma  pneumo- 
niae (Eaton  agent).  Establish  susceptibility 
of  pathogenic  organism  when  practical.  Main- 
tain therapeutic  levels  for  ten  days  in  the 
treatment  of  streptococcal  infections  to  help 
prevent  rheumatic  fever  and  glomerulone- 
phritis. Also  consider  local  measures  or  sur- 
gery whenever  indicated. 

Contraindications 

Known  hypersensitivity  to  erythromycin. 

I.M.  preparation  also  contraindicated  in  pa- 
tients hypersensitive  to  the  “caine”  type  of 
local  anesthetics. 

Precautions,  Side  Effects 

Occasionally  abdominal  discomfort, 
cramping,  nausea  or  vomiting  may  occur; 
generally  controlled  by  reduction  of  dosage. 
Mild  allergic  reactions,  such  as  urticaria  and 
other  skin  rashes,  may  occur.  Serious  allergic 
reactions  have  been  extremely  infrequent;  if 
hypersensitivity  is  encountered  consider  ap- 
propriate countermeasures,  e.  g.,  epinephrine, 
steroids,  etc.,  and  withdraw  drug.  The  rare 
possibility  of  overgrowth  of  nonsusceptible 
organisms  should  be  kept  in  mind;  if  it  occurs 
withdraw  drug  and  institute  appropriate 
treatment.  Local  venous  discomfort,  gener- 
ally mild,  may  occur  with  I.  V.  administration. 
I.M.  preparation  is  suitable  for  deep  intra- 
muscular administration  only;  restrict  use  in 
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children  with  small  muscle  mass.  A mild 
transient  local  discomfort  sometimes  occurs 
following  rectal  insertion  of  Erythrocin  Sup- 
positories; discontinue  if  significant  discom- 
fort persists. 

Administration  and  Dosage 

I.  ORAL:  In  adults  with  mild  to  moderate 
infections  caused  by  readily-susceptible  or- 
ganisms 1 .0  Gm.  daily;  more  severe  infections 
or  those  caused  by  less  susceptible  organisms 
2.0  Grams  daily;  unusually  severe  infections 
up  to  4 or  more  Gm./day.  Daily  dose  in  chil- 
dren is  1 5 to  25  mg. /lb. /day  depending  upon 
severity  of  infection.  Daily  dose  should  be 
administered  in  divided  doses  at  4-to-6  hour 
intervals.  Continue  treatment  for  at  least  48 
hours  after  symptoms  have  subsided  and  tem- 
perature has  returned  to  normal.  In  fulminat- 
ing or  life-threatening  infections,  a parenter- 
al form  of  erythromycin  is  preferred. 

II.  PARENTERAL:  Intravenous  admin- 
istration may  be  continuous  or  intermittent 
(6  to  8 hour  intervals);  1 to  4 Gm.  daily  in 
adults;  15  to  25  mg. /lb. /day  in  children, 
depending  upon  severity  of  infection.  Rec- 
ommended I.M.  dose  is  100  mg.  (2  ml.)  for 
adults,  50  mg.  ( 1 ml.)  for  children  30  lbs.  or 
more  and  1.4  to  1.8  mg. /lb.  in  smaller  chil- 
dren. Injections  are  usually  given  at  6 to  8 
hour  intervals;  may  be  given  at  4 to  6 hour 
intervals  for  severe  infections. 

III.  RECTAL:  Following  therapeutic 
doses  are  recommended  in  children:  to  20 
lbs.,  1-125  mg.  suppository  every  8 hours; 
20  to  40  lbs.,  1-125  mg.  suppository  every 
6 hours. 

Change  to  oral  therapy  as  soon 
as  practicable.  10128i 
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Dizziness,  Vertigo  and  Imbalance 


KINSEY  M.  SIMONTON,  M.D. 

The  terms  dizziness,  vertigo  and 
imbalance  are  often  used  inter chageably. 
Closely  defined,  they  signify  different 
symptoms  which  are  of  diagnostic 
significance.  Detailed  description  of 
the  symptom  allows  the  physician 
to  draw  valuable  conclusions  for 
diagnosis  and  treatment. 

DiZZINESS,  vertigo,  and  imbalance  are 
terms  that  indicate  disturbed  orientation  in 
space  and  impaired  ability  to  maintain  bal- 
ance while  in  an  erect  posture.  Associated 
symptoms  are  inability  to  fix  the  vision 
on  a single  point  and  nausea  and  vomiting. 
These  symptoms  should  be  distinguished 
from  ataxia,  paralysis,  and  joint  disturb- 
ances, which  also  cause  difficulty  of  loco- 
motion. 

Dizziness  is  the  term  most  commonly  used 
by  patients.  Dizziness  is  defined  in  Web- 
ster’s Collegiate  Dictionary  as  “foolish, 
silly,  a whirling  sensation  in  the  head  with 
a tendency  to  fall,  mental  confusion,  or  gid- 
diness.” Dizziness  is  an  inclusive  term.  Pa- 
tients use  the  term  in  an  indefinite  manner 
to  describe  a wide  variety  of  symptoms.  As 
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a result,  the  physician  must  inquire  further 
in  order  to  determine  what  the  patient 
means.  Vertigo,  which  refers  to  an  hallu- 
cination of  motion,  is  a more  specific  term. 
Most  commonly,  the  motion  is  rotary,  al- 
though it  may  be  side-to-side,  front-to-back, 
up-and-down,  a sensation  of  falling,  or  a 
sensation  of  the  bed  or  chair  rocking  or 
rolling.  Imbalance  is  a milder  disturbance 
than  is  vertigo.  Imbalance  refers  to  states 
of  unsteadiness  in  the  erect  posture  or  a 
sense  of  dysequilibrium.  It  tends  to  be  more 
constant  in  its  degree  than  vertigo.  The 
person  with  imbalance  can  walk  without 
support  but  is  unsteady  on  his  feet  and  feels 
insecure.  Ataxia  and  incoordination  result 
from  impaired  muscle  control  and  are  char- 
acterized by  inability  to  coordinate  limb 
movements  for  locomotion. 

Vertigo  and  imbalance  occur  primarily 
with  changes  in  function  of  the  paired  lab- 
yrinths. Each  movement  of  the  head  stim- 
ulates one  labyrinth  and  suppresses  the 
other.  The  combined  signals  give  knowledge 
of  position  in  space.  Change,  either  exci- 
tation or  suppression,  upsets  the  computer 
and  is  recognized  as  dysequilibrium.  Sud- 
den and  severe  changes  cause  vertigo.  Slow- 
ly progressive  or  mild  changes  cause  im- 
balance. Total  loss  of  one  labyrinth  causes 
transient  vertigo  when  the  victim  is  quiet. 
Symptoms  that  are  present  with  motion 
lessen  as  the  patient  learns  to  interpret  the 
unopposed  signal  from  the  remaining  lab- 
yrinth. This  adjustment  is  called  compen- 
sation. 
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Dizziness  / SIMONTON 

DIZZINESS 

The  patient  who  states  that  he  is  dizzy 
may  have  a true  vertigo,  imbalance,  or 
ataxia.  However,  he  may  be  describing 
symptoms  of  organic  disease  such  as  syn- 
cope, fatigue,  or  the  malaise  of  acute  infec- 
tion, or  functional  symptoms,  mental  con- 
fusion, tension  headache,  swimming  sensa- 
tion in  the  head,  or  inability  to  concentrate. 
These  sensations  are  difficult  for  the  patient 
to  describe  accurately.  In  general,  the  or- 
ganic symptoms  are  described  in  a much 
more  consistent  and  organized  form  than 
are  the  functional  symptoms.  The  request, 
“Describe  the  sensation  which  you  call  by 
the  term  dizzy,’’  often  suffices  to  clarify  the 
meaning  of  the  symptom.  When  this  fails, 
inquiry  concerning  the  patient’s  actions 
when  the  symptom  is  present  may  shed  light 
on  the  nature  of  the  symptom. 

VERTIGO 

The  patient  with  true  vertigo  seeks  sup- 
port, preferably  in  the  horizontal  position. 
It  is  significant  if  he  must  have  support 
from  another  person,  follow  the  furniture 
or  the  walls,  or  crawl  to  reach  the  bed  where 
he  may  lie  down.  On  reaching  the  bed,  he 
lies  fixed  in  one  position  with  his  eyes 
closed.  The  severity  of  the  vertigo  lessens 
while  the  person  is  recumbent  but  is  ag- 
gravated by  any  motion,  even  turning  the 
head.  The  person  who  paces  the  floor,  gets 
a cup  of  coffee,  or  goes  out  for  a walk  does 
not  have  true  vertigo.  When  vertigo  is  se- 
vere, the  patient  is  unable  to  maintain  his 
balance  in  the  erect  posture.  In  milder 
states,  he  can  walk  but  tends  to  reel  or  stag- 
ger drunkenly.  Usually,  he  turns  more  to 
one  side  than  to  the  other.  Muscle  strength 
is  not  impaired.  Nausea  and  vomiting  are 
prominent,  as  is  the  inability  to  fix  the 
vision  on  any  one  point. 

Causes  of  Vertigo. — Labyrinthine  vertigo 
has  several  causes.  The  most  common  is 
motion  sickness.  This  is  variously  named 
for  sea,  air,  or  car,  according  to  stimulus. 
The  disorder  is  due  to  response  of  an  over- 
sensitive labyrinth  to  continued  stimulation 
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of  motion.  Its  cause  and  benign  nature  are 
generally  recognized  by  patients  and  their 
friends  and  relatives  so  that  treatment  is 
rarely  sought.  In  recent  years,  several 
antivertigo  drugs  have  been  available. 
These  are  effective  if  taken  before  the  on- 
set of  symptoms. 

Meniere’s  disease  is  an  example  of  lab- 
yrinthine vertigo.  Histologic  evidence  sug- 
gests that  this  disorder  results  from  peri- 
odic increases  in  pressure  of  the  endolymph. 
The  cause  of  increased  pressure  is  unknown, 
and  several  factors  probably  produce  the 
disorder.  The  disorder  is  manifested  by  epi- 
sodes of  acute  whirling  vertigo  which  is  ag- 
gravated by  motion  and  which  often  pre- 
vents standing.  As  the  episode  subsides, 
vertigo  lessens  to  imbalance  and  is  present 
only  on  motion.  Associated  with  the  ver- 
tigo is  nausea  and  vomiting  and  fullness, 
tinnitus,  and  disturbed  hearing  in  one  ear. 
The  disturbed  hearing  is  characteristic. 
Sounds  of  low  intensity  are  not  heard. 
Sounds  intense  enough  to  be  heard  are  dis- 
torted. Music  is  dysharmonic.  Loud  sounds 
appear  too  loud,  and  speech  is  jumbled.  Buz- 
zing or  roaring  tinnitus  is  an  annoying- 
symptom,  and  fullness  or  pressure  is  felt 
in  the  affected  ear.  After  early  attacks,  the 
symptoms  subside  into  complete  remission, 
which  may  last  from  days  to  several  years. 
After  repeated  attacks,  some  degree  of  per- 
manent hearing  loss  takes  place.  A few  per- 
sons are  bothered  by  a constant  sense  of  in- 
stability or  insecurity.  A variant  of  the 
symptoms,  the  utricular  crisis  or  otolith 
crisis,  finds  the  patient  suddenly  struck  by 
loss  of  muscle  tone  so  that  he  falls  to  the 
floor,  even  when  seated,  and  may  be  in- 
jured. Fortunately,  this  is  rare. 

The  repeated  episodes  of  incapacitating 
vertigo  produce  intense  apprehension  and 
may  result  in  severe  neurosis. 

The  medical  treatment  of  Meniere’s  dis- 
ease is  generally  unsatisfactory,  a fact  at- 
tested by  the  many  treatments  that  have 
been  proposed.  Medical  treatments  in  the 
main  have  been  devised  on  an  empiric  basis, 
and  judgment  of  effectiveness  is  difficult 
because  of  the  spontaneous  remissions. 
Among  the  treatments  are  several  combi- 
nations of  vitamins,  vasodilating  drugs, 
diuretics,  including  salt  restriction,  anti- 

Oklahoma  State  Medical  Association 


histamine  drugs,  sedatives,  allergic  man- 
agement, and  corticosteroids.  The  latter 
programs,  allergy  and  steroids,  are  effec- 
tive in  a few  patients.  Among  allergens, 
foods  seem  to  be  the  primary  offenders. 
Treatment  with  steroids  has  been  of  bene- 
fit in  maintaining  the  hearing  in  bilateral 
Meniere’s  disease.  Large  doses  of  40  to  60 
mg  of  prednisone  each  day  are  given  at  the 
onset  of  treatment.  When  symptoms  de- 
crease, the  dose  is  reduced  rapidly,  until  it 
is  approximately  15  mg/day.  The  dose  is 
then  reduced  slowly,  with  frequent  obser- 
vation, until  a maintenance  dose  is  achieved. 
A difference  of  one  to  two  mg/day  may 
mark  the  borderline  between  relief  and  con- 
tinued symptoms. 

Surgical  treatment  is  practical  when  the 
major  symptom  is  incapacitating  vertigo. 
Destruction  of  the  labyrinth  or  division  of 
the  eighth  cranial  nerve  prevents  abnormal 
stimuli  from  reaching  the  central  nervous 
system.  Selective  division  of  the  vestibular 
nerves  allows  preservation  of  hearing. 
Various  conservative  surgical  procedures  on 
the  labyrinth  attempt  to  prevent  endolym- 
phatic hypertension  while  preserving  the 
normal  function.  These  have  had  a degree 
of  success,  although  none  is  without  hazard 
to  hearing. 

Viral  labyrinthitis  occurs  as  an  episode 
of  severe  vertigo  during  the  course  of  a 
viral  infection.  The  disorder  is  self  limited, 
and  complete  recovery  is  expected.  Associ- 
ated damage  to  the  hearing  is  usually  per- 
manent. Arterial  occlusion  within  the  lab- 
yrinth also  produces  a temporary  vertigo 
but  permanent  loss  of  hearing. 

Postoperative  labyrinthitis  occurs  after 


A 1933  graduate  of  George  Washing- 
ton University  School  of  Medicine,  Kinsey 
M.  Simonton,  M.D.,  has  been  certified  by 
the  American  Board  of  Otolaryngology.  He 
is  Emeritus  Professor  of  Otolaryngology  at 
the  Mayo  Graduate  School  of  Medicine. 
Doctor  Simonton  is  now  practicing  in  At- 
lanta, Georgia.  He  is  a member  of  the 
American  Otologic  Society,  the  American 
Laryngologic  Association,  the  American 
Laryngological,  Rhinological  and  Otological 
Society,  Inc.,  and  the  American  Academy 
of  Ophthalmology  and  Otolaryngology. 
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surgery  for  restoration  of  hearing.  The  pa- 
tient should  be  re-examined  by  his  ear  sur- 
geon because  secondary  exploration  of  the 
ear  may  relieve  the  disorder  without  per- 
manent damage. 

Middle-ear  infections  (either  acute  or 
chronic)  that  invade  the  labyrinth  create 
active  vertigo.  Severe  infections  create  per- 
manent damage  and  permanent  loss  of  func- 
tion. Milder  infections  produce  repeated 
episodes,  which  may  persist  until  the  infec- 
tion is  controlled  by  medical  or  surgical 
means. 

Less  frequent  causes  of  vertigo  are  trau- 
ma, arteriosclerosis,  migraine,  brain  tu- 
mor, and  Cogan’s  syndrome. 

Head  injury  with  fracture  through  one 
or  both  labyrinths  usually  causes  permanent 
loss  of  labyrinth  function  with  transient 
vertigo.  The  vertigo  may  not  be  apparent 
while  the  patient  remains  in  bed  but  ap- 
pears as  imbalance  when  he  gets  up.  Pa- 
tients compensate  for  the  total  loss  of  one 
labyrinth  as  they  learn  to  interpret  the  un- 
opposed signals  from  the  remaining  lab- 
yrinth. Symptoms  while  the  patient  is  rest- 
ing quietly  in  bed  are  minimal.  Vertigo  and 
imbalance,  which  are  present  with  any 
movement  immediately  after  the  loss  of 
function,  gradually  subside  and  are  noted 
only  on  extreme  motion  after  a few  weeks. 
The  compensation  is  accelerated  by  exer- 
cises that  produce  a sensation  of  vertigo. 

Arteriosclerosis  affecting  the  central 
nervous  system  produces  symptoms  ranging 
from  vertigo  to  lightheadedness  or  syncope. 
These  symptoms  may  or  may  not  be  associ- 
ated with  change  of  posture.  Ear  symptoms 
are  not  characteristic  of  the  disorder.  Tran- 
sient paresthesias  and  paralyses  are  sug- 
gestive of  this  diagnosis. 

Migraine  is  occasionally  manifest  as  tran- 
sient vertigo  in  the  course  of  the  attack. 

Vertigo  is  rarely  a symptom  of  brain  tu- 
mor, other  than  of  tumors  that  affect  the 
eighth  cranial  nerve. 

Cogan’s  syndrome,  nonspecific  interstitial 
keratitis  with  vestibulo-auditory  symptoms, 
is  apparently  related  to  collagen  disease. 
Violent  vertigo  results  from  sudden  depres- 
sion of  labyrinth  function.  Early  treatment 
with  corticosteroids  in  large  doses  may  pre- 
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Dizziness  / SIMONTON 

vent  permanent  loss  of  vestibular  and  hear- 
ing function. 

Types  of  Vertigo. — Positional  vertigo  re- 
fers to  a sensation  of  true  vertigo  that  is 
present  when  the  patient  assumes  a particu- 
lar position.  This  usually  is  noted  in  bed 
when  the  patient  is  unable  to  lie  on  the 
right  or  the  left  side  without  vertigo.  The 
symptom  ordinarily  is  transient  and  passes 
away  if  the  position  is  maintained  for  a few 
minutes.  It  may  be  severe  and  very  dis- 
tressing. The  symptom  is  not  associated 
with  other  ear  symptoms  and  is  considered 
a disorder  of  the  labyrinthine  otoliths.  No 
treatment  is  known. 

Benign  postural  vertigo  refers  to  the 
faintness,  light-headedness,  and  weakness 
that  occur  on  change  of  posture.  This  com- 
monly occurs  when  the  person  rises  from 
his  bed,  stoops  and  rises,  or  looks  up.  The 
sensation  persists  for  seconds  to  a few 
minutes  and  passes.  This  is  not  a true  ver- 
tigo and  is  not  labyrinthine  in  origin;  rath- 
er, it  results  from  a momentary  delay  in  the 
adjustment  of  the  blood  circulation  to  the 
change  of  posture. 

IMBALANCE 

Imbalance  is  related  to  the  vestibular  sys- 
tem but  is  a much  milder  and  less  dramatic 
symptom  than  vertigo.  Imbalance  takes 
various  forms.  Characteristic  is  a sense  of 
uncertainty  and  insecurity  when  in  the  erect 
posture  and  particularly  when  in  motion. 
The  patient  is  comfortable  when  seated  or 
recumbent.  More  severe  degrees,  which 
border  on  vertigo,  may  result  in  a sense  of 
motion,  although  with  limited  degrees  of 
disability.  Unlike  vertigo,  which  is  inter- 
mittent, imbalance  has  symptoms  that  tend 
to  be  continuous.  Imbalance  occurs  in  les- 
ions of  the  cerebellopontine  angle,  cholestea- 
toma, neurinoma,  or  meningioma.  Slow  in- 
crease of  pressure  on  the  fibers  of  the  ves- 
tibular nerve  produces  a loss  of  function  of 
some  of  the  fibers,  with  resulting  imbalance. 
Rarely  is  the  loss  of  function  abrupt  enough 
to  produce  vertigo. 

Imbalance  also  is  present  in  a stage  of 
Meniere’s  disease.  This  may  occur  late  in 
the  disorder  as  a continuous  symptom,  or 
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it  may  occur  in  late  stages  of  the  active  epi- 
sodes. 

Loss  of  labyrinth  function  is  a third  cause 
of  imbalance.  This  occurs  for  a short  time, 
with  relatively  rapid  recovery  after  the  loss 
of  one  labyrinth,  as  in  surgery,  head  injury, 
vascular  accident,  or  viral  labyrinthopathy. 

Bilateral  loss  of  labyrinth  function  is 
more  disabling,  particularly  in  older  per- 
sons. Streptomycin  is  the  most  frequent 
cause  of  bilateral  loss  of  labyrinth  function. 
Loss  also  may  occur  in  severe  head  injuries, 
meningitis,  or  viral  labyrinthitis.  Young 
persons  can  compensate  remarkably  well  to 
the  loss  of  both  labyrinths.  Many  young 
people  with  no  demonstrable  labyrinthine 
function  are  able  to  participate  in  athletics. 
Older  persons  are  seriously  handicapped. 
They  are  unable  to  fix  the  vision  on  a given 
spot  while  in  motion.  This  prevents  them 
from  driving  a car  or  recognizing  a friend 
while  walking  on  the  street.  Although  they 
can  walk  reasonably  well  on  a smooth  sur- 
face and  in  good  light,  their  locomotion  is 
seriously  impaired  in  darkness  or  when 
walking  on  uneven  surfaces,  for  example,  a 
plowed  field. 

Because  streptomycin  is  the  principal 
cause  of  this  disorder,  its  use  should  be  care- 
fully considered  in  older  persons  or  those 
with  impaired  renal  function.  Studies  have 
shown  that  the  labyrinth  selectively  concen- 
trates streptomycin,  and  this  probably  ac- 
counts for  its  selective  toxicity  to  this  or- 
gan. When  the  drug  is  used  in  large  doses 
or  for  long  periods,  periodic  tests  of  lab- 
yrinth function  should  be  performed  to 
guard  against  insidious  development  of  lab- 
yrinthine damage,  which  is  not  evident  to 
the  patient  so  long  as  he  remains  in  bed. 

SUMMARY 

Dizziness  is  a term  that  the  patient  uses 
loosely  to  denote  a wide  range  of  sensations, 
including  vertigo  and  imbalance.  Vertigo 
refers  to  a hallucination  of  motion,  imbal- 
ance to  a milder  sense  of  dysequilibrium. 
Both  terms  have  definite  causes  and  denote 
specific  symptoms  that  have  diagnostic  im- 
portance. □ 
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Social  Security  Numbers 
Required  by  Insurance  Carrier 


Revenue  Ruling  69-595  requires 
that  all  insurance  companies  and 
Blue  Cross-Blue  Shield  organizations 
must  file  an  information  return  on 
any  physician  or  dentist  being  paid 
an  aggregate  of  $600  or  more  during 
any  calendar  year.  In  order  to 
properly  file  such  a return  it  is 
necessary  for  the  carriers  to  have 
the  individual  physician’s  Social  Se- 
curity number  or  his  IRS  identifying 
number. 

Federal  law  specifies  that  an  in- 
dividual’s Social  Security  or  IRS 
identifying  number  must  be  given 
to  any  person  who  is  required  to 
file  an  information  return.  The  num- 
ber is  used  for  identification  pur- 
poses. 

An  identical  ruling  has  been  in 
effect  for  Medicare  and  Medicaid 
payments  for  over  a year.  How- 
ever, payments  from  private  insur- 
ance companies  and  Blue  Cross- 
Blue  Shield  organizations  were  not 
reportable  until  January  1st  of  this 
year. 

Since  an  insurance  company  does 
not  know  at  the  first  of  each  year 
whether  or  not  its  payments  to  in- 
dividual physicians  will  total  $600 
or  more,  they  are  forced  to  assume 
that  it  will  and  to  require  the  phy- 
sician’s identifying  number  with  the 
very  first  claim.  They  then  can  use 
the  Social  Security  number  so  that 
the  proper  information  can  be  re- 
trieved from  their  files  for  the  in- 
formation report  at  the  end  of  the 
calendar  year. 

A request  for  an  individual’s  iden- 
tifying number  has  the  authority  of 
law.  In  the  event  a physician  would 
refuse  to  divulge  the  number,  the 
insurance  company  has  the  right  to 
withhold  payment  of  the  claim. 

In  a letter  to  the  entire  associa- 
tion membership,  Ed  Calhoon,  M.D., 
OSMA  President,  advised  physicians 
of  the  new  regulation. 


The  voluntary  inclusion  of  the 
number  will  allow  the  carriers  to 
obey  the  law  and  will  forestall  a 
chain  of  correspondence. 

To  facilitate  matters  many  in- 
surance companies  are  updating 
their  claim  forms  to  provide  a space 
for  insertion  of  the  identifying  num- 
ber. However,  since  many  companies 
had  a huge  backlog  of  forms  already 
printed,  some  forms  will  not  have 
such  a space  for  some  time  to  come. 
In  such  an  event,  the  physician 
may  simply  include  his  Social  Se- 
curity number  as  a part  of  his  name 
and  address.  Such  a routine  pro- 
cedure will  allow  a carrier  to  pro- 
cess the  claim  without  resorting  to 
voluminous  correspondence. 

Claims  submitted  to  Medicaid  (the 
medical  assistance  program  admin- 
istered by  the  Department  of  Pub- 
lic Welfare)  supposed  to  contain  the 
Social  Security  number  of  the  physi- 
cian submitting  the  claim.  This  is 
a regulation  of  the  department  that 
is  felt  to  be  necessary  for  proper 
identification  whenever  state  money 
is  being  disbursed. 

Court  Decisions  Affect 
Abortion  Laws 

Changes  in  the  abortion  laws  of 
the  various  states  of  the  nation  are 
being  wrought  by  legislation  and 
court  decisions.  After  Colorado  be- 
came the  first  state  to  modernize 
its’  abortion  laws  on  April  25th,  1967, 
a number  of  other  states  quickly 
followed  suit. 

As  of  January  1st,  thirteen  states 
had  updated,  and  often  liberalized, 
their  abortion  laws.  A number  of 
other  states  were  finding  their  abor- 
tion laws  changed  by  court  decisions. 

While  most  of  the  cases  involved 
older  abortion  statutes,  California 
found  its  1967  abortion  statute  under 
attack.  In  January  of  last  year  a 


California  trial  court  held  the  new 
statute  unconstitutional  since  it  im- 
properly delegated  legislative  power 
and  violated  the  equal  protection 
and  due  process  clauses  of  the  Unit- 
ed States  Constitution.  The  court 
went  on  to  say  that  women  may  de- 
termine whether  or  not  to  bear 
children  and  that  right  may  not  be 
interfered  with  by  the  state. 

The  California  trial  court  ruled 
that  under  the  constitution  women 
have  a total  freedom  of  choice  as  to 
whether  or  not  to  bear  children,  in- 
cluding the  unrestricted  right  to 
have  an  abortion,  and  the  state  may 
not  interfere  in  this  area  in  the  ab- 
sence of  a “compelling  state  inter- 
est.” 

This  latter  phrase,  “compelling 
state  interest,”  has  appeared  in  a 
number  of  cases  involving  abortion 
statutes.  The  California  trial  court 
said  that  when  the  original  abortion 
statutes  was  adopted  in  1850,  the 
state  had  a compelling  interest  in 
the  preservation  of  the  life  of  the 
woman  involved  because  of  the 
dangers.  However,  it  went  on  to 
point  out  that  there  is  no  longer 
any  great  danger  from  an  abortion. 
It  also  said  that  the  state  no  longer 
has  a compelling  interest  in  increas- 
ing its  population. 

More  importantly  the  California 
court  commented,  “The  abortion 
statute  cannot  be  justified  by  any 
supposed  state  interest  in  the  pres- 
ervation of  the  life  of  the  unborn. 
It  is  not  clear  just  when  there  is 
life  present  in  the  eyes  of  the  law. 
A legislative  declaration  that  life 
begins  at  conception  would  consti- 
tute the  adoption  of  a philosophy  of 
one  of  the  country’s  major  religions, 
an  act  which  would  clearly  be  in 
violation  of  the  first  amendment.” 

Texas 

A federal  trial  court  has  held  that 
Texas  abortion  statute  to  be  uncon- 
stitutional on  the  ground  that  it  was 
overbroad  and  vague.  However,  the 
court  denied  a petition  to  enjoin 
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Texas  authorities  from  enforcing  the 
statute. 

Parties  who  brought  the  suit  con- 
tended that  a decision  declaring  the 
abortion  laws  of  Texas  unconstitu- 
tional would  warrant  issuance  of  a 
court  order  enjoining  state  enforce- 
ment of  the  laws.  The  court  denied 
the  petition  and  cited  the  federal 
policy  of  non-interference  in  state 
criminal  prosecutions  as  its  reason. 

In  the  case  the  court  observed 
that  since  the  abortion  statute  in- 
fringes on  the  right  to  choose  wheth- 
er or  not  to  have  a child,  the  bur- 
den is  on  those  defending  the  stat- 
ute to  demonstrate  to  the  satisfac- 
tion of  the  court  that  such  infringe- 
ment is  necessary  in  order  to  sup- 
port a “compelling  state  interest.” 
The  three  judge  court  held  that  this 
burden  had  not  been  met. 

Since  the  state  has  a legitimate 
interest  in  assuring  that  abortions 
are  performed  by  competent  persons 
in  adequate  surroundings,  the  court 
admitted  that  there  was  compelling 
justification  for  state  interference. 
However,  it  went  on  to  point  out 
that  the  Texas  abortion  statute  went 
far  beyond  this  area  of  interest  by 
prohibiting  all  abortions  except  those 
performed  for  the  purpose  of  saving 
the  mother’s  life.  This  sweeping 
limitation  was  cited  as  the  court’s 
reason  for  declaring  the  statute  un- 
constitutionally overbroad  and  un- 
constitutionally vague. 

Wisconsin 

Wisconsin’s  abortion  statute  didn’t 
fare  any  better  than  Texas’  with  a 
three-judge  federal  court.  In  early 
March  of  last  year  the  court  de- 
clared a statute  which  prohibited  an 
abortion  at  anytime  after  concep- 
tion to  be  unconstitutional. 


Wisconsin’s  statutes  prohibit  a 
physician  from  performing  an  abor- 
tion unless  two  other  physicians 
agree  that  the  abortion  is  necessary 
to  save  the  mother’s  life.  A phy- 
sician was  charged  with  performing 
without  being  so  advised.  He  filed 
suit  in  federal  court  seeking  to  have 
the  statute  declared  unconstitution- 
al and  seeking  an  injunction  re- 
straining the  state  officials  from  en- 
forcing the  abortion  statute. 

The  court  declined  to  grant  the  in- 
junction on  the  same  grounds  cited 
by  the  federal  court  in  Texas,  i.e. 
that  the  court  will  not  interfere  with 
a state  criminal  prosecution  unless 
the  circumstances  are  exceptional. 

In  concluding  that  the  mother’s 
interest  are  superior  to  those  of  an 
unquickened  embryo,  the  court 
pointed  out  that  it  did  not  purport 
to  decide  the  right  to  abort  a quick- 
ened fetus.  It  went  on  to  say  that 
a woman’s  right  to  refuse  to  carry 
an  embryo  during  the  early  months 
of  pregnancy  transcends  the  “rights” 
of  the  embryo,  and  that  the  mother’s 
rights  may  not  be  invaded  by  the 
state. 

It  was  noted  that  there  are  a num- 
ber of  situations  where  there  are 
forceful  reasons  to  support  a wom- 
an’s desire  to  reject  an  embryo. 
These  include  a Rubella  or  a Thali- 
domide pregnancy,  or  one  resulting 
from  rape  or  incest.  The  court  held 
that  even  when  none  of  these  cir- 
cumstances exist,  the  state  does  not 
have  a compelling  interest  to  re- 
quire a woman  to  remain  pregnant 
during  the  early  months  following 
conception. 

New  York 

Even  though  the  state  of  New 
York  is  known  to  have  the  most 
liberal  abortion  law,  this  fact  in  it- 
self has  caused  trouble.  A mal- 


formed child  and  her  parents  both 
brought  suit  against  a hospital  for 
refusal  to  abort  the  mother  after 
there  was  evidence  that  the  mother 
was  infected  with  Rubella. 

Even  though  New  York  law  pro- 
vides that  abortion  is  a matter  to 
be  determined  by  the  patient  and 
the  physician,  many  hospitals  have 
established  abortion  committees  to 
pass  on  a case  before  allowing  the 
abortion  to  be  performed  in  the  hos- 
pital. In  this  case  two  of  the  phy- 
sicians on  the  committee  had  doubts 
that  Rubella  was  present  and  the 
committee  was  divided  as  to  the 
necessity  or  desirability  of  perform- 
ing an  abortion. 

Even  though  the  jury  found  in  fa- 
vor of  the  infant,  the  trial  court  di- 
rected judgment  for  the  hospital 
notwithstanding  the  verdict.  The 
jury  also  returned  a verdict  for  the 
parents,  and  that  judgment  was  re- 
versed on  appeal. 

The  court  held  that  a cause  of 
action  by  an  infant  for  failure  to 
abort  the  mother  is  not  “cognizable 
at  law.”  Likewise,  an  action  by 
parents  for  refusal  to  abort  the 
mother  is  one  not  previously  known 
to  the  law.  The  court  concluded 
that  it  would  be  virtually  impossible 
to  evaluate  compensatory  damages 
for  the  anguish  resulting  from  rear- 
ing a malformed  child  as  against 
the  denial  to  them  of  the  benefits 
of  parenthood. 

Colorado 

On  April  25th,  1967,  Colorado  be- 
came the  first  state  to  modernize 
its  abortion  laws.  In  doing  so  it  de- 
termined that  therapeutic  abortions 
would  be  allowed  to  preserve  the 
physical  or  mental  health  of  the 
mother,  to  prevent  birth  of  a child 
with  physical  or  mental  deformity, 
and  when  pregnancy  results  from 
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LOW  COST  ...  ALL  WORKMANSHIP  IS  GUARANTEED  100% 
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SPECIAL 

DISCOUNT  FOR  ALL  OKLAHOMA 

PHYSICIANS 


1.  Your  choice  of  lease  plans  - open 
or  closed  end. 

2.  Quick  credit  check. 

3.  Highly  competitive  rates. 

4.  Your  choice  of  any  make  of  car. 

5.  Cash  for  the  car  you  now  own. 

6.  Personalized  service  by  a local  busi- 
nessman whose  future  business  de- 
pends on  keeping  yours. 


Chas.  Walker 
Lease  Mgr. 


/Q'W'Q,  "OLD  RELIABLE" 

DOWNTOWN 

CHEVROLET 

604  West  Main 

Oklahoma  City,  Oklahoma  Code  405  232-0281 


rape  or  incest. 

Although  the  Colorado  statute  does 
not  require  that  the  woman  be  a 
resident  of  the  state,  it  does  specify 
that  the  abortion  must  be  performed 
in  an  approved  hospital  after  it  has 
been  passed  on  by  a special  thera- 
peutic abortion  committee.  Since 
the  physician  that  is  going  to  per- 
form the  procedure  must  justify  it 
to  the  committee,  as  a practical  mat- 
ter he  will  be  reluctant  to  accept  a 
case  from  outside  of  the  state  with- 
out a proper  referral  and  complete 
medical  documentation  by  the  pa- 
tient’s personal  physician. 

Contiguous  States 

Four  of  the  six  states  contiguous 
to  Oklahoma  have  updated  their 
abortion  laws.  Colorado  being  the 
first  in  1967  was  followed  by  Arkan- 
sas, Kansas,  and  New  Mexico  in 
1969.  Both  Missouri  and  Texas  sim- 
ply state  that  abortions  can  only  be 
performed  to  preserve  or  save  the 
life  of  the  mother. 

Arkansas,  Kansas  and  New  Mex- 
ico allow  abortions  to  preserve  the 
mental  or  physical  health  of  the 
mother,  to  prevent  the  birth  of  a 
child  with  physical  or  mental  de- 
formity, and  when  pregnancy  re- 
sults from  rape  or  incest.  Arkan- 
sas requires  that  the  patient  be  a 
resident  of  the  state,  while  the  other 
two  do  not. 

Arkansas-Oklahoma 
Cancer  Forum  Slated 

On  March  12th-13th,  1971,  the 

Arkansas-Oklahoma  Cancer  Forum 
will  hold  its  third  joint  meeting  at 
Fountainhead  Lodge  on  Lake  Eu- 
faula.  The  scientific  meeting  will 
be  a day  and  a half  of  formal  talks 
and  panels. 

The  first  morning  will  be  devoted 
to  the  basic  sciences  concerning 
cancer  and  will  feature  discussions 
about  biochemistry  and  changes  in 
the  cancer  cell  at  the  molecular 
level.  The  role  of  viruses  and  their 
probable  role  in  connection  with  the 
causation  of  cancer  will  be  stressed 
by  members  of  the  National  Cancer 
Institute. 

Roy  Hertz,  M.D.,  formerly  of 
NCI,  will  speak  on  clinical  induction 
of  experimental  cancer.  Molecular 


action  of  antibiotics  and  chemo- 
therapy will  be  discussed  by  Ev- 
erett Rhoades,  M.D.,  of  the  Univer- 
sity of  Oklahoma  Medical  Center. 
Doctor  Ingegerd  Hellstrom  of  Se- 
attle, one  of  the  foremost  cancer 
immunologists,  will  present  the  basic 
mechanism  of  cellular  response  to 
cancer. 

On  Friday  afternoon,  William  E. 
Powers,  M.D.,  of  St.  Louis,  will  talk 
to  the  group  about  the  role  of  radio- 
therapy in  the  palliative  treatment 
of  cancer.  Also  appearing  during 
the  afternoon  will  be  Arthur  I.  Hol- 
leb  who  is  senior  vice-president  for 
Medical  Affairs  for  the  American 
Cancer  Society  in  New  York. 

The  newer  trends  in  the  treatment 
of  curable  cancer  will  be  the  subject 
for  discussion  on  Saturday  morning. 
Included  during  this  session  will  be 
a discussion  of  the  recent  classifi- 
cation of  breast  cancer  and  modern 
therapy.  Jack  M.  Stephenson,  M.D., 
of  the  Oklahoma  City  Medical  Arts 
Laboratory  will  talk  on  carcinoid 
tumor. 

Following  each  of  the  formal  pres- 
entations on  both  days,  there  will 
be  a panel  discussion  with  informal 


questions  from  the  floor.  Moderators 
will  be  Leonard  P.  Eliel,  M.D.,  in- 
terim executive  vice-president  for 
OU  Medical  Center  affairs  and  di- 
rector of  the  OU  Medical  Center; 
John  B.  Nettles,  M.D.,  Tulsa,  Ob- 
stetric and  Gynecology  Coordinator 
of  the  Tulsa  Medical  Center;  and, 
Gilbert  Campbell,  M.D.,  Professor 
of  Surgery  and  Head  of  the  Depart- 
ment of  the  Surgery  at  the  Univer- 
sity of  Arkansas  School  of  Medicine, 
Little  Rock.  Q 

Society  of  Nuclear 
Medicine  To  Convene 

Houston’s  Marriott  Motor  Hotel 
will  be  the  site  of  the  Sixteenth  An- 
nual meeting  of  the  Southwestern 
Chapter  of  the  Society  of  Nuclear 
Medicine  on  March  19th-21st,  1971. 
States  included  in  the  chapter  are 
Arkansas,  Louisiana,  Oklahoma  and 
Texas. 

Inquiries  concerning  the  meeting 
should  be  directed  to  Herbert  C. 
Allen,  Jr.,  M.D.,  Secretary-Treas- 
urer, 100  Herman  Professional  Build- 
ing, Houston,  Texas  77025.  Q 
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The  Beverly  Hills  Hospital 
The  Beverly  Hills  Clinic 


Acute  Psychiatric  Diagnostic  and  Treatment  Center 


☆ New  Outpatient  and  Hospital  Facilities  ☆ Beautiful  New  Buildings  On  a Secluded 
Scenic  and  Wooded  Site  ☆ Open  Cottage  System  and  Regulated  Intensive  Treatment 
Units  ☆ All  Established  Methods  of  Diagnosis  and  Treatment  Utilized.  ☆ 

PSYCHIATRY 
Joseph  L.  Knapp,  M.D. 

Jackson  H.  Speegle,  M.D. 

Fred  H.  Jordan,  M.D. 

Joseph  H.  Lindsay,  M.D. 

Jack  R.  Tomlinson,  M.D. 

1353  N.  Westmoreland  ★ Dallas  11,  Texas  ★ 331-8331 
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Labor  and  Liberals 
Push  National 
Health  Insurance 

Organized  labor  has  joined  with 
the  liberal  elements  of  Congress 
led  by  Senator  Ted  Kennedy  to 
promote  an  all  out  push  to  pass 
a national  health  insurance  bill 
during  this  session  of  Congress. 
The  bill  designated  S-3,  has  the  of- 
ficial title  of  “Health  Security  Act 
of  1971.” 

Backing  for  the  Kennedy  bill  is 
coming  from  the  United  Auto  Work- 
ers and  from  the  AFL-CIO.  Chief 
lobbyist  for  the  AFL-CIO  said,  “We 
are  going  to  win  the  fight  at  this 
session  of  Congress.”  UAW  Presi- 
dent Leonard  Woodcock  commented, 
“The  time  has  come  and  that  time 
is  this  session  of  Congress.” 

Last  year  the  two  labor  groups 
and  Kennedy  all  had  separate  bills. 
They  have  now  joined  forces  to  sup- 
port the  Kennedy  bill  which  is  al- 
most identical  to  the  one  he  intro- 
duced last  year. 

Backers  of  the  health  security 
act  estimate  that  in  1973  the  pro- 
gram will  cost  a mere  $57  billion. 
HEW  says  the  cost  will  be  closer 
to  $77  billion. 

When  asked  about  the  staggering 
costs  of  the  bill  and  the  added  tax 
burden  it  would  put  on  the  workers, 
UAW  President  Woodcock  comment- 
ed that  he  wasn’t  particularly  wor- 
ried since  the  workers  tax  would  re- 
main a negotiable  item  in  collec- 
tive bargaining  and  that  the  auto 
companies  might  be  asked  to  pick 
up  the  entire  tax. 

Organized  labor  has  also  stated 
publicly  that  some  form  of  national 
health  insurance  will  be  the  num- 
ber one  domestic  issue  promoted  by 
labor  in  1971  and  during  the  1972 
presidential  election  year. 


The  following  is  a summary  of 
the  Kennedy  bill  as  introduced  last 
year.  The  bill  introduced  in  early 
January  of  this  year  is  almost  iden- 
tical. 

Health  Security  Act 

The  Health  Security  Program 
would  provide  benefits  to  every 
resident  of  the  United  States  and 
every  non-resident  citizen  while 
within  the  U.S.  It  would  establish 
a mechanism  to  provide  benefits 
both  for  resident  aliens  who  would 
be  exempt  from  U.S.  taxes  and  for 
U.S.  citizens  living  in  other  coun- 
tries. 

The  bill  would  provide  compre- 
hensive health  care  benefits.  This 
would  include  primary  medical 
services  and  specialized  services 
furnished  by  physicians,  psychiatric 
services  if  furnished  by  a compre- 
hensive health  service  organization 
or  other  approved  facility,  or  up  to 
20  consultations  for  ambulatory  care. 

The  bill  would  provide  coverage 
for  professional  services  of  dentists 
for  persons  15  years  of  age  or 
younger.  This  would  be  expanded 
as  soon  as  possible  to  cover  all 
persons.  Covered  dentist  services 
would  be  preventive,  diagnostic, 
therapeutic,  except  orthodontic,  and 
services  required  for  rehabilitation 
following  injury,  disability  or  dis- 
ease. 

Institutional  services  provided 
would  include  inpatient  and  out- 
patient hospital  services,  up  to  120 
days  per  spell  of  illness  of  skilled 
nursing  home  services  and  of  home 
health  service  agencies.  Inpatient 
institutional  services  would  be  cov- 
ered only  on  proper  certification  of 
the  medical  necessity  for  such  serv- 
ices. 

Drugs 

Two  categories  of  drugs  would  be 


covered  under  this  program.  A list 
of  drugs  would  be  prepared  for  use 
in  participating  institutions  and 
comprehensive  health  service  or- 
ganizations. The  list  would  be  de- 
signed to  provide  an  armamentarium 
necessary  and  sufficient  for  rational 
drug  therapy  incident  to  compre- 
hensive medical  services  or  covered 
dentist  services.  A second  list  of 
covered  drugs  would  be  prepared, 
which  would  be  for  use  outside  these 
institutions  and  organizations.  This 
list  would  include  only  drugs  for 
use  in  the  treatment  of  chronic 
diseases  and  for  conditions  for  which 
drug  therapy  commonly  imposes 
substantial  financial  hardship. 

A list  of  covered  therapeutic  de- 
vices, appliances,  and  other  equip- 
ment would  be  prepared.  Other 
covered  services  would  include  pro- 
fessional services  of  optometrists 
and  podiatrists  and  the  diagnostic 
services  of  independent  pathology 
laboratories  and  of  independent  ra- 
diologists, as  well  as  ambulance 
and  other  emergency  transporta- 
tion services.  Certain  services  such 
as  physiotherapy,  nutrition,  social 
work,  or  health  education  services 
would  be  covered  when  they  are  part 
of  the  institutional  services  or  they 
are  furnished  by  a comprehensive 
health  service  organization. 

Excluded  from  coverage  would  be 
services  furnished  under  workmen’s 
compensation,  in  public  schools,  and 
cosmetic  surgery.  Also  services 
would  not  be  covered  if  they  are 
furnished  to  a person  enrolled  in  a 
comprehensive  health  service  or- 
ganization and  could  be  provided  by 
that  organization  but  are  furnished 
by  another  provider  or  if  they  are 
primary  physician  services  and  are 
furnished  by  a provider  to  a person 
who  is  on  the  list  of  a physician  or 
dentist  who  has  elected  to  be  paid 


“ Founded  to  meet  the  demand  for  the 
trained  professional  assistant." 


5415  N.  Pennsylvania 
Oklahoma  City,  Oklahoma  73112 

(across  from  Penn  Square) 

Area  Code  405  848-2888 

Professional  Placement  Service  exclusively  for  the  physician's  office 
and  clinic. 

Medical  Assistants,  professionally  trained,  for  permanent  or  temporary 
employment. 

No  fee. 

Call  Sue  Draughon,  administrator 
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news 

by  the  capitation  method. 

Participation 

To  participate  in  the  program, 
providers  would  have  to  meet  cer- 
tain conditions  and  qualifications 
and  would  have  to  agree  that  serv- 
ices would  be  provided  without  dis- 
crimination, without  charge  beyond 
that  authorized  by  the  title,  and  that 
the  provider  will  furnish  the  infor- 
mation needed  for  effective  utiliza- 
tion review  by  professional  peers. 
Qualifications  are  established  for 
all  providers  under  this  program. 
A physician  would  have  to  be  legal- 
ly authorized  to  practice  in  his 
state.  Practitioners  initially  au- 
thorized to  practice  after  June  30th, 
1973  would  have  to  meet  national 
standards  established  by  the  Health 
Security  Board  for  the  practitioner’s 
practice.  If  the  practitioner  meets 
these  standards  and  is  a qualified 
provider  in  one  state,  he  would  be 
qualified  in  any  other  state  to  pro- 
vide services  covered  by  the  pro- 


gram. By  July  1st,  1975,  the  Health 
Security  Board  would  establish 
those  requirements  of  continuing 
education  it  finds  reasonable  and 
necessary  to  maintain  and  enhance 
the  quality  of  professional  services. 
Failure  to  meet  these  requirements 
would  cause  a practitioner  to  cease 
to  be  a qualified  provider. 

A physician  could  not  perform 
major  surgery  as  a covered  serv- 
ice or  furnish  other  covered  special- 
ized services  unless  he  holds  a cer- 
tificate from  the  appropriate  na- 
tional specialty  board  or  possess 
the  qualifications  needed  for  cer- 
tification. 

The  bill  would  require  utilization 
review  plans  for  general  or  psychi- 
atric hospitals  and  for  skilled  nurs- 
ing homes.  Skilled  nursing  homes 
and  home  health  service  agencies 
would  have  to  have  transfer  agree- 
ments with  at  least  one  participat- 
ing hospital. 

The  bill  provides  that  in  estab- 
lishing standards  and  other  require- 
ments, the  Health  Security  Board 
would  take  into  consideration  stand- 


ards or  criteria  established  or  rec- 
ommended by  any  appropriate  pro- 
fessional or  other  association  or  or- 
ganization. 

Financing 

The  program  would  be  financed 
through  a Health  Security  Trust 
Fund.  Payments  to  the  Fund  would 
be  made  through  employee  taxes 
on  a wage  base  of  $15,000,  2.1  per- 
cent on  employees  and  3.5  percent 
on  employers.  The  Federal  Govern- 
ment would  contribute  from  the 
general  revenues  66%  percent  of 
the  combined  employer-employee 
amount.  The  Health  Security  Board 
would  determine  annually  the  maxi- 
mum amount  which  could  be  obli- 
gated from  the  Trust  Fund  for  pay- 
ment of  covered  medical  care. 

The  bill  also  would  establish  a 
Health  Resources  Development  Ac- 
count in  the  Health  Security  Trust 
Fund  which  would  obligate  two  per- 
cent of  the  total  Fund  in  1974,  in- 
creasing to  five  percent  for  fiscal 
year  1980  and  thereafter. 

The  Health  Security  Board  would 


SV 

HOMEMAKERS 

1411  Classen  Blvd. 

Oklahoma  City,  Oklahoma  73106 
Ph.  (405)  525-6571 


Dear  Doctor: 

There  is  a new  service  in  Oklahoma  City  to  assist  you  in  planning  convalescent  care  for  your  patients. 

THE  PATIENT  NEEDS To  assure  optimum  recovery,  convalescents  need  proper  management.  * Institutional 

convalescence  may  be  indicated  by  the  patient's  condition.  * Home  convalescence  may  be  desirable  for  patients 
whose  needs  are  primarily  for  aid  in  feeding,  toilet  and  cleanliness  in  the  familiar  home  environment. 

LIMITED  ALTERNATIVES Convalescents  may  occupy  beds  in  acute  care  hospitals  beyond  period  of  actual 

need.  Costs  or  hospitalization  and  insurance  coverage  are  rising  steadily.  * Institutional  convalescence  may  be 
resorted  to  only  because  there  is  no  one  in  the  patient's  home  able  to  care  for  the  patient.  * Currently  functioning 
home  care  resources  may  not  be  available  or  may  not  fit  the  needs  of  the  patient.  * Home  care  by  family  members 

may  be  too  burdensome  and  not  in  the  best  interest  of  the  patient. 

A NEW  RESOURCE  FOR  HOME-NURSING  CARE The  Upjohn  Co.  has  organized  an  efficient  system  for  delivery 

of  home  nursing  care  at  the  lowest  possible  cost  ....  called  Homemakers.  * Homemakers  can  help  relieve  "acute 
bed"  utilization  by  convalescents.  * Homemakers  provides  managed  convalescence  for  patients  in  their  home  en- 
vironment, without  burden  to  family.  * Homemakers  provides  an  alternative  to  institutional  convalescence.  * Home- 
makers care  may  be  indicated  following  institutional  convalescence  * Homemakers  affords  a choice  of  nursing 
skill  in  keeping  with  the  current  need  of  the  patient  wi  h its  staff  of  RN's  LPN's,  and  Aides.  * Homemakers  staff 
is  selected  carefully  to  assure  the  best  in  skilled  and  concerned  patient  care. 

HOMEMAKERS  MAY  ALSO  PROVIDE  HOME  CARE  for  other  patients:  debilitated,  geriatric,  arthritic,  orthopedic,  etc. 

HOMEMAKERS  IS  HERE  TO  SERVE Call  our  office.  Karen  Burrow,  R.N.,  is  on  duty  to  answer  your  questions 

and  take  your  orders  ....  or  ...  . refer  your  patient  to  our  office;  Mrs.  Burrow  will  contact  you  for  your 

orders. 

Yours  truly, 

E.  G.  STONE 
Zone  Manager 

HOMEMAKERS'/Home  and  Health  Care  Services 
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annually  allocate  to  each  region  the 
funds  which  would  be  available  to 
that  region  to  cover  expenditures  for 
services  provided  under  the  bill.  The 
Board  would  attempt  in  this  process 
to  eliminate  the  existing  differences 
among  the  regions  in  the  average 
per  capita  cost  of  health  services. 
The  Board  would  further  divide  the 
allocation  to  each  region  according 
to  class  of  services.  This  would  set 
the  amount  of  money  available  in 
each  region  for  institutional  serv- 
ices, physician  services,  dentist  serv- 
ices, drugs,  etc.  Finally,  the  Board 
would  annually  allocate  the  funds 
available  for  each  class  of  service 
to  each  of  the  health  service  areas 
in  each  region. 

Payment 

The  bill  would  set  up  the  methods 
for  payment  to  professional  prac- 
titioners. Each  practitioner  could 
elect  to  be  paid  by  a fee-for-service 
method.  However,  a fee  schedule 
would  be  established.  Practitioners 
also  could  elect  to  be  paid  by  a 
capitation  method. 

When  the  Board  deems  it  neces- 
sary, it  could  pay  an  independent 
practitioner  a full-time  or  part-time 
stipend  in  lieu  of  or  as  a supple- 
ment to  other  compensation  and  it 
could  reimburse  the  practitioner  for 
special  continuing  professional  edu- 
cation and  other  necessary  costs. 
This  would  be  used  to  encourage 
rural  practice. 

The  amounts  allotted  in  each 
health  service  area  for  payment  of 
physician  services  would  be  used 
first  to  provide  for  payment  to  be 
made  by  the  Board  on  a budget  or 
stipend  basis  or  on  any  basis  other 
than  capitation,  fee-for-service,  or 
per  case.  The  remainder  would  be 
available  for  capitation  payment 
based  on  a set  amount  for  each 
resident  in  the  area.  The  funds  re- 
maining after  capitation  payments 
have  been  made  would  be  available 
for  making  fee-for-service  and  per 
case  payments. 

Hospitals  would  be  paid  according 
to  a prospective  budget  approved  by 
the  Health  Security  Board.  Psychi- 
atric hospitals,  skilled  nursing 
homes,  and  home  health  service 
agencies  would  be  paid  in  the  same 


manner. 

Maximum  product  prices  would 
be  determined  for  the  payment  of 
the  cost  of  drugs.  Payment  to  an 
independent  pharmacy  would  con- 
sist of  the  cost  of  the  drug  to  the 
pharmacy  plus  a dispensing  fee  ap- 
proved by  the  Board. 

Payments  to  comprehensive  health 
service  organizations  would  consist 
of  basic  capitation  payments  plus 
75  percent  of  any  savings  made 
when  utilization  is  compared  to  the 
average  utilization  made  by  any 
comparable  group  not  enrolled  in  a 
comprehensive  health  service  or- 
ganization. Services  would  have  to 
be  of  high  quality  and  meet  the 
needs  of  the  enrollees. 

Planning 

The  bill  would  authorize  $200  mil- 
lion for  fiscal  1971,  $400  million  for 
fiscal  1972,  and  $600  million  for 
fiscal  1973  to  inaugurate  a planning 
program  to  strengthen  the  nation’s 
resources  of  health  personnel  and 
facilities  and  its  system  of  delivery 
of  health  services.  This  would  be 
completed  by  July  1st,  1973.  After 
July  1st,  1973,  a program  would  be 
established  to  reinforce  the  opera- 
tion of  the  health  security  program 
as  a mechanism  for  the  continuing 
improvement  of  the  supply  and  dis- 
tribution of  health  personnel  and 
facilities  and  the  organization  of 
health  services. 

A continuous  process  of  health 
service  planning  would  be  instituted 
in  collaboration  with  state  compre- 
hensive health  planning  agencies. 
In  all  planning,  emphasis  would  be 
placed  on  improving  and  expanding 
the  available  resources  for  and  ac- 
cessibility of  services  to  ambulatory 
patients. 

The  Board  would  establish  sched- 
ules of  priority  for  the  recruitment, 
utilization,  and  training  of  the  per- 
sonnel most  urgently  needed  in  the 
health  security  system.  The  Board 
would  provide  the  education  or  train- 
ing for  these  shortage  personnel  if 
other  assistance  is  not  available  or 
is  inadequate. 

Administration 

The  program  would  be  adminis- 
tered by  a five-man  Health  Security 


Board  appointed  by  the  President. 

There  would  also  be  a National 
Health  Security  Advisory  Council, 
regional  and  local  advisory  coun- 
cils, and  professional  and  techni- 
cal advisory  committees. 

The  Board  could  order  providers, 
as  a condition  of  continuing  partic- 
ipation, to  discontinue  or  initiate 
certain  services,  to  furnish  services 
at  a place  where  the  provider  does 
not  currently  do  so,  or  to  enter  into 
arrangements  with  one  or  more 
other  providers  for  the  transfer  of 
patients  or  the  making  available  to 
one  provider  the  skills  of  another. 

Benefits  provided  under  this  pro- 
gram would  begin  July  1st,  1973.  Q 

Noted  Cardiologist  To 
Speak  in  Oklahoma 

Doctor  Borys  Surawicz,  interna- 
tionally recognized  cardiologist  and 
the  Oklahoma  Heart  Association’s 
visiting  professor  of  cardiology,  will 
present  a lecture  at  8:30  a.m.,  Feb- 
ruary 23rd  at  Presbyterian  Hospital, 
Oklahoma  City.  All  interested  phy- 
sicians are  invited  to  attend. 

Doctor  Surawicz,  professor  of 
medicine  and  director  of  cardio- 
vascular division,  University  of  Ken- 
tucky College  of  Medicine,  will  be 
in  Tulsa  February  22nd,  where  he 
will  lecture  at  8:00  a.m.  in  the  main 
conference  room  at  Saint  Francis 
Hospital. 

Each  year  the  Heart  Association 
brings  a well  known  heart  specialist 
to  Oklahoma  as  part  of  the  observ- 
ance of  Heart  month. 

Born  in  Moscow,  Russia,  Doctor 
Surawicz  came  to  the  U.S.  in  1951 
and  completed  an  internship  and 
residency  at  DeGoesbriand  Memori- 
al Hospital,  Burlington,  Vermont. 

He  was  a member  of  the  faculty 
of  the  University  of  Pennsylvania 
Graduate  School  of  Medicine  and 
the  University  of  Vermont  College 
of  Medicine  before  going  to  the  Uni- 
versity of  Kentucky  in  1962  as  as- 
sociate professor  of  medicine  and 
director  of  the  cardiovascular  divi- 
sion. 

Doctor  Surawicz  is  a member  of 
numerous  medical  groups. 
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DOCTOR,  WHAT  WILL  YOU  EARN? 

It  depends,  of  course,  on  your  age  and  annual  earnings,  but  the  amount  can  quite 
reasonably  exceed  $400,000. 

The  total  value  of  all  your  possessions— property,  savings,  cars  and  personal  belong- 
ings—is  only  a fraction  of  what  you  will  probably  earn  during  years  of  practice.  And  yet 
some  of  you  have  insured  these  things  and  left  your  earning  power  unprotected. 

Is  this  logical?  Not  when  you  can  participate  in  the  . . . 

O.S.M.A.  GROUP  DISABILITY  INCOME  PROGRAM 

Now  Available  to  members  of  the  OKLAHOMA  STATE  MEDICAL  ASSOCIATION 
. . . gives  you  individual  coverage  at  low  group  rates. 

. . . offers  flexible  waiting  periods  at  your  option. 

. . . guarantees  you  an  income  when  you  are  disabled  from  an  accident  or  sickness. 

. . . offers  optional  Indemnity  from  $200.00  to  $800.00  per  month. 

. . . pays  for  lifetime  on  accident  and  up  to  age  65  on  sickness. 

For  Additional  Information,  call  or  write 

Terry  Banker  or  Rodman  A.  Frates 
C.  L.  FRATES  & COMPANY,  INC. 

4010  North  Youngs  P.  O.  Box  12446 

OKLAHOMA  CITY,  OKLAHOMA  73112 
Telephone  JA  8-7755 


DOES  THE  VERY  FINEST  ALWAYS  COST  MORE? 

Ninety-nine  times  out  of  a hundred,  you  do  pay 
more  for  the  finest  thing  in  its  field. 


But  there's  one  big  exception  . . . 

LIFE  INSURANCE  and  the  planning  it  takes. 


You  can  have  the  very  finest  agent  analyze  your 
needs  and  tailor  your  life  insurance  program— and 
it  won't  cost  you  one  penny  more. 


You  can,  in  fact,  have  the  man  from  Mass  Mutual. 


Supplement  your  OSAAA  Group  Insurance  with  this  valuable  additional  coverage 


WILSON  & WILSON,  Inc. 

General  Agent 

1470  First  Nat'l  Bldg.  - Tel.  CE  6-4681 
Oklahoma  City 


MASSACHUSETTS  MUTUAL  lj 
LIFE  INSURANCE  COMPANY  an 

SPRINGFIELD.  MASSACHUSETTS  • ORGANIZED  1851 
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OSMA  Meeting  Set 
For  Late  April 

Preparations  for  the  65th  annual 
meeting  of  the  OSMA  are  now  be- 
ing finalized.  Traditionally  the 
meeting  is  held  the  second  week- 
end in  May,  but  this  year  it  will 
be  held  April  29th-May  1st,  in  the 
Tulsa  Assembly  Center. 

Floyd  Miller,  M.D.,  general  chair- 
man of  the  meeting,  has  released  a 
tentative  schedule  of  events  for  this 
year.  He  recently  announced  that 
A1  Capp,  creator  of  L’il  Abner,  will 
be  a special  guest  speaker  on  Sat- 
urday afternoon,  May  1st. 

While  the  scientific  and  business 
activities  will  take  place  in  the 
Tulsa  Assembly  Center,  most  of  the 
entertainment  functions  are  set  for 
the  Fairmont-Mayo  Hotel.  A large 
cocktail  party  is  scheduled  for  Fri- 
day evening,  and  the  annual  Presi- 
dent’s Inaugural  Dinner-Dance  will 
be  held  Saturday  evening,  May  1st. 
Entertainment  for  the  dinner-dance 
will  be  furnished  by  the  Oral  Rob- 
erts University  World  Action  Sing- 
ers. This  group  has  already  estab- 
lished a world-wide  reputation  for 
musical  excellence. 

Six  general  interest  scientific  sym- 
posiums are  scheduled  for  the  three 
days.  In  addition,  two  special  pres- 
entations are  also  scheduled. 

The  first  special  presentation  will 
be  at  11:00  a.m.  on  Friday  morn- 
ing, April  30th.  R.  Maurice  Hood, 
M.D.,  of  Austin,  Texas,  will  speak 
on  “Wounds  and  Illnesses  That  May 
Have  Changed  the  Course  of  the 
Civil  War.”  The  second  special 
presentation  will  be  given  at  1:00 
p.m.  on  Saturday  afternoon.  May 
1st.  Eugene  F.  Balangero,  M.D., 
Montreal,  Canada,  will  speak  on 
“Experience  of  Canadian  Physicians 
With  Government  Controlled  Medi- 
cine.” 

A1  Capp’s  presentation,  “Ask  A1 
Capp,”  will  be  at  2:30  p.m.  on  the 
stage  of  the  Tulsa  Assembly  Cen- 
ter. Capp’s  entire  presentation  is 
extemporaneous  and  he  starts  off 
by  asking  all  members  of  the  au- 
dience to  submit  written  questions 
to  him.  He  describes  himself  as  an 
expert  on  nothing  with  opinions  on 
everything. 


AL  CAPP 


The  popular  stage-door  luncheons 
will  be  held  again  this  year.  A pic- 
nic style  bill  of  fare  will  be  offered 
both  Friday  and  Saturday  at  noon 
on  the  stage  of  the  auditorium.  It 
will  be  free  to  all  registrants  and 
exhibitors. 

The  following  is  the  proposed 
schedule  of  events  for  the  April 
29th-May  1st  meeting: 

THURSDAY,  APRIL  29th,  1971 
2:00  p.m.  “Lumps  in  the  Neck,”  in- 
cluding Thyroid  Diseases 
Guest  speaker— John  C.  Gais- 
ford,  M.D.,  Pittsburgh,  Pennsyl- 
vania 

Panel  will  include  surgeon,  in- 
ternist, and  radiologist. 

7:00  p.m.  House  of  Delegates 
FRIDAY,  APRIL  30th,  1971 
9:00  a.m.  Gastroenterology  Sym- 
posium With  Special  Emphasis 
on  Changing  Concepts  of  Hepa- 
titis 

Guest  speaker — Leslie  J.  Schoen- 
field,  M.D.,  Los  Angeles,  Cali- 
fornia 

Panel  will  include  internist,  sur- 
geon, and  pediatrician. 

11:00  a.m.  “Wounds  and  Illnesses 
That  May  Have  Changed  the 
Course  of  the  Civil  War” 

R.  Maurice  Hood,  M.D.,  Austin, 
Texas. 

12:00  noon  Stage  Door  Luncheon 
2:00  p.m.  Symposium  on  Diabetes 
Guest  speaker— Marvin  Levin, 
M.D.,  St.  Louis,  Missouri 
Panel  will  include  internist,  pe- 
diatrician, and  general  practi- 


tioner. 

6:00  p.m.  Cocktail  Party — Fairmont- 
Mayo  Hotel 

SATURDAY,  MAY  1st,  1971 
9:00  a.m.  Society  of  Internal  Medi- 
cine Symposium 

“The  Newer  Antibiotics:  Their 
Therapeutic  Indications  and  Ef- 
fectiveness” 

Francis  J.  Carey,  M.D.,  St. 
Louis,  Missouri 

“Allied  Health  Personnel  in  the 
Internist’s  Office” 

Frank  A.  Riddick,  Jr.,  M.D., 
New  Orleans,  Louisiana 
“The  Physician’s  Assistant  Pro- 
gram in  Oklahoma” 

Thomas  N.  Lynn,  M.D.,  Okla- 
homa City  and  Mr.  William 
Stanhope  (Physician  Assistant), 
Oklahoma  City. 

9:00  a.m.  Dermatology  Symposium 
Guest  Speaker  — Mage  Hunney- 
cutt,  M.D.,  Little  Rock,  Arkan- 
sas. 

9:30  a.m.  Symposium  on  Acute  Ar- 
terial Injury. 

Moderated  by  Lazar  J.  Green- 
field, M.D.,  Oklahoma  City 
Other  speakers:  Kemper  Lain, 
M.D.,  Oklahoma  City 
G.  Rainey  Williams,  M.D.,  Okla- 
homa City 

Albert  Shirkey,  M.D.,  Tulsa. 
9:00  a.m.  House  of  Delegates 
12:00  noon  Stage  Door  Luncheon 
1:00  p.m.  “Experience  of  Canad- 
ian Physicians  with  Government 
Controlled  Medicine” 

Eugene  F.  Balangero,  M.D., 
Montreal,  Canada. 

2:30  p.m.  “Ask  A1  Capp” 

A1  Capp,  Creator  of  L’il  Abner 
6:00  p.m.  Cocktail  Party— Fairmont- 
Mayo  Hotel 

7:00  p.m.  Inaugural  Dinner-Dance 
(Entertainment  by  World  Action 
Singers) 

OSMA  Membership 
Reported 

Of  OSMA’s  2,185  members,  1,931 
are  in  private  practice. 

Of  this  number  69  are  listed  as 
residents  or  fellows,  55  as  full  time 
hospital  staff,  52  full  time  medical 
school  faculty,  10  in  full  time  ad- 
ministrative medicine,  eight  full 
time  researchers,  and  60  retired  or 
not  in  practice. 
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news 

Improper  Forms  Cause 
Payment  Delay 

Recent  studies  indicate  that  many 
physicians  or  their  office  staffs  are 
not  filing  Medicare  and  Medicaid 
claim  forms  properly  filled  out.  Con- 
fusion particularly  seems  to  revolve 
around  the  meaning  of  the  term 
“itemized  bill.” 

Federal  regulations  instruct  the 
Medicare  and  Medicaid  carriers  to 
require  bills  which  are  sufficiently 
itemized  so  that  the  exact  procedure 
performed  can  be  identified.  In  ad- 
dition, Medicaid,  operated  by  the 
Department  of  Public  Welfare,  re- 
quires that  each  procedure  be  iden- 
tified by  the  proper  procedure  code. 
Medicare  does  not  require  coding 
on  the  claim  form. 

Breaking  down  the  charges  into 
itemized  bill  form  expedites  the 
handling  of  the  claim.  Each  bill  or 
receipt  should  show  the  date  of  serv- 
ice, the  type  of  service,  and  the 
charge  for  each  individual  service 
rendered  by  the  physician.  When- 
ever a claim  form  combines  charges 
it  must  be  given  special  handling 
by  the  carrier  and  additional  infor- 
mation has  to  be  sought  from  the 
physician. 

Medicare  cannot  return  a claim 
form  to  a physician.  Federal  regu- 
lations say  that  once  the  claim  form 
is  in  the  carrier’s  possession,  the 
carrier  must  do  all  additional  work 
necessary  to  process  the  form.  If 
the  form  is  incomplete,  the  carrier 
has  to  call  the  doctor’s  office  and 
seek  additional  information.  A prop- 
erly itemized  claim  will  reduce  un- 
necessary delays  in  claim  payments 
by  avoiding  repeated  telephone  calls 
to  the  doctor’s  staff  to  secure  the 
needed  information. 

Regulations  of  the  Department  of 
Public  Welfare  require  that  im- 
proper Medicaid  forms  be  returned 
to  the  physician  for  additional  in- 
formation or  correction. 

If  a patient  is  going  to  file  his 
own  Medicare  claim,  the  physician’s 
staff  should  explain  to  the  patient 
that  the  “itemized”  receipt  or  state- 
ment should  be  accompanied  by  a 
“request  for  Medicare  payment 


form.”  All  questions  on  the  pay- 
ment form  should  be  filled  out  in 
their  entirety.  This  same  practice 
applies  whenever  a doctor  accepts 
an  assignment. 

The  Department  of  Public  Welfare 
reports  that  some  Medicaid  claim 
forms  are  being  improperly  coded. 
In  particular  many  physicians  are 
using  a code  number  for  an  extend- 
ed office  visit  ( 9001  or  9002 ) and  then 
charging  only  for  a routine  office 
visit  (9003  or  9004).  The  result  is 
that  they  are  pulling  their  profile 
for  the  extended  office  visit  down 
and  freezing  their  own  fee  at  a low- 
er level. 

The  Department  also  reports  that 
some  physicians  are  routinely  cod- 
ing and  billing  for  the  extended  of- 
fice visits  (9001  or  9002  >,  but  the  de- 
scription of  service  rendered  does 
not  justify  the  coding  or  charge.  A 
Department  spokesman  said  that 
anytime  the  extended  office  call 
code  is  used  there  should  be  suf- 
ficient information  included  on  the 
claim  form  to  justify  the  higher  fee. 

Computer  processing  of  claims  has 
also  uncovered  some  irregularities 
in  billings  for  office  visits.  The 
computer  now  checks  back  into  a 
patient’s  history  to  determine  wheth- 
er or  not  the  extended  initial  office 
visit  for  a new  patient  code  has  been 
used  previously.  It  also  checks  the 
frequency  of  the  use  of  codes  to 
designate  a routine  initial  office 
visit  for  a new  patient  (9000),  and 
initial  or  subsequent  office  visit  re- 
quiring complete  diagnostic  history 
and  physical  examination  (9001). 
When  these  begin  to  show  up  regu- 
larly in  a patient’s  history  the  claims 
are  automatically  subjected  to  close 
review. 

Physicians  or  their  staffs  needing 
additional  information  should  feel 
free  to  direct  their  questions  and 
information  requests  to  the  follow- 
ing people: 

Medicare  Claim  Administration, 
in  care  of  Aetna  Life  and  Casualty 
Company,  7 South  Harvey,  Okla- 
homa City,  Oklahoma  73102,  tele- 
phone AC  405,  232-3533. 

Department  of  Public  Welfare, 
Medical  Services  Division,  Sequoyah 
Office  Building,  State  Capitol,  Okla- 
homa City,  Oklahoma.  Telephone 
AC  405,  521-3801.  Q 


Drug  Abuse  Seminars  Set 

Tulsa’s  Camelot  Inn  will  be  the 
site  of  the  third  OSMA  Drug  Abuse 
Seminar  for  physicians,  March  11th, 
1971.  Additional  seminars  have  now 
been  set  for  Lake  Texhoma  State 
Lodge  and  Quartz  Mountain  State 
Lodge  near  Altus. 

Scheduled  for  Thursday  evening, 
March  11th,  the  Tulsa  seminar  is 
the  third  in  a series  of  six  seminars 
being  conducted  by  the  OSMA’s  Al- 
coholism and  Drug  Abuse  Commit- 
tee to  familiarize  physicians  with 
the  short  term  diagnosis  and  treat- 
ment of  the  drug  intoxicated  pa- 
tients. 

A part  of  the  seminar  schedule 
was  the  recent  distribution  to  all 
OSMA  physicians  of  the  “Drug 
Abuse  Treatment  Manual”  which 
was  compiled  and  prepared  by  the 
members  of  the  Alcoholism  and 
Drug  Abuse  Committee. 

The  Tulsa  Camelot  Inn  meeting 
will  start  at  7:00  p.m.  in  the  Great 
Hall.  Following  dinner,  a film  de- 
picting today’s  drug  culture  will  be 
shown.  This  will  be  followed  by  a 
presentation  on  “Acute  Symptoms 
and  Management  of  Drug  Users”  by 
Jim  Earls,  M.D.,  Associate  Profes- 
sor of  Psychiatry  at  the  OU  Med- 
ical Center. 

A panel  discussion  with  questions 
from  the  audience  will  close  out  the 
meeting.  Faculty  for  the  panel  in- 
cludes Al  Parades,  M.D.,  Professor 
of  Research  Psychiatry;  Tom  Don- 
ica,  M.D.,  Associate  Professor  of 
Psychiatry:  and  Jim  Earls,  M.D., 
all  of  the  OU  Medical  Center. 

Frank  Adelman,  M.D.,  Enid  psy- 
chiatrist, chairman  of  the  special 
subcommittee  which  organized  and 
planned  the  entire  seminar  series 
will  act  as  moderator. 

Two  and  one-half  hours  of  credit 
from  the  American  Academy  of  Gen- 
eral Practice  has  been  requested 
for  each  seminar. 

Registration  fee  for  each  of  the 
seminars  will  be  $10  per  person,  to 
cover  the  cost  of  the  meal  and  pro- 
gram expense.  Material  for  ad- 
vanced registration  will  be  sent  to 
physicians  in  the  area  surrounding 
each  seminar  site.  Physician’s 
wives  and  office  personnel  are  in- 
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vited  to  attend,  but  must  pay  the 
$10  registration  fee. 

Quartz  Mountain  State  Lodge  near 
Altus  will  be  the  site  of  the  fourth 
seminar.  Scheduled  for  Thursday 
evening,  April  8th,  the  Altus  meet- 
ing will  start  at  6:30  p.m.  with 
dinner  being  served  at  7:00. 

The  fifth  seminar  in  the  series 
will  be  held  at  Lake  Texhoma  State 
Lodge  on  Thursday  evening,  May 
13th.  The  sixth  seminar  will  be  held 
on  June  10th  in  Oklahoma  City.  □ 

School  of  Health 
Becomes  Reality 

Preparation  of  working  drawings 
for  an  approximately  $10  million 
School  of  Health  building  in  the 
University  of  Oklahoma  Medical 
Center  will  begin  immediately  ac- 
cording to  Dean  William  W.  Schott- 
staedt. 

The  Medical  Center’s  application 
for  a $7,028,296  federal  construction 
grant  last  July  was  approved  by  the 
Department  of  Health,  Education 
and  Welfare  subject  to  the  avail- 
ability of  funds,  and  although  noti- 
fication of  award  of  funds  has  not 
been  received,  Doctor  Schottstaedt 
was  optimistic  that  financing  will 
be  forthcoming  within  the  year. 

The  proposed  structure,  to  con- 
sist of  two  interconnected  towers 
of  five  and  six  stories,  will  house 
the  three-year-old  School  of  Health, 
presently  quartered  in  several  resi- 
dential buildings  near  the  Medical 
Center  in  the  600  block  of  NE  15th 
Street. 

It  will  be  constructed  in  the  cen- 
tral area  of  the  Oklahoma  Health 
Center  development  between  NE 
10th  and  11th  Streets,  Stonewall  and 
Kelley,  a block  from  the  site  of  the 
new  State  Department  of  Health 
office  building  and  laboratories  now 
under  construction. 

Some  moneys  from  the  1968  HERO 
bond  issue  will  be  applied  toward 
construction  and  equipment  costs. 

Building  of  adequate  facilities 
would  permit  tripling  the  present 
enrolment  of  146  persons  working 
toward  graduate  degrees  in  the 
areas  of  biostatistics  and  epidemi- 
ology, environmental  health,  health 
administration,  human  ecology,  par- 
asitology and  laboratory  practice 


and  community  health. 

Preliminary  drawings  completed 
by  Murray  Jones  Murray,  Tulsa 
architects  - engineers  - planners,  pro- 
vide for  classrooms,  student  labora- 
tories and  study  carrels,  research 
animal  facilities,  faculty  offices  and 
laboratories,  a reading  room,  lec- 
ture room,  audio-visual  facilities, 
administrative  offices  and  services 
area,  a total  of  101,000  square  feet. 

The  School  of  Health  is  one  of 
the  newest  professional  schools  in 
the  OU  Medical  Center,  which  now 
also  embraces  the  Schools  of  Medi- 
cine, Nursing,  Health  Related  Pro- 
fessions, and  Dentistry,  and  the 
Graduate  College-Medical  Center. 
The  School  of  Pharmacy  later  will 
relocate  from  the  Norman  campus 
to  the  health  complex  in  Oklahoma 
City. 

Fully  accredited  by  the  American 
Public  Health  Association  since  its 
establishment,  the  school  has  shown 
a steady  increase  in  enrolment  from 
an  initial  student  body  of  approxi- 
mately 80.  □ 

Groom  Named  To 
National  Committee 

Dale  Groom,  M.D.,  Director  of 
the  Oklahoma  Regional  Medical  Pro- 
gram, was  recently  elected  Vice- 
Chairman  of  the  National  Steering 
Committee,  an  organization  repre- 
sentative of  the  55  national  Regional 
Medical  Programs.  He  was  select- 
ed for  the  post  at  the  national  meet- 
ing of  the  program  on  January  7th, 
in  Bethesda,  Maryland. 

The  steering  committee  is  an  ad 
hoc  group  formed  to  provide  the  na- 
tional organization  with  construc- 
tive comments  from  the  55  regional 
programs.  It  is  composed  of  pro- 
gram directors  from  the  various 
areas  which  form  the  national  pro- 
gram. Doctor  Groom  is  the  repre- 
sentative of  the  South-Central  Area 
which  includes  Oklahoma,  Texas, 
Arkansas,  Kansas,  and  Missouri. 

As  director  of  the  Oklahoma  Re- 
gional Medical  Program,  Doctor 
Groom  is  responsible  for  maintain- 
ing the  effectiveness  of  its  efforts 
in  combating  heart  disease,  cancer, 
stroke,  renal  disease,  and  related 
diseases.  As  vice-chairman  of  the 
National  Steering  Committee,  he  will 


aid  in  providing  the  two-way  com- 
munication between  national  and 
regional  organizations  necessary 
for  the  continuance  of  the  overall 
Regional  Medical  Program.  Q 

Health  Department 
Offers  Rubella  Vaccine 

A quantity  of  Rubella  vaccine  is 
now  available  to  state  physicians 
free  of  charge  from  the  Oklahoma 
State  Department  of  Health.  The 
vaccine  was  provided  to  the  state 
through  a federal  grant. 

Although  Oklahoma  ranks  eighth 
in  the  nation  in  immunizations  level 
against  this  disease  because  of  the 
Rub  Out  Rubella  Campaign  last 
year,  both  the  Department  and  the 
OSMA  are  urging  physicians  to  con- 
tinue innoculating  Oklahoma  young- 
sters. 

Physicians  interested  in  obtaining 
a quantity  of  the  vaccine  for  distri- 
bution to  their  patients  should  con- 
tact the  local  county  health  depart- 
ment or  the  Oklahoma  State  De- 
partment of  Health  in  Oklahoma 
City.  The  physician  must  pledge 
that  he  will  not  charge  for  the  vac- 
cine, but  this  does  not  preclude  a 
charge  for  its  administration. 

AHA  and  AMA  Urge 
Licensure  Moratorium 

Proliferation  of  allied  health  man- 
power licensure  laws  have  caused 
the  American  Hospital  Association 
and  the  AMA  to  call  for  a mora- 
torium on  licensure  of  additional 
categories  of  health  personnel. 

The  AHA’s  action  took  place  dur- 
ing its  annual  meeting.  The  AMA’s 
House  of  Delegates  took  a similar 
position  on  licensure  at  its  last 
clinical  convention  in  Boston.  AHA 
said  “current  trends  toward  licen- 
sure of  health  care  personnel  fore- 
cast possibilities  of  legal  entangle- 
ments, scope  of  functions,  and  flex- 
ible use  of  manpower.” 

The  policy  applies  to  such  occu- 
pations as  hospital  administrators, 
inhalation  therapists,  medical  lab- 
oratory technologists,  occupational 
therapists,  operating  room  techni- 
cians, physical  therapy  assistants, 
physician’s  assistants,  psychiatric 
technicians,  radiologic  technologists, 
and  social  workers. 
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BOOK  REVIEWS 


JOSEPH  W.  FUNNELL,  M.D. 

1921-1971 

Joseph  W.  Funnell,  M.D.,  a 49-year-old  Oklahoma  City  phy- 
sician, died  January  31st,  1971.  A native  of  Alleryon,  Iowa,  Doctor 
Funnell  came  to  Oklahoma  City  in  1945  and  was  graduated  from 
the  University  of  Oklahoma  School  of  Medicine  in  1949.  Follow- 
ing postgraduate  work  in  New  Jersey  and  Chicago,  he  established 
his  practice  in  Oklahoma  City. 

Doctor  Funnell  was  a Diplomate  of  the  American  Board  of 
Obstetrics  and  Gynecology,  a Fellow  of  the  American  College  of 
Surgeons;  a member  of  the  American  College  of  Obstetrics  and 
Gynecology,  the  Osier  Society,  the  Southern  Medical  Association, 
the  Alpha  Omega  Alpha  and  Phi  Chi,  medical  fraternities. 

HOWARD  B.  SHORBE,  M.D. 

1909-1971 

A well-known,  Oklahoma  City  orthopedic  surgeon,  Howard 
B.  Shorbe,  M.D.,  died  January  24th,  1971.  Born  in  Coalgate,  Okla- 
homa, Doctor  Shorbe  was  graduated  from  the  Northwestern  Uni- 
versity Medical  School  in  1934.  His  practice  was  established  in 
Oklahoma  City  where  he  was  also  a Clinical  Professor  of  Ortho- 
pedic Surgery  at  the  University  of  Oklahoma  School  of  Medicine. 

Doctor  Shorbe  was  a member  of  the  American  Board  of 
Orthopedic  Surgeons,  a Fellow  of  the  American  College  of  Sur- 
geons, a member  of  the  American  Orthopedic  Association  and 
the  American  Academy  of  Orthopedic  Surgeons. 

HARRY  D.  MURDOCK,  M.D. 

1879-1970 

Harry  D.  Murdock,  M.D.,  92,  a practicing  surgeon  in  Tulsa 
for  more  than  50  years,  died  December  26th,  1970.  Born  in  Brod- 
head,  Wisconsin,  Doctor  Murdock  graduated  from  Rush  Medical 
College  in  1905.  He  began  his  practice  in  Tulsa  in  1910,  retiring 
in  1957. 

In  1955,  the  Oklahoma  State  Medical  Association  awarded 
Doctor  Murdock  a Life  Membership  in  recognition  of  over  a 
half  century  of  devoted  service  to  his  profession  and  humanity. 

HENRY  T.  BALLANTINE,  M.D. 


CURRENT  CONCEPTS  IN  OPR 
THALMOLOGY.  By  Bernard  Beck 
er,  M.D.,  Professor  and  Head  of 
the  Department  of  Ophthalmology. 
Washington  University  School  o! 
Medicine,  St.  Louis,  Missouri,  and 
Ronald  M.  Burde,  M.D.,  Depart 
ment  of  Ophthalmology,  Washing- 
ton University  School  of  Medicine, 
St.  Louis,  Missouri.  Volume  II, 
cloth,  267  pp.  with  238  illustrations. 
St.  Louis:  The  C.  V.  Mosby  Com- 
pany, 1969.  $21.00. 

This  is  volume  II  in  the  CURRENT 
CONCEPTS  IN  OPHTHALMOLOGY 
series.  Like  the  first  volume,  it 
covers  selected  topics  which  need 
clarification  in  the  light  of  present 
day  knowledge  and  presents  the 
views  and  practice  of  present  and 
former  ophthalmologic  staff  mem- 
bers of  Washington  University. 

Selected  subjects,  ranging  from 
plastic  surgery  and  retinal  cryosur- 
gery to  a critique  of  gonioscopy  and 
definition  of  problems  relating  to 
dyslexia,  are  well  covered  with  clear- 
ly related  descriptions  of  means, 
methods  and  opinions  of  current 
therapeutic  concepts. 

Though  directed  primarily  to  those 
practicing  ophthalmology,  other  phy- 
sicians will  find  several  sections  in- 
formative. However,  the  expense 
makes  it  likely  it  will  be  purchased 
primarily  by  libraries  and  ophthal- 
mologists particularly  interested  in 
the  topics  covered  in  this  volume. 
Ben  C.  Pendarvis,  M.D. 


1881-1970 

A long-time,  Muskogee  physician,  Henry  T.  Ballantine,  M.D., 
died  hi  Boston,  Massachusetts,  December  27th,  1970.  A native 
of  Calhoun,  Kentucky,  Doctor  Ballantine  received  his  medical 
degree  in  1907  from  Vanderbilt  University  School  of  Medicine. 
His  practice  was  established  in  Muskogee  in  1909. 

The  OSMA  honored  Doctor  Ballantine  in  1962  with  the  presen- 
tation of  an  Honorary-Life  Membership  for  his  outstanding  serv- 
ices to  his  community  and  over  50  years  of  medical  practice. 

GORDON  W.  BUFFINGTON,  M.D. 

1920-1971 

A former  Oklahoma  physician,  Gordon  W.  Buffington,  M.D., 
50,  died  in  Muncie,  Indiana,  December  14th,  1970.  A native  of 
Pryor,  Oklahoma,  Doctor  Buffington  was  a 1950  graduate  of  the 
University  of  Oklahoma  School  of  Medicine.  Following  his  in- 
ternship, he  established  his  practice  in  Tahlequah,  Oklahoma. 
In  1965,  he  joined  the  Ball  State  Health  Service  in  Muncie.  He 
had  served  with  the  U.S.  Navy  during  World  War  II. 


THE  ROLE  OF  LEARNING  IN  PSY- 
CHOTHERAPY. By  Ruth  Porter, 
(Ed.).  Hard  bound,  340  pp.,  with 
two  illustrations.  Boston:  Little. 
Brown  & Co.,  1968. 

The  purpose  of  this  symposium 
was  to  provide  a forum  for  present- 
ing information  from  psychodynamic 
theory  regarding  psychotherapy  and 
the  more  recent  behavioristic  based 
data  on  learning  theory  as  applied 
to  psychotherapy.  A reconciliation 
or  drawing  together  of  information 
was  hoped  to  be  possible  by  parti- 
cipant’s focusing  on  the  “neutral’ 
ground  of  the  role  of  learning  in 
psychotherapy.  To  facilitate  reach- 
ing this  goal,  the  participants  in  the 
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symposium  represented  a broad 
spectrum  of  professionals  ranging 
from  primate  researchers,  educators, 
rigorous  behavior  therapists  to  psy- 
choanalysis. All  contributed  a paper 
generally  oriented  to  providing  in- 
formation relevant  to  the  psycho- 
therapeutic process  with  the  com- 
mon denominator  being  some  refer- 
ence to  learning.  Following  the 
formal  presentation  of  each  partici- 
pant’s paper,  discussion  was  en- 
couraged. Based  upon  the  order  of 
presentation  of  the  articles  and  sub- 
sequent discussions,  two  interesting 
phenomena  occurred.  First,  vested 
professionals  tend  to  minimize  theo- 
retical differences  early  in  a discus- 
sion. Second,  after  participants  “let 
their  hair  down,”  they  frequently 
assume  extreme  positions  to  support 
their  theoretical  positions. 

The  result  of  this  symposium  was 
a series  of  excellent  summary  ar- 
ticles dealing  with  theoretical,  applied 
and  research  aspects  of  learning  and 
psychotherapy.  When  combined  with 
the  discussions,  this  book  provides  a 
clear  and  relatively  concise  state- 
ment as  to  the  differences  in  opinion 
regarding  issues  which  have  arisen 
between  the  behavioristic  psycho- 
therapist and  the  psychotherapist  em- 
ploying a dynamic  theoretical  frame- 
work. Specifically,  the  issues  pre- 
sented revolve  around  the  behavior 
therapist  focusing  on  observed  be- 
havior and  the  consequence  of  be- 
havior change.  He  is  less  likely  to 
concern  himself  with  “basic  per- 
sonality changes  in  the  patient”  and 
focus  more  on  the  possibility  that 
a relatively  small  change  in  overt 
behavior  may  give  rise  to  consider- 
able changes  in  one’s  overall  life 
situation.  In  contrast,  the  psycho- 
dynamically  oriented  psychotherapist 
stresses  the  concept  of  symptom  and 
the  underlying  disease  it  represents. 
Alteration  in  overt  behavior  is  there- 
fore not  considered  sufficient  unless 
underlying  personality  change  ac- 
companies it.  The  psychodynamic 
therapist  argues  that  to  change  be- 
havior without  there  being  basic 
personality  change  only  results  in 
symptom  substitution. 

In  summary,  this  symposium  pro- 
vides a concise  and  clear  statement 
as  to  differences  in  position  among 


behavioristic  and  psychodynamic 
psychotherapists.  The  attempt  to 
focus  on  “learning  in  psychotherapy” 
did  little  to  resolve  or  further  clarify 
these  issues.  For  the  reader  who  has 
followed  recent  developments  in  the 
process  of  psychotherapy,  The  Role 
of  Learning  in  Psychotherapy  offers 
a clear  summary  of  the  issues  and 
interesting  discussions.  A limited 
amount  of  new  information  was  avail- 
able. For  the  reader  less  well  in- 
formed as  to  issues  in  this  area,  this 
book  offers  an  excellent  summary 
of  differences  which  exist  between 
two  primary  psychotherapeutic  po- 
sitions. H.  Steve  Caldwell,  Ph.D. 

HERNIA  REPAIR  WITHOUT  DIS- 
ABILITY. By  Irving  L.  Lichten- 
stein, M.D.  Hard  cover,  with  113 
drawings  by  Daniel  C.  Garcia, 

B. F.A.,  210  pp.  St.  Louis:  The 

C.  V.  Mosby  Company,  1970. 
$26.50. 

This  volume  on  hernia  repair  is  a 
surgical  atlas  illustrating  the  anat- 
omy, technique  and  physiologic  ra- 
tionale of  the  “one  day”  hernia  re- 
pair. The  author  states  that  the 
text  is  intended  to  confront  the 
controversial  problems  in  this  field 
and  that  polemic  concepts  and  prag- 
matic answers  are  presented.  The 
work  is  essentially  a personal  re- 
port of  627  cases  upon  which  the 
author  has  operated  and  has 
achieved  an  almost  complete  follow- 
up. The  author  includes  a discus- 
sion of  femoral  and  ventral  hernias 
together  with  chapters  on  direct 
and  indirect  inguinal  hernia,  sliding 
inguinal  hernia,  and  recurrent  in- 
guinal hernia.  A discussion  of  ped- 
iatric hernias  is  deliberately  omit- 
ted. Local  anesthesia  is  advocated 
in  preference  to  general  or  spinal 
anesthesia.  The  repair  of  indirect 
inguinal  hernias  is  accomplished  by 
approximation  of  the  transversus 
abdominis  aponeurosis  to  the  in- 
guinal ligament. 

There  are  very  good  anatomical 
and  operative  drawings,  some  of 
which  are  original  and  others  are 
redrawn  from  standard  anatomy 
texts  and  the  work  of  F.  H.  Netter. 
The  reproduction  quality  of  the 
drawings  is  first-rate. 

It  is  difficult  to  specify  the  read- 


ing audience  for  which  this  book  is 
intended  as  it  is  intermediate  be- 
tween an  atlas,  a monograph  and 
a text.  Some  of  the  material  in- 
cluded, such  as  the  experimental 
dynamics  of  wound  healing,  could 
have  been  omitted  since  it  is  avail- 
able in  the  recent  literature.  In  the 
sense  that  this  is  a personal  advo- 
cacy in  a very  controversial  field, 
the  book  may  be  of  greater  or  less 
interest  on  the  library  shelf  of  hos- 
pital or  institution  to  surgeons  con- 
cerned with  the  repair  of  hernias. 
It  would  not  appear  to  be  a text  to 
be  recommended  as  a basic  teach- 
ing reference  to  the  medical  stu- 
dent or  surgical  resident  as  the  op- 
erative steps  even  for  the  author’s 
repair  require  greater  detail.  The 
author’s  recommendation  of  imme- 
diate ambulation  from  the  operat- 
ing table,  and  his  statement 
“Throughout  the  day  of  surgery  he 
(the  patient)  is  encouraged  to  walk 
the  equivalent  of  one  to  two  miles” 
are  striking. 

The  author  includes  numerous 
medical  quotations  before  and  after 
each  chapter  which  are  extremely 
interesting  and  fascinating.  E.  Ide 
Smith,  M.D. 

ESSENTIALS  OF  CLINICAL  ENDO 
CRINOLOGY.  By  Norman  G. 
Schneeberg,  M.D.,  Clinical  Pro- 
fessor of  Medicine  (Endocrinology 
and  Metabolism),  Hahnemann 
Medical  College  and  Hospital: 
Head,  Section  of  Endocrinology 
(Hahnemann),  Philadelphia  Gen- 
eral Hospital,  Philadelphia,  Penn- 
sylvania. Cloth,  449  pp.  with  210 
illustrations  and  2 color  plates. 
St.  Louis:  The  C.  V.  Mosby  Com- 
pany, 1970.  $22.50. 

The  reader  of  this  book  should 
keep  in  mind  the  author’s  purpose, 
stated  in  the  preface.  “No  attempt 
is  made  to  compete  with  the  several 
available  comprehensive  endocrine 
texts;  the  book  is  not  planned  as  a 
reference  manual  for  endocrinol- 
ogists or  as  a bibliographic  reposi- 
tory. It  is  designed  for  the  student, 
the  resident,  and  the  practicing  phy- 
sician who  are  untutored  in  endo- 
crine matters  and  who  seek  a didac- 
tic introduction  or  a brief  review  of 
the  subject.” 
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The  author  has  admirably  met 
these  goals,  for  this  book  is  packed 
with  pertinent  clinical  information 
readily  available  because  of  good 
organization  and  indexing.  Appro- 
priately the  author  has  devoted 
about  one-fourth  of  the  book  to  thy- 
roid problems  and  delegated  re- 
maining pages  to  disorders  of  the 
pituitary,  adrenal  cortex  and  me- 
dulla, parathyroids,  gonads,  carbo- 
hydrate metabolism,  problems 
unique  to  puberty  and  an  introduc- 


tion to  cytogenetics.  The  book  of- 
fers many  helps  in  diagnosis.  The 
clinical  courses  of  endocrine  disor- 
ders are  briefly  reviewed.  Labora- 
tory procedures  available  to  the 
clinician  are  described  and  inter- 
preted with  emphasis  on  factors 
which  may  influence  their  reliabil- 
ity. Steps  in  performing  diagnostic 
studies  are  clearly  described  and 
enumerated. 

Many  years  of  experience  and  ob- 
servation are  evident  in  the  dis- 
cussion of  therapy.  Not  only  are 
the  pros  and  cons  of  various  treat- 
ment methods  presented  but  their 


comparative  costs  as  well.  Particu- 
larly helpful  are  check  lists  of  con- 
cise, specific  treatment  for  endo- 
crine emergencies,  such  as  Addison- 
ian crisis,  acute  hypercalcemia,  and 
diabetic  ketoacidosis. 

Ofttimes,  however,  discussions  of 
theories  and  areas  of  controversy 
are  incompletely  presented.  A bib- 
liography is  provided  but  a few 
concepts  are  dated.  For  practical 
on-the-ward  usage  this  is  a most 
helpful  book  but  should  be  used  in 
conjunction  with  “available  compre- 
hensive endocrine  texts.”  Harriett 
W.  Coussons,  M.D. 


Miscellaneous  Advertisements 


TWO  POSITIONS  OPEN  for  M.D.’s 
under  55  years  of  age  who  wish 
challenging  medical  practice  with 
regular  hours  and  minimal  night 
work.  Paid  vacation  and  medical 
meeting  plus  fringes.  Compatible 
medical  staff  of  eight,  working  in 
40-bed,  Joint  Commission  Accredited 
Hospital.  Attractive  college  town  of 
35,000.  Robert  E.  Sinclair,  M.D.,  La- 
fene  Center  and  University  Hospital, 
Kansas  State  University,  Manhattan, 
Kansas  66502. 


EXCELLENT  GENERAL  PRAC- 
TICE OPPORTUNITY  in  community 
which  needs  several  additional  phy- 
sicians. Desire  to  retire  soon.  Near- 
ly new  clinic  for  sale  or  lease;  in- 
cludes laboratory,  x-ray,  physio-ther- 
apy, pharmacy,  and  necessary  space 
to  accommodate  two  physicians. 
Contact  Russel  W.  Lewis,  M.D.,  1901 
West  Broadway,  Sulphur,  Oklahoma 
73086. 


ELECTROENCEP  HLOGRAPHIC 
MACHINE  owned  by  retiring  neuro- 
surgeon. Designed  by  Doctor  Off- 
ner.  All  transitor — eight  channels. 
Needs  little  maintenance.  Portable. 
Robert  Hewitt,  1225  N.W.  17th,  Okla- 
homa City  73106.  Telephone  524- 
8241. 


ARKAN  S AS-PS  YC  HIATR  Y RESI- 
DENCY in  an  excellent,  dynamic 
diversified,  non-obligated  UNIVER- 
SITY program.  Stipends:  $11,000- 

$14,000  plus  fringe  benefits.  Write 
Wm.  G.  Reese,  M.D.,  4301  W.  Mark- 
ham (Slot  506),  Little  Rock,  Arkan- 
sas 72201.  Phone  501  664-5000. 


GENERAL  SURGEON  SEEKS 
practice  opportunity  in  Oklahoma. 
Licensed  in  Pennsylvania  and  New 
York,  eligible  in  Oklahoma.  Eligible, 
American  Board  of  Surgery.  Desires 
location  with  emphasis  on  surgery, 
but  will  do  limited  general  practice. 
Contact  Key  S,  The  Journal,  Okla- 
homa State  Medical  Association,  601 
N.W.  Expressway,  Oklahoma  City, 
Oklahoma  73118. 


MEDICAL  STUDENT  DESIRES 
Oklahoma  City  employment  in  phy- 
sician’s office,  part  time  until  July, 
then  full  time  through  summer; 
practical  work  experience  in  OU 
Family  Practice  Clinic,  histories, 
hematocrits,  urinalyses,  emergency 
room;  45  graduate  hours  in  anat- 
omy. Contact  Jimmy  Martin,  3404 
Eastwood  Drive,  Oklahoma  City 
73115.  Telephone  677-6077. 


GENERAL  PRACTITIONERS— 
Have  you  been  thinking  about  tak- 
ing a residency?  Some  of  our  best 
residents  come  from  your  ranks. 
We  have  openings  in  approved 
three-year  internal  medicine,  four- 
year  general  surgery,  and  four-year 
pathology  programs.  Contact  F.  H. 
McGregor,  M.D.,  Director  of  Medi- 
cal Education,  Baptist  Memorial 
Hospital,  5800  N.W.  Grand  Boule- 
vard, Oklahoma  City,  Oklahoma 
73112.  Phone  405  946-6411. 


NORTHWEST  TEXAS  COMMUN- 
ITY needs  general  surgeon  or  gen- 
eral practitioner.  6,000  population 
with  12,000  drawing  population  from 
agricultural  area.  Fifty  miles  to 
Wichita  Falls  and  70  miles  to  Fort 
Worth.  New  53-bed  general  hospital. 
Contact  Bowie  Clinic,  P.O.  Box  681, 
Bowie,  Texas.  Call  collect  817,  872- 
1121. 


PHYSICIAN,  GENERAL  or  PSY- 
CHIATRIC, previous  experience. 
Earn  $18,000  and  up,  with  fully  fur- 
nished house.  Modernized  State  Hos- 
pital. Ample  opportunities  for  hunt- 
ing, shooting,  fishing  and  other  rec- 
reation. Personal  visit  welcomed. 
Send  curriculum  vitae  to  Western 
State  Hospital,  Fort  Supply,  Okla- 
homa 73841.  □ 
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sterile  solution  (300  mg|  per  ml. ) 

Consider  Lincocin 

(lincomycin  hydrochloride , U pjphn) 

Jmr-*  and  single-dose  2 ml. 
disposable  syringe 


For  your  convenience 
in  2 ml.  and  10  ml.  vials... 


y The  Upjohn  Company  JA70-9835  MED  B-4-S  (KZL-5) 


Upjohn 


THE  UPJOHN  COMPANY 
KALAMAZOO,  MICHIGAN  49001 


With  vitamins,  too,  relative  needs  determine  the  choice. 

A low  potency  vitamin  formula  may  be 
"a  good  thing."  But  when  the  need  for  vitamins  is 
great,  only  a high  potency  formula  will  do. 

THERAGRAN  is  often  indicated  as  a high  potency 
vitamin  formula  pre-  and  postoperatively,  and  in  many 
patients  with:  arthritis,  diabetes,  pancreatitis, 
infectious  disease,  hepatic  disease,  cardiac  disease, 
degenerative  disease,  osteoporosis,  alcoholism, 
dermatologic  conditions,  psychiatric  disorders,  malabsorption 
syndrome,  peptic  ulcer,  ulcerative  colitis,  other 
gastrointestinal  disease,  and  during  the  menopause. 

Also  available  with  minerals  as  THERAGRAN-M. 

Theraqran 

High  Potency  Vitamin  Formula 

Theragran-M 

High  Potency  Vitamin  Formula  with  Minerals 


You  can't  fell  a redwood 
with  a hatchet 


A once-popular  treatment  for  back  pains 
was  to  have  the  seventh  son  of  a seventh  son 
stand  or  walk  on  the  patient's  back. 


For  headache,  a sovereign  remedy  was 
to  wear  a snakeskin  round  one’s  head. 


The  pain  of  earache  was  allegedly  relieved 
by  holding  a hot  roasted  onion  to  the  ear. 


A realistic 
approach 

to  pain 


relief 


Empiriri 

Compound  with  Codeine 
Phosphate  gr.  1/2  No.  3 

Each  tablet  contains: 

Codeine  Phosphate  gr.  1/2  (Warning- 
May  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 

Aspirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

keeps  the  promise 
of  pain  relief 

'B.W.  & Co.'  narcotic  products  are 

Class  "B",  and  as  such  are  available  on  oral 

Prescription,  where  State  law  permits. 

« BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
"Rickahoe,  N.Y. 


the  incomplete 
B-complex 

SPECIFICALLY  FOR  LEVODOPA  PATIENTS  — NUTRITIONAL  SUPPORT  WITHOUT  PYRIDOXINE 


Larobec  provides:  B-complex 
vitamins,  of  particular 
importance  to  the  patient  who 
is  on  levodopa  therapy  and  is 
deficient  in  water-soluble 
vitamins. 


Larobec  provides:  Ascorbic 
acid,  useful  in  assisting  tissue 
repair  in  the  debilitated  patient. 


Larobec  does  not  provide: 
Pyridoxine  (vitamin  B6)— which 
reportedly  reverses  the 
antiparkinson  effects  of 
levodopa  therapy.12 


Larobec  Tablets 


A high-potency  nutritional  supplement  specific  to  the  needs  of  patients 
with  Parkinson’s  disease  and  syndrome  on  levodopa  therapy— that 
describes  new  Larobec1  M from  Roche.  Larobec  provides  the  major  B 
vitamins  plus  vitamin  C —but  does  not  provide  pyridoxine.  Thus,  with  its 
specially  tailored  formula,  Larobec  assures  the  patient  important  nutri- 
tional support  without  minimizing  any  of  the  benefits  of  levodopa  therapy 


1.  Duvoisin,  R.  C.;  Yahr,  M.D.,  and  Cote,  L.  D.:  Trans.  Amer.  Neurol.  Assoc.,  94. 81,  1969. 

2.  Cotzias,  G.  C.:  J.A.M.A..  210: 1255,  1969. 


Complete  Prescribing  Information: 

Each  Larobec  tablet  contains: 

Thiamine  mononitrate  (vitamin  B,)  15  mg 


Riboflavin  (vitamin  B2) 15  mg 

Niacinamide 100  mg 

Calcium  pantothenate 20  mg 

Cyanocobalamin  (vitamin  B,2)  ...  5 meg 

Folic  acid 0.5  mg 

Ascorbic  acid  (vitamin  C) 500  mg 


Description:  For  prophylactic  or 
therapeutic  nutritional  supplementation 
concomitant  with  levodopa  therapy  in 
patients  with  Parkinson’s  disease  and 
syndrome,  Larobec  provides  high  potency 
dosages  of  the  major  B-complex  vitamins, 
without  pyridoxine  (vitamin  B6)  which  has 
been  reported1  2 to  reduce  the  clinical 
benefits  of  levodopa  therapy.  B-complex 
vitamins  are  essential  in  the  anabolism  of 
carbohydrate  and  protein  and  in 
hematopoiesis.  Larobec  also  contains 
therapeutic  quantities  of  ascorbic  acid, 
a substance  involved  in  intracellular 
reactions  such  as  tissue  repair  and 
collagen  formation. 

Indications:  Larobec  is  indicated  for 
supportive  nutritional  supplementation 
when  a water-soluble  vitamin  formula 
(without  pyridoxine)  is  required  prophy- 
lactically  or  therapeutically  in  patients 
under  treatment  with  levodopa. 

Warning:  Administration  of  vitamin  B6  may 
be  required  if  signs  of  pyridoxine 
deficiency  develop.  Larobec  is  not 
intended  for  treatment  of  pernicious 
anemia  or  other  primary  or  secondary 
anemias.  Neurologic  involvement  may 
develop  or  progress,  despite  temporary 
remission  of  anemia,  in  patients  with 
pernicious  anemia  who  receive  more  than 

0. 1. mg  of  folic  acid  per  day  and  who  are 
inadequately  treated  with  vitamin  B,2. 
Dosage  and  Administration:  One  or  two 
tablets  daily,  as  indicated  by  clinical  need. 
How  Supplied:  Orange-colored,  capsule- 
shaped tablets,  imprinted  Roche  73; 
bottles  of  100. 

References: 

1 . Duvoisin,  R.  C.,  et  at.:  Trans.  Amer. 

Neurol.  Assoc.,  94 : 81 , 1 969. 

2.  Cotzias,  G.  C.:  J.A.M.A.,  210: 1255,  1969. 


high-potency 
nutritional  support  for 
the  levodopa  patient 
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die  night  shift 
of  depression... 
insomnia 


Depression  is  a 24-hour-a-day  problem.  And  insomnia  is 
often  its  nocturnal  expression.  In  fact,  insomnia  may  be  a 
key  symptom  in  establishing  the  diagnosis  of  depression. 

ELAVIL  HCI  (Amitriptyline  HCI,  MSD)  may  prove  quite 
helpful  when  you  have  arrived  at  such  a diagnosis.  Unlike 
psychic  energizers  or  agents  that  merely  elevate  mood, 
ELAVIL  HCI  embodies  a mild  antianxiety  action  which 
manifests  itself  even  before  the  fundamental  antidepressant 
activity  of  the  drug  becomes  evident.  Daytime  drowsiness 
occurs  in  some  patients,  usually  within  the  first  few 
days  of  therapy. 

NOTE:  Not  recommended  during  the  acute  recovery  phase 
following  myocardial  infarction.  Patients  with  cardiovascular 
disorders  should  be  watched  closely;  arrhythmias,  sinus 
tachycardia,  and  prolongation  of  the  conduction  time  have 
been  reported,  particularly  with  high  doses;  myocardial 
infarction  and  stroke  have  been  reported  with  drugs  of  this 
class.  Close  supervision  is  required  for  hyperthyroid 
patients  or  those  receiving  thyroid  medication.  Concurrent 
electroshock  therapy  may  increase  the  hazards  of  therapy; 
such  treatment  should  be  limited  to  patients  for  whom  it  is 
essential.  Discontinue  the  drug  several  days  before  elective 
surgery  if  possible. 


Contraindications:  Known  hypersensitivity.  Should  not  be  given 
concomitantly  with  or  within  at  least  14  days  following  the  discontinuance 
of  a monoamine  oxidase  inhibitor.  Then  initiate  dosage  of  amitriptyline  HCI 
cautiously  with  gradual  increase  in  dosage  until  optimum  response  is 
achieved.  Not  recommended  during  the  acute  recovery  phase  following 
myocardial  infarction  or  for  patients  under  12  years  of  age. 

Warnings:  May  block  the  antihypertensive  action  of  guanethidine  or  similarly 
acting  compounds.  Should  be  used  with  caution  in  patients  with  a history  of 
seizures  or  urinary  retention,  or  with  narrow-angle  glaucoma  or  increased 
intraocular  pressure.  Patients  with  cardiovascular  disorders  should  be 
watched  closely;  arrhythmias,  sinus  tachycardia,  and  prolongation  of  the 
conduction  time  have  been  reported,  particularly  with  high  doses; 
myocardial  infarction  and  stroke  have  been  reported  with  drugs  of  this 
class.  Close  supervision  is  required  for  hyperthyroid  patients  or  those 
receiving  thyroid  medication.  May  impair  mental  and/or  physical  abilities 
required  for  performance  of  hazardous  tasks,  such  as  operating  machinery 
or  driving  a motor  vehicle.  Safe  use  during  pregnancy  and  lactation  has  not 
been  established;  in  pregnant  patients,  nursing  mothers,  or  women  who  may 
become  pregnant,  weigh  possible  benefits  against  possible  hazards  to 
mother  and  child. 

Precautions:  When  used  to  treat  the  depressive  component  of  schizophrenia, 
psychotic  symptoms  may  be  aggravated;  in  manic-depressive  psychosis, 
depressed  patients  may  experience  a shift  toward  the  manic  phase,  and 
paranoid  delusions,  with  or  without  associated  hostility,  may  be 
exaggerated;  in  any  of  these  circumstances,  it  may  be  advisable  to  reduce 
the  dose  of  amitriptyline  HCI,  or  to  use  a major  tranquilizing  drug,  such  as 
perphenazine,  concurrently. 


When  given  with  anticholinergic  agents  or  sympathomimetic  drugs,  close 
supervision  and  careful  adjustment  of  dosages  are  required.  May  enhance 
the  response  to  alcohol  and  the  effects  of  barbiturates  and  other  CNS 
depressants.  The  possibility  of  suicide  in  depressed  patients  remains  during 
treatment  and  until  significant  remission  occurs;  this  type  of  patient  should 
not  have  easy  access  to  large  quantities  of  the  drug.  Concurrent 
electroshock  therapy  may  increase  the  hazards  of  therapy;  such  treatment 
should  be  limited  to  patients  for  whom  it  is  essential.  Discontinue  the  drug 
several  days  before  elective  surgery  if  possible. 

Adverse  Reactions:  Note:  Included  in  this  listing  are  a few  adverse  reactions 
not  reported  with  this  specific  drug.  However,  pharmacological  similarities 
among  the  tricyclic  antidepressant  drugs  require  that  each  reaction  be 
considered  when  amitriptyline  is  administered. 

Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitation, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  CNS  and 
Neuromuscular:  Confusional  states;  disturbed  concentration;  disorientation; 
delusions;  hallucinations;  excitement;  anxiety;  restlessness;  insomnia; 
nightmares;  numbness,  tingling,  and  paresthesias  of  the  extremities; 
peripheral  neuropathy;  incoordination;  ataxia;  tremors;  seizures;  alteration 
in  EEG  patterns;  extrapyramidal  symptoms.  Anticholinergic:  Dry  mouth, 
blurred  vision,  disturbance  of  accommodation,  constipation,  paralytic  ileus, 
urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash,  urticaria, 
photosensitization,  edema  of  face  and  tongue.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura, 
thrombocytopenia.  Gastrointestinal:  Nausea,  epigastric  distress,  vomiting, 
anorexia,  stomatitis,  peculiar  taste,  diarrhea,  parotid  swelling.  Endocrine: 
Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement  and 
galactorrhea  in  the  female,  increased  or  decreased  libido.  Other:  Dizziness, 
weakness,  fatigue,  headache,  weight  gain  or  loss,  increased  perspiration, 
urinary  frequency,  mydriasis,  drowsiness,  jaundice.  Withdrawal  Symptoms: 
Abrupt  cessation  of  treatment  after  prolonged  administration  may  produce 
nausea,  headache,  and  malaise,-  these  are  not  indicative  of  addiction. 

How  Supplied:  Tablets  containing  10  mg  and  25  mg  amitriptyline  HCI,  in 
single-unit  packages  of  100  and  bottles  of  100,  1000,  and  5000;  tablets 
containing  50  mg  amitriptyline  HCI,  in  single-unit  packages  of  100  and 
bottles  of  100  and  1000;  for  intramuscular  use,  in  10-cc  vials  containing 
per  cc:  10  mg  amitriptyline  HCI,  44  mg  dextrose,  and  1.5  mg  methylparaben 
and  0.2  mg  propylparaben  as  preservatives. 

For  more  detailed  information,  consult  your  MSD  representative  or  see  the  Direction 
Circular.  Merck  Sharp  & Dohme,  Division  ofMerck&Co.Inc.,  West  Point,  Pa.  19486 


when  the  diagnosis  is  depression 


(AMITRIPTYLINE  HCI  I MSD) 


MSD  MERCK  SHARP  & DOHME 


Tract  . 
Record. 


A record  of  clinical  efficacy  in  treating  bacterial  infections  of  the  respiratory, 
genitourinary  and  gastrointestinal  tracts  caused  by 
susceptible  strains  of  pneumococci,  H.  influenzae,  staphylococci, 
streptococci,  Klebsiellae,  E.coli.  Enterobacter,  Shigella. 

A record  of  years  of  dependable  broad-spectrum  activity 
A record  of  high  urine  and  serum  antibiotic  levels 

all  with  a 500mg.  potency,  bid.  [Nconvenience  and  low 
prescription  cost. 


(500 mg. 
tetracycline 
phosphate 
complex) 

For  complete  information  consult 
Official  Package  Circular. 

(3)  4/2/70 

Indications:  Infections  of  respiratory, 
gastrointestinal  and  genitourinary 
tracts  and  skin  and  soft  tissues  due 
to  tetracycline-sensitive  organisms. 

In  staphylococcal  infections,  indi- 
cated surgical  procedures  should  be 
performed. 

Contraindications:  Hypersensitivity  to 
tetracyclines. 

Warnings:  Photodynamic  reactions 
have  been  produced  by  tetracy- 
clines. Natural  and  artificial  sunlight 
should  be  avoided  during  therapy. 

Stop  treatment  if  skin  discomfort 
occurs.  With  renal  impairment,  sys- 
temic accumulation  and  hepato- 
toxicity  may  occur.  In  this  situation, 
lower  doses  should  be  used  and 
serum  estimations  may  be  neces- 
sary during  prolonged  therapy. 

Tooth  staining  and  enamel  hypo- 
plasia may  be  induced  during  tooth 
development  (last  trimester  of  preg- 
nancy, neonatal  period  and  child- 
hood). 

Precautions:  Mycotic  or  bacterial 
superinfections  may  occur.  Infants 
may  develop  increased  intracranial 
pressure  with  bulging  fontanels. 

Cases  of  gonorrhea  with  a sus- 
pected primary  lesion  of  syphilis 
should  have  darkfield  examinations 
before  receiving  treatment.  In  all 
other  cases  where  concomitant 
syphilis  is  suspected,  monthly 
serological  tests  should  be  per- 
formed for  a minimum  of  4 months. 

Adverse  Reactions:  Glossitis,  stoma- 
titis, nausea,  diarrhea,  flatulence, 
proctitis,  vaginitis,  dermatitis,  and 
allergic  reactions  may  occur. 

Usual  Adult  Dose:  One  Gm./day  in  2 or 
4 equally  divided  doses.  Continue 
therapy  for  ten  days  in  Group  A 
beta-hemolytic  streptococcal  infec- 
tions. Administer  one  hour  before 
or  two  hours  after  meals. 

Supplied:  Capsules— 250  mg.  in  bottles 
of  16  and  100.  bidCAPS— 500  mg.  in 
bottles  of  16  and  50. 

A.H.F.S.  Category  8:12 


BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 
Syracuse,  New  York  13201 


DRUG  ABUSE 
TREATMENT  SEMINARS 

MARCH  11th,  1971 
CAMELOT  INN 
TULSA,  OKLAHOMA 


The  third  in  a series  of  drug  abuse  treat- 
ment seminars  for  Oklahoma  physicians  will 
be  held  at  7:00  p.m.  on  Thursday,  March  11, 
1971,  in  Tulsa's  Camelot  Inn. 

All  physicians  are  invited  to  attend  this  im- 
portant seminar.  A $10  registration  fee  will 
be  charged  to  cover  the  cost  of  dinner  and 
meeting  expenses.  Wives  are  invited  also. 

Physicians  wishing  to  attend  this  meeting 
should  make  advanced  reservations  by  writ- 
ing to  OSMA  Drug  Abuse  Committee,  601 
N.W.  Expressway,  Oklahoma  City,  Oklahoma 
73118.  A check  for  the  proper  amount  of 
registration  fee  should  be  enclosed. 
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Ulcer 

Re- 

lief! 


Dicarbosil 

ANTACID 

Your  ulcer  patients  and 
others  will  respond  favorably 
to  it.  Specify  DICARBOSIL 
144's  — 144  tablets  in  12  rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis.  Missouri  63102 


20th  Annual 
Postgraduate  Course 
in 


PEDAITRICS 


University  of  Texas  Medical  Branch 
April  1 5 th- 1 6th  r 1971  Galveston 


This  course  will  emphasize  practical  pedia- 
trics with  guest  lecturers. 

For  detailed  information  write  L.  H.  Lock- 
hart, M.D.,  Chairman,  Pediatric  Postgraduate 
Committee,  University  of  Texas  Medical 
Branch,  Galveston,  Texas  77550. 


CLINICAL  ANESTHESIA  FOR  GENERAL  PRACTITIONERS 

April  12th -16th,  1971  University  of  Oklahoma  Medical  Center 

Oklahoma  City,  Oklahoma 


Sponsored  by  the  Department  of  Anesthesiology,  University  of  Oklahoma 
Medical  Center,  a four-day  course  in  "Clinical  Anesthesia  for  General  Practi- 
tioners" will  be  offered  April  1 2th- 1 6th , 1971. 

Enrollment  in  the  course  is  limited  by  available  clinical  facilities.  The  total 
fee  is  $100.00.  Applicants  will  be  accepted  for  enrollment  primarily  on  the  basis 
of  the  sequence  of  arrival  of  the  completed  application  forms,  which  may  be 
ordered  from  the  Department  of  Anesthesiology  at  the  medical  center.  Registra- 
tion forms  must  be  submitted  with  a deposit  of  $25.00  (refundable  prior  to 
April  1st).  Remainder  of  the  tuition  ($75.00)  must  be  submitted  by  March  24th. 

This  course  is  limited  in  enrollment  to  physicians  who  are  not  specialists  in 
anesthesiology  but  whose  practice  currently  includes  the  administration  of 
anesthesia. 
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OTE)  COTME  CAMPfeBLE  HOSPITAL 


2601  Spencer  Road  Mailing  Address  P.O.  Box  374,  Spencer,  Oklahoma  73084 

Phone  405  427-2441 


James  A.  Cox,  Jr.,  M.D. 

A.  A.  Hellams,  M.D. 
Charles  E.  Leonard,  M.D. 
Charles  F.  Oberman,  M.D. 
Robert  J.  Outlaw,  M.D. 
Moorman  P.  Prosser,  M.D. 
Joseph  A.  Rieger,  M.D. 
Harold  G.  Sleeper,  M.D. 
Carl  R.  Smith,  M.D. 


STAFF 


Charles  E.  Smith,  Jr.,  M.D. 
Hugh  M.  Conner,  M.D. 
Harold  J.  Binder,  M.D. 
Richard  B.  Lincoln,  M.D. 
Sam  Collins,  M.D. 

Nolen  Armstrong,  M.D. 
Wm.  L.  Savage,  M.D. 
Thomas  Donica,  M.D. 

Jim  Earls,  M.D. 


DOLORES  WIGGINS 
Hospital  Administrator 


Charles  L.  Reynolds,  Jr.,  M.D.,  F.A.C.S. 
Clinical  Director 

Diplomate  of  the  American  Board  of  Urology 


SENIOR  UROLOGISTS 
J.  Hartwell  Dunn,  M.D.,  F.A.C.S. 
Meredith  M.  Appleton,  M.D.,  F.I.C.S. 
Diplomates  of  the  American  Board  of  Urology 


ADMINISTRATRIX 
Mrs.  Pat  Clark 


THE 

DUNN-REYNOLDS 
UROLOGY  CENTER 

3113  Northwest  Expressway 
OKLAHOMA  CITY,  OKLAHOMA 

Telephone  Victor  3-5761 


General  Urology 
Pediatric  Urology 

Neoplastic  Surgery,  Urinary  Tract 
Renal  Vascular  Surgery 

Plastic  and  Reconstructive  Surgery,  Urinary  Tract 
Fertility  Problems 

Complete  Clinical  Laboratories 
Tissue  Pathology 
Radioactive  Isotopes 
Renal  Function  Studies 
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GOLDFAIN  RHEUMATISM-ARTHRITIS 

LABORATORY 

228  NORTHWEST  13th  STREET 

OKLAHOMA  CITY,  OKLAHOMA 

DEVOTED  TO  THE  DIAGNOSIS  AND  TREATMENT  OF  RHEUMATIC  DISEASES 


X-RAY  AND  CLINICAL  LABORATORY  SURVEY  OF  EACH  PATIENT 

«> 

E.  GOLDFAIN,  M.D.,  Director 


McALESTER  CLINIC 

Third  and  Seminole 
McAlester,  Oklahoma 

Complete  Clinic  C7aclfilti.£& 

Surgery  Internal  Medicine 

'George  M.  Brown,  Jr.,  M.D.,  F.A.C.S.  *S.  L.  Norman,  M.D. 

*C.  K.  Holland,  Jr.,  M.D. 
Leroy  M.  Milton,  M.D. 

Pediatrics 

'Thurman  Shuller,  M.D. 

D.  W.  Bridges,  Jr.,  M.D. 

Radiology 

'Bruce  H.  Brown,  M.D. 

Otolaryngology 

Samuel  E.  Dakil.  M.D. 

Family  Medicine 

Charles  S.  Cunningham,  M.D. 

Jewell  M.  Green,  Jr. 

Business  Manager 

'Certified  hy  Specialrv  Roard 


E.  H.  Shuller,  M.D 
'William  G.  Blanchard,  M.D. 

Obstetrics  - Gynecology 

*W.  Riley  Murphy,  Jr.,  M.D 
*D.  Ross  Rumph,  M.D. 

Paul  P.  Saneman,  M.D. 

Ophthalmology 

'Fred  D.  Switzer,  M.D. 

Anesthesiology 

H.  C.  Wheeler,  M.D. 
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George  L.  Winn,  M.D. 


Robert  S.  Ellis,  M.D. 

Lyle  W.  Burroughs,  M.D. 
Charles  D.  Haunschild,  M.D. 


Administration 
Dwight  Mitchell.  Jr. 

OklaJh  oma  Allergy  Clmic 

Specializing  in  the  diagnosis  and 
treatment  of  allergic  diseases 


PASTEUR  MEDICAL  BUILDING 

711  N.W.  Tenth  Street  Oklahoma  City,  Oklahoma 


OKLAHOMA  CITY  CLINIC 

301  Northwest  12th  Street  Oklahoma  City.  Oklahoma  236-0641 


Internal  Medicine 

W.  W.  Rucks,  Jr.,  M.D. 

Medicine 

Robert  C.  Lawson,  M.D. 

Medicine,  Metabolic  Diseases 
James  J.  Gable,  Jr.,  M.D. 

Medicine,  Cardiology 
William  S.  Pugsley,  M.D. 

Medicine,  Arthritis 
Charles  W.  Cathey,  M.D. 

Medicine,  Cardiology 
Charles  W.  Robinson,  Jr.,  M.D. 
Medicine,  Cardiology 


General  Surgery 

Edward  R.  Munnell,  M.D. 

General,  Vascular 
Frank  G.  Gatchell,  M.D. 

General,  Head  and  Neck 
H.  Jack  Brown,  M.D. 
General,  Vascular 


Thoracic  Surgery 

Edward  R.  Munnell,  M.D. 

Obstetrics  - Gynecology 

John  W.  Records,  M.D. 
Schales  L.  Atkinson,  M.D. 

Orthopedic  Surgery 

Robert  P.  Holt,  M.D. 

Edwin  R.  Maier,  M.D. 
Wayne  B.  Lockwood.  M.D. 

Otologic,  Rhinologic,  and 
Laryngeal  Surgery 

Bronchoesophagology 
Head  and  Neck  Surgery 
L.  Chester  McHenry,  M.D. 
Ethan  A.  Walker,  Jr.,  M.D. 

Clinical  Psychology 

Virgil  T.  Hill,  Ph  D. 

Dermatology 

Julian  W.  Swann,  M.D. 


Pediatrics 

James  E.  Mays,  Jr.,  M.D. 

Pediatrics,  Endocrine  Disorders 
Armond  H.  Start,  M.D. 

Pediatrics 

Jerry  D.  Razook,  M.D. 

Pediatrics 

Jerry  R.  Nida,  M.D. 

Pediatrics 

Richard  Lee  Austin,  M.D. 
Pediatrics 


Radiology 

Diagnostic  and  Therapeutic 
Edmond  H.  Kalmon,  Jr.,  M.D. 
Melvin  C.  Hicks,  M.D. 

Leonardo  J.  De  Carlo,  M.D. 

Urology 

Donald  D.  Albers,  M.D. 

Obie  L.  Stalcup,  Jr.,  M.D. 

Occupational  and  Acute  Medicine 

Elton  W.  LeHew,  M.D. 
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Orthopedic  & Arthritis  Center 

McBride  clinic,  inc. 

600  N.W.  11th  Street 

Oklahoma  City,  Oklahoma  — 2 3 2-0341 

DEPARTMENT  OF  ARTHRITIS 
•William  K.  Ishmael,  M.D.,  F.A.C.P. 

John  A.  Blaschke,  M.D. 

*Phillip  J.  Wright,  M.D. 

Mary  L.  Duffy  Honick,  M.D. 

Claude  Ad.  Bloss,  Jr.,  M.D. 

DEPARTAIENT  OF  OCCUPATIONAF  and 
INDUSTRIAF  MEDICINE 
Robert  R.  Dugan,  M.D. 

DIRECTOR  OF  LABORATORIES 
*J.  N.  Owens,  Jr.,  jM.D.,  F.C.A.P.,  F.A.C.P. 

•Specialty  Board  Diplomate 

MANAGEMENT  SERVICES 

J.  Lamont  Baxter,  M.A.,  J.D.,  C.P.A. 

Administrator  & Controller 
Mary  Magruder,  Personnel  Director 


DEPARTMENT  OF  ORTHOPEDICS 
•Russell  D.  Harris,  M.D.,  F.A.C.S. 
•Marvin  K.  Margo,  M.D.,  F.A.C.S. 
•James  P.  Bell,  M.D.,  F.A.C.S. 
•Stephen  Tkach,  M.D.,  F.A.C.S. 
•Joseph  F.  Messenbaugh  III.  M.D. 

J.  Patrick  Evans,  M.D. 


CONSULTANT  EMERITUS 
*Earl  D.  McBride,  M.D.,  F.A.C.S. 


TISSUE  EXAMINATIONS 

Surgery 

E.  M.  Gullatt,  M.D. 


THE 

SUGG 

CLINIC 

Incorporated 

Complete  Clinical  and  Laboratory  Facilities 
RADIUM  AND  X-RAY  THERAPY 

Internal  Medicine 

•John  B.  Morey,  M.D.,  F.A.C.P. 
•Frank  J.  Martin,  M.D.,  F.A.C.P. 
James  F.  Hohl,  M.D. 

•John  E.  Roberts,  M.D. 

Cardiology 

•Michael  Hunsaker,  M.D. 

General  Medicine 
Carl  D.  Wiseman,  M.D. 

Otolaryngology  and  Ophthalmology 
*Wm.  G.  Peterson,  M.D.,  F.I.C.S. 
Radiology 
*H.  B.  Yagol,  M.D. 

Business  Manager 
John  A.  Barringer 


•Richard  M.  Taliaferro,  M.D.,  F.A.C.S. 
•Paul  E.  Sauer,  M.D. 

Obstetrics  and  Gynecology 
J.  B.  Wallace,  M.D. 

E.  F.  Deese,  M.D. 

Orthopedic  Surgery 
•David  C.  Ramsay,  M.D.,  F.A.C.S. 
Pediatrics 

•George  K.  Stephens,  M.D.,  F.A.A.P. 
Pathology 

•Larry  W.  Cartmell,  M.D. 

Consulting  Pathologist 


100-04  E.  13th  Street 
ADA,  OKLAHOMA 
Telephone  332-5252 


•Specialty  Board  Diplomate 
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THE  OKLAHOMA  PLASTIC 

SURGERY  CENTER, 

INC. 

Plastic  and  Reconstructive  Surgery 

Cosmetic,  Maxillo-Facial 

and  Hand  Surgery 

TWO  LOCATIONS 

GILBERT  L.  HYROOP,  M.D.,  F.A.C.S. 

DAVID  WILLIAM  FOERSTER, 

M.D 

3141  N.W.  Expressway 

5700  N.W.  Grand  Blvd. 

Oklahoma  City,  Oklahoma  73112 

Oklahoma  City,  Oklahoma  73112 

VI  8-3341 

Wl  2-6822 

Dr.  Hyroop  and  Dr.  Foerster  are  Board  Certified  in  Plastic  Surgery 

1420  N.  Robinson 

Medical  Equipment 


SURGICAL  SUPPLY  CO.,  INC. 

OF  OKLAHOMA 

Phone  236-4381 
Surgical  Instruments 


Oklahoma  City,  Okla.  73101 
General  Supplies 


YOUR  OSMA  ANNUAL  MEETING  - 
APRIL  29th -May  1st,  1971 

Fairmont-Mayo  Hotel 
and 

Tulsa  Assembly  Center 
Tulsa,  Oklahoma 


One  of  the  highlights  of  the  three-day  meeting  will  be  Saturday  afternoon, 
May  1st,  when  America's  favorite  cartoonist,  Al  Capp,  appears  before  the  group 
of  physicians  and  their  wives.  His  talk  entitled  "Ask  Al  Capp"  will  be  informal 
as  he  reads  and  answers  questions  from  a stack  of  cards  submitted  by  the 
audience.  Plan  to  attend  the  meeting  and  be  sure  to  hear  Mr.  Capp  who  is  one 
of  the  most  popular  speakers  in  America  today. 
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ALLERGY 


W.  T.  McCOLLUM,  M.D. 


RAYMOND  L.  ROSE,  M.D. 


JOHNNY  A.  BLUE,  B.A.,  M.D. 

Allergy  Group 

Fellow  American  Academy  of  Allergy 
Fellow  American  College  of  Allergists 
Diagnosis  and  Treatment  of  Allergic  Diseases 
Lister  Medical  Bldg  — 430  N.W.  12 
236-1446  — 236-1447 


FANNIE  LOU  LENEY,  M.D. 

Fellow  American  College  of  Allergists 
Fellow  American  Academy  of  Allergy 
Diagnosis  and  Treatment  of  Allergic  Diseases 

Teleonone  843-6611  Office 
Residence  843-3541 

3141  N.W.  Expressway.  Room  501  Oklahoma  City,  Okla 


ARTHRITIS 


THE  ARTHRITIS  CLINIC 


Arthritis,  Rheumatism  and  Related  Diseases 


Lyman  C.  Veazey,  M.D. 

Philip  J.  Campbell,  Ph  D.,  M.D.,  Lloyd  G.  McArthur,  Ph.D.,  M.D. 
Robert  C.  Troop,  M.D.  Winfred  L.  Medcalf,  M.D. 


207  C Street  NW  Ardmore,  Okla.  73401 


Phone  223-5180  If  no  answer:  223-4895 


CARDIOLOGY 


F PEDD'NG  HOOD.  M D , F A C P 
Consultation  in  Cardiovascular  Disease  and  Electrocardiography 
1220  N.  Walker 

Osier  Annex  Telephone  235-2346 

Oklahoma  City,  Okla. 


STANLEY  R.  McCAMPBELL,  M.D 


Cardiology  and  Electrocardiography 


1211  North  Shartel  236-1295 

Oklahoma  City,  Oklahoma 


JAMES  S.  WILLIAMS,  M.D. 

Cardiology  and  Electrocardiography 
Price  Tower  Bartlesville,  Oklahoma  336-6450 


CARDIOVASCULAR 


CARDIOVASCULAR  CLINIC 

Wm.  Best  Thompson,  M.D.  Galen  P.  Robbins,  M.D. 

William  S.  Myers,  M.D.  William  R.  Bullock,  M.D. 

Hubert  H.  Bell,  M.D. 

Adult  and  Pediatric  Cardiovascular  Diseases 
Cardiac  catheterizations,  aortography  and  coronary  arteriography 
Radioisotope  studies  and  telephone  electrocardiography 
Lipoprotein  Electrophroesis  and  Treadmill  effort  tolerance 
Pasteur  Medical  Bldg.  Doctors  Medical  Bldg. 

1111  North  Lee  5700  NW  Grand  Blvd. 

232-9226  Oklahoma  City  946-6731  Oklahoma  City 


CARDIOVASCULAR  ASSOCIATES 

J.  J.  DONNELL,  M.D.  J.  L.  BRESSIE,  M.D. 

G.  L.  HONICK,  M.D.  A.  F.  ELLIOTT,  M.D. 

Adult  and  Pediatric  Cardiovascular  Diseases 
Cardiac  catheterizations,  aortography  and  selective  arteriography, 
and  telephone  electrocardiography 
Physicians  and  Surgeons  Bldg.  Doctors  Medical  Bldg. 

1211  N.  Shartel  5700  N.W.  Grand  Blvd. 

235-4661  Oklahoma  City  947-2551 


437  N.W.  12th  St.  Oklahoma  City,  Okla. 

235-6461 

CONSULTANTS  IN  CARDIOVASCULAR  DISEASES 
(Including  Cardiac  Catheterizations  and  Angiography) 
Diplomates,  American  Board  of  Internal  Medicine 
in  Cardiovascular  Diseases  and  Internal  Medicine 
Fellows,  Council  of  Clinical  Cardiology 
American  Heart  Association 
Fellows,  American  College  of  Cardiology 
Fellows,  American  College  of  Physicians 


CLINICS 


THE  DURANT  HOSPITAL  AND  THE  DURANT  CLINIC 
Durant,  Okla. 

Staff 

W.  A.  Hyde,  M.D.,  F.A.C.S.  Alfred  T.  Baker,  M.D 

James  T.  Colwick,  Jr.,  M.D. 


MIAMI  CLINIC 

Miami  Clinic  Bldg. — 30  B,  S.W.  Miami,  Oklahoma 

Rex  M.  Graham,  M.D  Obstetrics  8.  Gynecology 

H.  W.  Wendelken,  M.D. Internal  Medicine  & Cardiology 

J.  E.  Highland,  M.D General  Practice 

Harry  C.  Ford,  M.D.  Eye,  Ear,  Nose  & Throat 

Glenn  W.  Cosby,  M.D.  _ Obstetrics  8,  Gynecology 

Ralph  H.  Cully,  D.D.S Dental  Surgery 


DERMATOLOGY 


WILLIAM  E.  EASTLAND,  M.D.,  F.A.C.R. 

Dermatology  and  Malignancies  of  the  Skin 
Grenz  Ray  X-Ray  Radium  Therapy 

1211  North  Shartel  Physicians  & Surgeons  Building 
Oklahoma  City,  Oklahoma  Phone  235-1446 


HERVEY  A.  FOERSTER,  M.D. 

Practice  Limited  to  Diseases  of  the  Skin 
X-Ray  and  Radium  Therapy 

1212  N.  Walker  Oklahoma  City 


RONALD  W.  GILCHRIST,  JR.,  M.D. 

Diseases  and  Malignancies  of  the  Skin 
X-Ray  Therapy 

4200  South  Douglass  Avenue  632-4200 

South  Community  Medical  Center  Oklahoma  City,  Oklahoma 


DONALD  E.  JOHNSON,  M.D. 

Diseases  and  Malignancies  of  the  Skin 
X-Ray  Therapy 

330  South  Fifth  234-5121 

Enid,  Oklahoma 


W.  A.  SHOWMAN,  M.D. 

Practice  Limited  to  Diseases  and  Malignancies  of  the  Skin 
X-Ray — Grenz  Ray  and  Radium  Therapy 
850  Utica  Square  Tulsa,  Okla. 

Medical  Center  747-7521 


SKIN  8,  SKIN  CANCER  CENTER 
C.  Jack  Young,  M.D. 

Radium  Therapy  X-Ray  Therapy 

Surgical  Planing  of  Acne  Scars  8,  Tattoos 
Hemangiomas 

CLINIC  BUILDING  3434  N.W.  56th 

OKLAHOMA  CITY,  OKLAHOMA  946-5678 


DIAGNOSIS 


HUGH  JETER,  M.D.,  F.A.C.P.,  A.S.C.P. 

American  Board  of  Internal  Medicine 
Diagnosis  and  Internal  Medicine  Clinical  Pathology 

Osier  Building  Oklahoma  City  Phone  232-8274 


EYE,  EAR,  NOSE  AND  THROAT 


GERALD  R.  DIXON,  M.D. 

Diseases  and  Surgery  of  the  Eye 
Certified  by  American  Board  of  Ophthalmology 
Phone  843-9337  3141  N.W.  Expressway 

Oklahoma  City 
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Oklahoma  State  Medical  Association 


CHARLES  F.  OBERMANN,  M.D.,  MS.,  F.A.P.A. 


JOHN  W.  HUNEKE,  M.D. 

Diseases  and  Surgery  ot  the  Eye 
Certified  by  the  American  Board  of  Ophthalmology 
Phone  322-1880  1201-G  East  5th 

Ada,  Oklahoma 


WILLIAM  D.  HEATH,  M.D. 

Diseases  and  Surgery  of  the  Eye 
Certified  by  American  Board  of  Ophthalmology 
Physicians  and  Surgeons  Bldg.  1211  N.  Shartel 

Oklahoma  City  232-1508 


JAMES  B.  MILLS,  M.D. 

Surgery  and  Diseases  of  the  Eye 
Certified  by  the  American  Board  of  Ophthalmology 
Physicians  and  Surgeons  Bldg.  1211  North  Shartel 

232-4222  Oklahoma  City 


Surgery  and  Diseases  of  the  Eye 
W.  S.  MUENZLER,  M.D. 

430  N.W.  12th  Street 
Lister  Building 

Oklahoma  City 


DISEASES  AND  SURGERY  OF  THE  EYE 

TOM  LAMAR  JOHNSON,  M.D. 

Certified  by  the  American  Board  of  Ophthalmology 

Medical  Tower 
31 41  N.W.  Expressway 
Suite  301  848-2893 

Oklahoma  City 


GASTROENTEROLOGY 


DOCTORS  MATTHEWS  AND  COLVERT 
Sanford  Matthews,  M.D. 

J.  R.  Colvert,  M.D.,  F.A.C.P. 

Certified  American  Board  of  Internal  Medicine  and 
Gastroenterology 

Complete  X-ray  and  Laboratory  Facilities 
1319  Classen  Drive  232-2033  Oklahoma  City,  Okla. 


INTERNAL  MEDICINE 


E.  GOLDFAIN,  M.D. 

Diagnosis  and  Treatment  of  Rheumatic  and  Arthritic  Diseases 
228  N.W.  13th  St.  Oklahoma  City 

Off.  Phone  235-9832  Res.  Phone  524-1102 


NEUROPSYCHIATRY 


SAM  COLLINS,  JR.,  M.D. 

Board  Qualified 
Psychiatry  and  Neurology 

Suite  503  3141  N.W.  Expressway 

Medical  Tower  Phone  843-5577 

Oklahoma  City,  Oklahoma 


A.  A.  HELLAMS,  B.S.,  M.D.,  F.A.P.A. 

Diplomate  of  American  Board  of  Psychiatry 
and  Neurology  in  Psychiatry 

209  Wildwood  Plaza  842-1131 

Oklahoma  City,  Oklahoma 


CHARLES  E.  LEONARD,  B.S.,  M.D.,  F.A.C.P.,  F.A.P.A. 

Certified  by  the  American  Board  of  Neurology 
and  Psychiatry  in  Psychiatry 

Practice  Limited  to 
Psychiatry  and  Psychoanalysis 

Medical  Tower — Suite  701  3141  N.W.  Expressway 

Telephone  842-0110  Oklahoma  City 


NEUROPSYCHIATRY 

CHARLES  E.  SMITH,  Jr.,  M.D.,  F.A.P.A. 

ROBERT  J.  OUTLAW,  M.D. 
Diplomates  of  American  Board  of  Psychiatry 
and  Neurology  in  Psychiatry 


THURMAN  E.  COBURN,  Ph.D.,  Licensed  Clinical  Psychologist 
DAVID  SCHWARTZ,  A.C.S.W.,  Clinical  Psychiatric  Social  Worker 
Suite  306 

Physicians  & Surgeons  Building  1211  North  Shartel  235-8526 


Diplomate  American  Board  of  Psychiatry  and  Neurology 
in  Psychiatry 

Practice  Limited  to  Psychiatry  and  Neurology 

5101  N.  Shartel  — Shartel  Medical  Center 
Telephone  842-1466  Oklahoma  City,  Okla. 

MOORMAN  P.  PROSSER,  M.D.,  F.A.C.P.,  F.A.P.A. 
Diplomate  American  Board  of  Psychiatry  and  Neurology 
in  Psychiatry 

JOSEPH  A.  RIEGER,  M.D.  HUGH  M.  CONNER,  M.D 

and 

RICHARD  B.  LINCOLN,  M.D. 

Neurology,  Electroencephalography  and  the  Epilepsies 
in  the  practice  of  Psychiatry  and  Neurology 

427  Pasteur  Building  Phone  232-9895 

Oklahoma  City,  Oklahoma 


HAROLD  G.  SLEEPER,  M.D.,  F.A.P.A. 

Diplomate  American  Board  of  Psychiatry  and  Neurology 
in  Psychiatry 

Practice  Limited  to 
Psychiatry  — Electroencephalography 

235-6454  430  N.W.  12th  Street  Res.  525-6846 

Oklahoma  City 


OBSTETRICS  AND  GYNECOLOGY 


CHARLES  D.  BODINE,  M.D.,  F.A.C.O.G. 

Certified  American  Board  ot  Obstetrics  and  Gynecology 
203  Medical  Tower 
3141  N.W.  Expressway 

848-2259  Oklahoma  City,  Oklahoma 


JAMES  A.  MERRILL,  M.D. 

Gynecology  and  Obstetrics 
University  of  Oklahoma  Medical  Center 
800  N.E.  13th  Street  Oklahoma  City,  Okla.  73104 


GERALD  ROGERS,  M.D.,  F.A.C.S. 

JAMES  C.  BEAVERS,  M.D.,  F.A.C.O.G. 

Certified  American  Board  of  Obstetrics  and  Gynecology 
Pasteur  Building,  1111  N.  Lee  Phone  232-8722 

Oklahoma  City,  Oklahoma 


JOE  BILLS  REYNOLDS,  M.D. 

Obstetrics  and  Gynecology 

5514  S.  Western  632-6691 

Oklahoma  City,  Oklahoma  73109 


E.  MALCOLM  STOKES,  M.D.,  F.A.C.S. 

Certified  American  Board  of  Obstetrics  and  Gynecology 
507  Doctors  Building — 2021  South  Lewis  Phone  743-6496 

Tulsa,  Oklahoma 


WENDELL  R.  SYLVESTER,  M.D. 

F.A.C.O.G.,  F.A.C.S. 

Suite  305-8  4200  South  Douglas 

Oklahoma  City,  Oklahoma  73109 
Telephone  405  632-7795 

Practice  limited  to  the  specialty  of  Obstetrics  and  Gynecology 
By  Appointment  Only 


ORTHOPEDICS 


WILLIAM  S.  DANDRIDGE 

B.A.,  M.D.,  M.S.  (Orthopedic  Surgery),  F.A.C.S.,  F.I.C.S. 
Orthopedic  Surgery 

Diseases,  Iniuries,  Deformities  of  Spine  and  Extremities 
Parkview  Medical  Building 

330  South  5th  Street  Enid,  Oklahoma  7370 « 

Phone  233-5656 


Professional  Card  listings  are  available  to  members. 
They  are  sold  in  vertical  increments  of  one-half  inch, 
at  the  rate  of  $25.00  per  year. 


Phone 

232-6361 
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SURGERY 


JOHN  FLORENCE,  M.D.,  F.A.C.S. 
Diplomafe  American  Board  of  Orthopedic  Surgery 
Orthopedic  Surgery,  Fractures,  Industrial  Injuries 
1211  North  Shartel 
Oklahoma  City,  Oklahoma 


THE  MUSKOGEE  ORTHOPEDIC  CLINIC 

Port  Johnson,  M.D. 

Richard  A.  Storts,  M.D. 

Richard  L.  Pentecost,  M.D. 

Diplomates  American  Board  of  Orthopedic  Surgery 
211  South  36th  Street 

Zip  Code  74401  Phone  682-7717 

Muskogee,  Oklahoma 

JOHN  RAYMOND  STACY,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Orthopedic  Surgery 
Orthopedic  and  Fracture  Surgeon 

415  N.W.  12th  St.  235-6315 

Oklahoma  City,  Oklahoma 


THE  ORTHOPEDIC  CLINIC 
of 

TULSA,  OKLAHOMA 
Suite  203  Utica  Square  Medical  Center 
John  E.  McDonald,  M.D.  John  C.  Dague,  M.D. 

Practice  Limited  to  Bone  and  Joint  Surgery 


THE  O'DONOGHUE  ORTHOPAEDIC  CLINIC 

Orthopaedic  Surgery  — Fractures  — Industrial  Injuries 
Pasteur  Medical  Building  — 1111  North  Lee 
Oklahoma  City,  Oklahoma 

Don  H.  O'Donoghue,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Orthopaedic  Surgery 
Gael  R.  Frank,  M.D.,  F.I.C.S. 

235-8385  By  Appointment 


WILLIAM  L.  WALDROP,  M.D. 

3434  N.W.  56th  Street  Oklahoma  City,  Oklahoma  73112 

Office  Phone  947-3367  Answering  Service  236-5508 

Orthopedic  Surgery 

Surgery  of  the  Hand  and  Reconstruction 
Fractures — Especiallly  Children 


WILLIAM  0.  COLEMAN,  M.D.,  F.A.C.S. 
Certified  American  Board  of  Surgery 
General  Surgery 

Suite  603  Baptist  Hospital  Complex 
5700  N.W.  Grand  Blvd. 
Telephone:  1 405  946-0727 


WARREN  L.  FELTON  II,  M.D. 

Diplomate  American  Board  of  Surgery 
Diplomate  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiovascular  Surgery 

Oklahoma  City,  Okla. 

702  Physicians  and  Surgeons  Bldg.  232-3274 


WILLIAM  J.  FORREST,  M.D. 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

1211  North  Shartel  235-3361 

Oklahoma  City 


ALLEN  E.  GREER,  M.D. 

JOHN  M.  CAREY,  M.D. 

NAZI H ZUHDI,  M.D. 

WILLIAM  D.  HAWLEY,  M.D. 

Certified  American  Board  of  Surgery 
Certified  American  Board  of  Thoracic  Surgery 
Practice  Limited  to  Cardiovascular  and  Thoracic  Surgery 
(Open  Heart,  Vascular,  Pulmonary,  Esophageal) 
Bronchoscopy  Esophagoscopy 

1211  North  Shartel,  Suite  900  Oklahoma  City,  Okla.  73103 

235-3377 


ROBERT  B.  HOWARD,  M.D.,  F.A.C.S. 

Certified  American  Board  of  Surgery 
Practice  Limited  to  General  Surgery  and 
Diseases  of  the  Thyroid  Gland 

544  Pasteur  Medical  Bldg.  Phone  235-2341  Oklahoma  City 


PEDIATRICS 


General  Pediatrics 
G.  EDWARD  SHISSLER,  M.D. 

821  South  Pine  Phone  372-9577 

Stillwater,  Oklahoma 


RADIOLOGY 


RADIOLOGY  ASSOCIATES 


JAMES  T.  BOGGS,  M.D.  WAYNE  H.  SCHULTZ,  M.D. 

ROBERT  SUKMAN,  M.D.  LINDBERGH  J.  RAHHAL,  M.D. 

RICHARD  B.  PRICE,  M.D.  ROBERT  W.  GEYER,  Jr.,  M.D. 

GEORGE  BEN  CARTER,  M.D.  JOHN  R.  OWEN,  M.D. 

DAN  MITCHELL,  Jr.,  M.D. 


Diplomates  American  Board  of  Radiology 
X-Ray  — Diagnosis  Including  Angiography  and  Lymphangiography 
— Radiation  Therapy  — Isotopes  — Cobalt  Therapy 
Deep  and  Interstitial  Therapy 


204  Medical  Tower  Bldg. 
848-3711 

Baptist  Memorial  Hospital 
946-6411 


Doctors  Medical  Building 
946-9923 

Physicians  and  Surgeons  Bldg. 
Suite  705  235-2583 


Deaconess  General  Hospital 
946-5581 


TULSA  RADIOLOGY  ASSOCIATES,  INC. 


Diplomates  of  American  Board  of  Radiology 
X-ray,  Diagnosis,  Radiation  Therapy  and  Isotopes 
416  Warren  Professional  Building 
622-5711 

St.  John's  Doctors  Building — 1705  East  19th  Street 
743-7883 


Lucien  M.  Pascucci,  M.D.,  FACR 
Ernest  S.  Kerekes,  M.D.,  FACR 
Donald  F.  Mauritson,  M.D. 

John  E.  Kauth,  M.D. 

John  L.  Ritan,  M.D. 

George  H.  Kamp,  M.D. 


Richard  F.  Barbee,  M.D. 
Norman  L.  Bartlett,  M.D. 
Thomas  S.  Llewellyn,  M.D 
Theodore  J.  Brickner,  Jr.,  M.D. 
Tim  S.  Caldwell,  M.D. 

Zia  O.  Vargha,  M.D. 


GILBERT  L.  HYROOP,  M.D.,  F.A.C.S.,  F.I.C.S. 


Certified  by  the  American  Board  of  Plastic  Surgery 
Practice  Limited  to  Plastic  & Reconstructive  Surgery  and 
Cosmetic  Surgery 


Medical  Tower 
3141  N.W.  Expressway 


848-3341 

Oklahoma  City,  Oklahoma  73112 


GEORGE  H.  KIMBALL,  M.D.,  F.A.C.S. 

Certified  American  Board  of  Plastic  Surgery 
Plastic  and  Reconstructive  Surgery 
321  Pasteur  Building  Oklahoma  City  Phone  232-1036 


HERBERT  M.  KRAVITZ,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 
Reconstructive,  Cosmetic,  and  Hand  Surgery 
Office  946-2694  2620  Northwest  Expressway 

Oklahoma  City,  Oklahoma 


F.  M.  LINGENFELTER,  M.D.,  F.A.C.S. 

Surgery  and  Surgical  Diseases  of  the 
Thyroid  Gland 

216  Osier  Building  Oklahoma  City,  Okla. 


FRED  R.  MARTIN,  M.D. 

Diplomate  American  Board  of  Plastic  Surgery 


601  St.  John's  Doctors  Bldg. 

1705  East  19th  Street 


742-4851 

Tulsa,  Oklahoma  74104 


Professional  Card  listings  are  available  to  members. 
They  are  sold  in  vertical  increments  of  one-half  inch, 
at  the  rate  of  $25.00  per  year. 
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ROBERT  H.  SMILEY,  M.D.,  F.A.C.S. 


Diplomate  American  Board  of  Surgery 
Diplomate  Board  of  Thoracic  Surgery 
Thoracic,  Cardiac,  and  Peripheral  Vascular  Surgery 
(Open  Heart,  Pulmonary,  Esophageal,  Bronchoscopy  and 
Esophagoscopy) 

3141  N.W.  Expressway  Oklahoma  City,  Oklahoma  73112 

Suite  1004  848-2668 


Urologists 

BERGET  H.  BLOCKSOM,  M.D. 

MAXWELL  A.  JOHNSON,  M.D. 

Diplomates  American  Board  of  Urology 

Suite  753  Utica  Square  Medical  Center  743-4004 

Tulsa,  Oklahoma 


CHARLES  A.  TOLLETT,  B.S.,  M.D.,  D.Sc. 

Certified  American  Board  Surgery 
General  Surgery 

Dowell  Building  235-7750 

405  N Durland  Street  Oklahoma  City,  Oklahoma 


UROLOGY 


A.  De  QUEVEDO,  M.D.,  Inc. 

A.  de  Quevedo,  M.D. 

Diplomate  of  the  American  Board  of  Urology 
Suite  606  232-1333  1211  N.  Shartel 

Oklahoma  City,  Oklahoma  73103 

ROBERT  H.  AKIN,  M.D.,  F.A.C.S. 

LUCIEN  C.  KAVAN,  M.D.,  F.A.C.S. 

Diplomates  American  Board  of  Urology 

610  N.W.  Ninth  Oklahoma  City,  Oklahoma 


PHILIP  D.  DIGGDON,  M.D.,  F.A.C.S. 

Diplomate  of  the  American  Board  of  Urology 
Suite  312  Tulsa,  Oklahoma  74135 

Warren  Professional  Bldg.  Tel.:  622-6322 

6465  South  Yale 


BARNEY  J.  LIMES,  M.D. 

JOHN  T.  BOAZ  III,  M.D. 

Practce  Limited  to  Urology 

Physicians  and  Surgeons  Bldg.  1211  N.  Shartel 

Oklahoma  City  235-9401 


JOE  E.  COLLINS,  M.D.,  F.A.C.S. 

Diplomate  of  the  American  Board  of  Urology 

Suite  1106  235-3524  1211  North  Shartel 

Oklahoma  City,  Oklahoma 


JIM  M.  TAYLOR,  M.D. 

Diplomate  of  the  American  Board  of  Urology 
Fellow,  American  College  of  Surgeons 
1211  North  Shartel  235-2950 

Oklahoma  City,  Oklahoma 


235-8436 

MEREDITH  APPLETON,  J.  HARTWELL  DUNN 

M.D.,  F.I.C.S.  M.D  . F A.C.S. 

CHARLES  L.  REYNOLDS,  Jr.,  M.D.,  F.A.C.S 
Diplomates  of  the  American  Board  of  Urology 

3113  Northwest  Expressway  Oklahoma  City,  Oklahoma 

843-5761 


JESS  E.  MILLER,  M.D. 

Diplomate  of  the  American  Board  of  Urology 
336  Pasteur  Building  1111  North  Lee 

Oklahoma  City,  Oklahoma 

Res.  Phone  842-1811  Office  Phone  235-6618 


LUTHER  T.  PENNINGTON,  M.D. 

Gordon  H.  Deen,  M.D. 

Diplomate  American  Board  of  Urology 
1201-F  East  5th  Street  Office  332-7706  Ada,  Oklahoma 
Residence:  Dr.  Pennington:  332-7316 — Dr.  Deen:  332-8184 
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Social  Security  Numbers  are  now  being  re- 
quired by  all  insurance  companies  before 
they  can  make  a payment  to  a physician  or 
dentist.  The  companies  are  now  being  re- 
quired by  the  Internal  Revenue  Service  to 
file  an  information  return  on  any  physician 
that  is  paid  an  aggregate  of  $600  or  more 
during  any  calendar  year.  An  explanation  of 
the  IRS  regulation  is  carried  on  page  67  of 
this  issue  of  The  Journal. 

A Louisiana  law  barring  chiropractors  from 
practicing  in  that  state  has  been  upheld  by 
the  United  States  Supreme  Court.  The  court 
rejected  an  appeal  brought  by  a chiropractor 
who  maintained  that  his  constitutional  right 
to  pursue  “an  accepted  profession”  has  been 
violated.  In  declining  to  review  the  consti- 
tutionality of  the  law,  the  Supreme  Court 
ruled  that  the  Louisiana  statute  properly 
uses  state  powers  to  protect  health.  Louisi- 
ana is  the  only  state  requiring  chiropractors 
to  meet  the  same  standards  of  medical  edu- 
cation and  training  as  physicians.  The  Su- 
preme court  upheld  this  principle  in  a 1966 
decision. 

Oklahoma’s  Medicaid  Program  expended 
nearly  $85  million  between  July  1,  1969  and 
June  30,  1970.  Administered  by  the  State 
Department  of  Institutions,  Social  and  Re- 
habilitative Services  (Department  of  Pub- 
lic Welfare),  the  program  is  financed  68  per- 
cent by  federal  funds  and  32  percent  by  state 
sales  tax  revenues.  Oklahoma  physicians 
received  $13.2  million  of  the  total  and  hos- 
pitals received  $17.7  million.  Nursing  homes 
received  55  percent  of  the  health  funds  for 
a total  of  $41.9  million. 


The  U.  S.  gained  9,102  M.D.’s  during  1970 

according  to  the  preliminary  physician  sup- 
ply tabulations  from  the  AMA’s  Center  for 
Health  Services  Research  and  Development. 
At  the  end  of  last  year,  the  nation’s  total 
physician  population  — excluding  M.D.’s 
classified  as  “temporarily  foreign” — was 
334,044.  Figures  showed  that  the  total  phy- 
sician population  had  increased  by  17,012 
since  December  31,  1968.  Total  number  of 
physicians  engaged  in  patient  care  was 
278,535. 


Missouri  M.D.’s  and  D.O.’s  have  joined  to  es- 
tablish a health  care  foundation  of  Missouri 

that  will  review  services  performed  by  both 
professions.  Under  the  unique  mechanism, 
established  by  the  Missouri  State  Medical 
Association  and  the  Missouri  Association  of 
Osteopathic  Physicians  and  Surgeons,  five 
regional  panels  will  review  cases  involving 
questionable  fees,  quality  of  service  and  uti- 
lization. Cases  will  be  referred  by  physi- 
cians, third  party  carriers  or  through  form- 
al grievances  lodged  by  patients.  Major  pur- 
poses of  the  foundation’s  review  system  will 
be  to  implement  or  expand  continuing  edu- 
cation programs  and  to  review  appropriate- 
ness of  medical  care. 

Oklahoma  is  now  one  of  only  ten  states  that 
require  mandatory  AMA  membership  in  or- 
der to  belong  to  the  state  society.  Three 
states  recently  dropped  the  requirement. 
The  ten  states  still  requiring  AMA  mem- 
bership are  Arizona,  California,  Colorado, 
Hawaii,  Illinois,  Kansas,  Mississippi,  Ne- 
braska, Wisconsin  and  Oklahoma. 

Bitterly  denouncing  “the  hoax  perpetrated 
on  the  elderly,”  the  American  Nursing  Home 
Association  withdrew  its  official  support  of 
the  Medicare  program  for  extended  care  and 
urged  the  more  than  7,000  nursing  homes 
to  follow  suit.  Commenting  on  the  action, 
taken  at  the  midwinter  meeting  of  ANHA’s 
board,  President  David  Mosher  said:  “The 
tragic  aspect  of  the  Medicare  program  for 
extended  care  is  that  the  Social  Security 
Administration  led  America’s  senior  citizens 
to  believe  that — if  their  physician  thought 
it  necessary — they  were  entitled  to  100  days 
of  extended  care  at  government  expense. 
Subsequent  rules  and  regulations  issued  by 
SSA  have  virtually  ruled  this  out.”  Congres- 
sional intent  to  provide  extended  care  serv- 
ices as  “a  less  costly  alternative  to  hospital 
inpatient  services”  has  been  almost  com- 
pletely negated  by  administration  of  the 
program,  an  ANHA  resolution  stated.  □ 


When  disease  is  ruled  out 
and  psychic  tension  is  implicated 

\hliUm  (diazepam) 

helps  relax  the  patient 
and  relieve  his  somatic  symptoms 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjune- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome,  con- 
vulsive disorders  (not  for  sole  therapy). 
Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convul- 
sive disorders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant  medica- 
tion; abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  in  frequency  and / or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  have  occurred  following  abrupt  discon- 
tinuance. Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence.  In  pregnancy,  lactation 


or  women  of  childbearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions : If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed.  Usual  precautions  indicated  in  pa- 
tients severely  depressed,  or  with  latent  depression, 
or  with  suicidal  tendencies.  Observe  usual  precau- 
tions in  impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypo- 
tension, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred 
vision.  Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation, 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice;  peri- 
odic blood  counts  and  fiver  function  tests  advisable 
during  long-term  therapy. 
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At  least  seventy-five  out  of 
one  hundred  adults  with 
duodenal  ulcers  are  men.1 
Why?  It  may  be  signifi- 
cant that  duodenal  ulcer 
patients  tend  to  crave 
recognition  and  are 
“especially  vulnerable  to 
threats  to  their  manly 
assertive  independence.”2 


Hypersecretion— an  atavistic  response. 

Stewart  Wolf,  who,  with  Harold  G.  Wolff, 
studied  the  personalities  of  duodenal  ulcer 
patients,  wonders  if  masculine  competitive- 
ness is  related  to  “an  atavistic  urge  to  devour 
an  adversary.”  It  is  striking,  he  reports,  that 
an  accentuation  of  gastric  acid  secretion  and 
motility  can  be  “induced  in  ulcer  patients  by 
discussions  that  arouse  feelings  of  inade- 
quacy, frustration  and  resentment.”2 


By  chance?  A lean,  hungry  lot.  Was  the 
link  between  emotions  and  gastric  hyper- 
acidity acquired  through  mutation  to  serve 
a purpose?  During  man’s  jungle  period  of 
evolution,  the  investigator  points  out,  a male 
dealt  with  a foe  by  killing  and  devouring  it. 
“It  may  be  more  than  coincidence,”  he  con- 
cludes, that  peptic  ulcer  patients  appear  to 
be  “a  lean,  hungry,  competitive  lot.”3 


Big  boys  don’t  cry.  If  more  men  cried 
maybe  fewer  would  wind  up  with  duodena 
ulcers.  But  men  will  be  men— the  sum  total  oi 
their  genes  and  what  thej 
are  taught.  Schottstaedl 
observes  that  when  z 
mother  admonishes  hei 
son  who  has  hurt  himsell 
that  big  boys  don’t  cry,  sh( 
is  teaching  hirr 
stoicism.4  Crying  is  the 
negation  of  everything 
society  thinks  of  as  manly 
A boy  starts  defending  his 
manhood  at  an  early  age 


Take  away  stress 
you  can  take  away  symptoms 

There  is  no  question  that  stress  plays  i 
role  in  the  etiology  of  duodenal  ulcer 
Alvarez5  observes  that  many  a man  with  ai 
ulcer  loses  his  symptoms  the  day  he  shuts  uj 
the  office  and  starts  out  on  a vacation.  Th< 
problem  is,  the  type  of  man  likely  to  have  ai 
ulcer  is  the  type  least  likely  to  take  lonj 
vacations  or  take  it  easy  at  work. 


The  rest  cure  vs.  the  two-way  action  oi 
Librax.®  For  most  patients,  the  rest  cure  ii 
as  unrealistic  as  it  is  desirable.  Still,  th< 
stress  factor  must  be  dealt  with.  And  her< 
is  where  the  dual  action  of  adjunctive  Libra: 
can  help.  Librax  is  the  only  drug  that  com 


bines  the  tranquilizing 
action  of  Librium® 

(chlordiazepoxide 
HC1)  with  the  potent 
anticholinergic 
action  of  Quarzan 
(clidinium  Br). 

Protects  man  from  his  own  hungry  per- 
sonality. The  action  of  Librium  reduces 
anxiety — helps  protect  the  vulnerable  patient 
from  the  psychological  overreaction  to  stress 
that  clutches  his  stomach.  At  the  same  time, 
the  action  of  Quarzan  helps  quiet  the  hyper- 
active gut,  decreasing  hypermotility  and 
hypersecretion. 

An  inner  healing  environment  with  1 
or  2 capsules,  3 or  4 times  daily.  Of  course, 
there’s  more  to  the  treatment  of  duodenal 
ulcer  than  a prescription  for  Librax.  The  pa- 
tient— with  your  guidance — will  have  to  ad- 
just to  a different  pattern  of  living  if  treat- 
ment is  to  succeed.  During  this  adjustment 
period,  1 or  2 capsules  of  Librax  3 or  4 times 
daily  can  help  establish  a desirable  environ- 
ment for  healing. 

Librax:  It  can’t  change  man’s  nature. 
But  it  can  usually  make  it  easier  for  men  to 
cope  with  the  discomfort  of  stress— both 
psychic  and  gastric — that  can  precipitate 
and  exacerbate  duodenal  ulcer. 

Librax : Rx  #60  1 cap.  a.c.  and  2 h.s. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Indicated  as  adjunctive  therapy  to  control 
emotional  and  somatic  factors  in  gastrointestinal 
disorders. 

Contraindications:  Patients  with  glaucoma; 
prostatic  hypertrophy  and  benign  bladder 
neck  obstruction;  known  hypersensitivity  to 
\ chlordiazepoxide  hydrochloride  and/  or 
^ clidinium  bromide. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g.,  operating 
machinery,  driving).  Though  physical  and  psychological 
dependence  have  rarely  been  reported  on  recommended  doses, 
use  caution  in  administering  Librium  (chlordiazepoxide 
hydrochloride)  to  known  addiction-prone  individuals  or  those 
who  might  increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the  drug  and  similar 
to  those  seen  with  barbiturates,  have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women  of  childbearing  age 
requires  that  its  potential  benefits  be  weighed  against  its 
possible  hazards.  As  with  all  anticholinergic  drugs,  an  inhibiting 
effect  on  lactation  may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  over- 
sedation or  confusion  (not  more  than  two  capsules  per  day 
initially;  increase  gradually  as  needed  and  tolerated).  Though 
generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric  patients.  Employ  usual 
precautions  in  treatment  of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in  patients  receiving 
the  drug  and  oral  anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsi- 
ness, ataxia  and  confusion  may  occur,  especially  in  the  elderly 
and  debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally  observed 
at  the  lower  dosage  ranges.  In  a few  instances  syncope  has 
been  reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood  dyscra- 
sias  (including  agranulocytosis),  jaundice  and  hepatic  dys- 
function have  been  reported  occasionally  with  chlordiazepoxide 
hydrochloride,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy.  Adverse  effects 
reported  with  Librax  are  typical  of  anticholinergic  agents,  i.e., 
dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmolytics  and/or  low 
residue  diets. 


in  the  treatment  of 
duodenal  ulcer 
t adjunctive 

Librax 


Each  capsule  contains  5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  Br. 


< 


ROCHE 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc, 

Nutley,  N.J.  07110 


You  know 
diuretics 
. medically 


Short-acting  diuretics  may  create  abrupt, 
inconvenient  waves  of  diuresis. 
Long-acting  Hygroton  offers  a gentle  flow 
rather  than  abrupt  diuresis. 

It’s  smooth  acting. 

In  edema  and  hypertension. 

Hygrotorf  chlorthalidone  usp 

Makes  water,  not  waves. 


» 

I 


Electrolyte  imbalance  may  occur  when  using  diuretics.  Hygroton  is  contraindicated  in  severe  renal  or  hepatic  diseases  and,  of 
course,  if  it  causes  hypersensitivity.  Carefully  supervise  those  who  may  be  receiving  other  antihypertensives. 


Hygroton®  chlorthalidone  USP  Indications:  Hypertension  and  many  types  of  edema  involving  retention  of  salt  and  water.  Contraindications: 
Hypersensitivity  and  most  cases  of  severe  renal  or  hepatic  diseases.  Warnings:  With  the  administration  of  enteric-coated  potassium  supplements,  which 
should  be  used  only  when  adequate  dietary  supplementation  is  not  practical,  the  possibility  of  small-bowel  lesions  (obstruction,  hemorrhage,  and 
perforation)  should  be  kept  in  mind.  Surgery  for  these  lesions  has  been  required  frequently  and  deaths  have  occurred.  Discontinue  enteric-coated  potassium 
supplements  immediately  if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur.  Use  with  caution  in  pregnant  women  and 
nursing  mothers  since  the  drug  crosses  the  placental  barrier  and  appears  in  cord  blood  and  since  thiazides  appear  in  breast  milk.  The  drug  may  result 
in  fetal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult.  When  used  in  women  of 
childbearing  age,  balance  benefits  of  drug  against  possible  hazards  to  fetus.  Precautions:  Antihypertensive  therapy  with  this  drug  should  always  be 
initiated  cautiously  in  postsympathectomy  patients  and  in  patients  receiving  ganglionic  blocking  agents,  other  potent  antihypertensive  drugs  or  curare. 
Reduce  dosage  of  concomitant  antihypertensive  agents  by  at  least  one-half.  Because  of  the  possibility  of  progression  of  renal  damage,  periodic 
determination  of  the  BUN  is  indicated.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 
imbalance,  sodium  and/or  potassium  depletion  may  occur.  If  potassium  depletion  should  occur  during  therapy,  the  drug  should  be  discontinued  and 
potassium  supplements  given,  provided  the  patient  does  not  have  marked  oliguria.  Take  special  care  in  cirrhosis  or  severe  ischemic  heart  disease  and  in 
patients  receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recommended.  Adverse  Reactions:  Nausea,  gastric  irritation,  vomiting, 
anorexia,  constipation  and  cramping,  dizziness,  weakness,  restlessness,  hyperglycemia,  glycosuria,  hyperuricemia,  headache,  muscle  cramps,  orthostatic 
hypotension,  which  may  be  potentiated  when  chlorthalidone  is  combined  with  barbiturates,  narcotics  or  alcohol,  aplastic  anemia,  leukopenia, 
thrombocytopenia,  agranulocytosis,  impotence,  dysuria,  transient  myopia,  skin  rashes,  urticaria,  purpura,  necrotizing  angiitis,  acute  gout,  and 
pancreatitis  when  epigastric  pain  or  unexplained  G.I.  symptoms  develop  after  prolonged  administration.  Other  reactions  reported  with  this  class  of 
compounds  include:  jaundice,  xanthopsia,  paresthesia,  and  photosensitization.  A verage  Dosage:  50  or  100  mg.  with  breakfast  daily  or  100  mg.  every  other 
day.  How  Supplied:  White,  single- scored  tablets  of  100  mg.  and  aqua  tablets  of  50  mg.,  in  bottles  of  100  and  1000.  (B)46-230-G  For  full  details,  please 
see  the  complete  prescribing  information. 

GEIGY  Pharmaceuticals,  Division  of  CIBA-GEIGY  Corporation,  Ardsley,  New  York  10502 
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PLUS 

Flexoplast 


A practical, 
ambulatory  treatment 
for  leg  ulceration 

The  Flexible  Cast:  The  PRIMER  medi- 

cated bandage,  in  conjunction  with  the 
FLEXOPLAST  elastic  adhesive  bandage, 
comprise  the  cast. 

This  is  a more  comfortable  and  faster 
method  of  healing  than  Unna’s  Boot.  Fre- 
quent changing  of  the  dressing  is  elimi- 
nated. The  newly  forming  granulation  and 
epithelium  are  left  undisturbed.  It  is  the 
modern  form  of  treatment. 


• ••  Edward  Taylor  Ltd.  ••••. 

A Division  of  Glenwood  Laboratories  Inc. 

Tenafly,  New  Jersey  07670 

Gentlemen: 

Please  send  me 

□ literature 

□ samples  of  PRIMER  medicated  bandage 
and  FLEXOPLAST  elastic  adhesive 
bandage. 


Name M.D. 

Address  


City 

State 


Zip 


e a 


e 

© 

c 

« 
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Brief  Summary  of  Prescribing  Information- 

9-9/22/69.  For  complete  information  consult 
Official  Package  Circular. 

Indications:  Essential  hypertension.  Use  cau- 
tiously in  patients  with  renal  insufficiency, 
particularly  if  they  are  digitalized. 
Contraindications:  Anuria,  oliguria,  active 
peptic  ulceration,  ulcerative  colitis,  severe  de- 
pression or  hypersensitivity  to  its  components 
contraindicates  the  use  of  Salutensin. 
Warnings:  Small-bowel  lesions  (obstruction, 
hemorrhage,  perforation  and  death)  have 
occurred  during  therapy  with  enteric-coated 
formulations  containing  potassium,  with  or 
without  thiazides.  Such  potassium  formula- 
tions should  be  used  with  Salutensin  only 
when  indicated  and  should  be  discontinued 
immediately  if  abdominal  pain,  distension, 
nausea,  vomiting  or  gastrointestinal  bleeding 
occurs.  Use  cautiously,  and  only  when  deemed 
essential,  in  fertile,  pregnant  or  lactating  pa- 
tients. Use  in  Pregnancy:  Thiazides  cross  the 
placenta  and  can  cause  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia, 
altered  carbohydrate  metabolism  and  possibly 
electrolyte  disturbances.  Fatal  reactions  may 
occur  with  reserpine  during  electroshock 
therapy;  discontinue  Salutensin  2 weeks  be- 
fore such  therapy.  Increased  respiratory 
secretions,  nasal  congestion,  cyanosis  and 
anorexia  may  occur  in  infants  born  to  reser- 
pine-treated  mothers. 

Precautions:  Azotemia,  hypochloremia,  hypo- 
natremia, hypochloremic  alkalosis  and  hypo- 
kaliemia  (especially  with  hepatic  cirrhosis 
and  corticosteroid  therapy)  may  occur,  par- 
ticularly with  pre-existing  vomiting  and  diar- 
rhea. Potassium  loss  or  protoveratrine  A may 
cause  digitalis  intoxication.  Potassium  loss 
responds  to  potassium-rich  foods,  potassium 
chloride  or,  if  necessary,  discontinuation  of 
therapy.  Stop  therapy  if  protoveratrine  A 
induces  digitalis  intoxication.  Serum  am- 
monia elevation  may  precipitate  coma  in 
precomatose  hepatic  cirrhotics.  Discontinue 
therapy  2 weeks  before  surgery  or  if  myo- 
cardial irritability,  progressive  azotemia  or 
severe  depression  occur.  Exercise  caution  in 
patients  with  chronic  uremia,  angina  pec- 
toris, coronary  thrombosis  or  extensive  cere- 
bral vascular  disease  or  bronchial  asthma  and 
in  those  with  a history  of  peptic  ulceration  or 
bronchial  asthma;  in  post-sympathectomy  pa- 
tients; in  patients  on  quinidine;  and  in  pa- 
tients with  gallstones,  in  whom  biliary  colic 
may  occur.  Patients  who  have  diabetes 
mellitus  or  who  are  suspected  of  being  pre- 
diabetic should  be  kept  under  close  observa- 
tion if  treated  with  this  agent. 

Adverse  Reactions:  Hydroflumethiazide:  Skin 
rashes  (including  exfoliative  dermatitis),  skin 
photosensitivity,  urticaria,  necrotizing  angiitis, 
xanthopsia,  granulocytopenia,  aplastic 
anemia,  orthostatic  hypotension  (potentiated 
with  alcohol,  barbiturates  or  narcotics),  aller- 
gic glomerulonephritis,  acute  pancreatitis, 
liver  involvement  (intrahepatic  cholestatic 
jaundice),  purpura  plus  or  minus  throm- 
bocytopenia, hyperuricemia,  hyperglycemia, 
glycosuria,  malaise,  weakness,  dizziness,  fa- 
tigue, paresthesias,  muscle  cramps,  skin  rash, 
epigastric  distress,  vomiting,  diarrhea  and 
constipation.  Reserpine:  Depression,  peptic 
ulceration,  diarrhea,  Parkinsonism,  nasal  stuf- 
finess, dryness  of  the  mouth,  weight  gain, 
impotence  or  decreased  libido,  conjunctival 
injection,  dull  sensorium,  deafness,  glaucoma, 
uveitis,  optic  atrophy,  and,  with  overdosage, 
agitation,  insomnia  and  nightmares.  Proto- 
veratrine A:  Nausea,  vomiting,  cardiac  ar- 
rhythmia, prostration,  blurring  vision,  mental 
confusion,  excessive  hypotension  and  brady- 
cardia. (Treat  bradycardia  with  atropine  and 
hypotension  with  vasopressors.) 

Usual  Dose:  1 tablet  b.i.d. 

Supplied:  Bottles  of  60,  600,  and  1000  scored 
50  mg.  tablets. 

Salutensin* 

hydroflumethiazide,  50  mg./reserpine, 

0.125  mg.  protoveratrine  A,  0.2  mg. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


BRISTOL 


The  antihypertensive  therapy 
that  is  easy  to  live  with; 


When  successive  blood  pressure  readings  confirm 
essential  hypertension,  consider  Salutensin  for; 
Easy-to-live-with  control.  Gradual  reduction  of 
blood  pressure  leading  to  decisive,  comfortable 
control  is  the  common  clinical  response. 

*Salutensin  is  usually  well-tolerated  (however, 
serious  side  effects  can  occur;  see  adjacent  column 
for  brief  summary  of  prescribing  information). 


Easy-to-live  with  dosage.  Two  tablets  a day 
usually  achieves  control.  One  to  two  tablets  a day 
often  maintains  control  without  need  for  additional 
antihypertensive  agents. 

Easy-to-live  with  eost  of  therapy.  The  one  to  two 

tablets  a day  maintenance  dose  makes  Salutensin 

Is 

economical  to  stay  with.  Important,  because  long- 
term control  calls  for  long-term  therapy. 

Salutensin* 

hydroflumethiazide,  50  mg./reserpine, 
__JL125-tag.  protoveratrine  A,  0.2  mg. 


The  gas/acid  group  of  disorders 

“The  two  most  common  complaints  referable  to  the  upper 
gastrointestinal  tract  for  which  patients  seek  medical  relief  are 
hyperacidity  and  ‘gas.’  The  two  often  occur  together.”* 

Frees  captured  gas. ..neutralizes  free  acid 

Silain-Gel  Tablets  and  Liquid  are  separate  formulas  designed  to  provide 
equivalent  dual-action  symptomatic  relief.  Both  dosage  forms  contain 
simethicone  which  effectively  frees  trapped  gas,  enabling  the  patient  to 
eliminate  it.  Magnesium  hydroxide  in  both  assures  a rapid  rise  in 
pH  for  prompt  relief  of  hyperacidity.  The  special  co-dried  aluminum 
hydroxide/magnesium  carbonate  gel  in  the  tablets  assures  the 
same  rapid  and  uniform  reaction  rate  as  the  liquid.  Thus,  both  medications 
achieve  prompt  and  prolonged  neutralization  of  free  acid  plus  prompt 
relief  from  the  pain  and  pressure  of  trapped  gas. 

Always  in  good  taste 

The  pleasant,  distinctive  flavor  of  Silain-Gel,  as  well  as  its 
non-constipating  feature,  make  it  a therapy  your  patients  can  live  with- 
in comfort  and  without  complaint. 

Select  the  form  of  Silain-Gel  you  want  to  provide  symptomatic  relief  in: 
gastric  ulcer  • duodenal  ulcer  • heartburn  • gastric  hyperacidity  • 
gastritis  • dyspepsia 

when  the  patient  prefers  the  convenience  of  a tablet , select 

Silain-Gel®  Tablets: 

when  the  patient  prefers  a liquid , select 

Silain-Gel®  Liquid 

Also  available  for  the  patient  who  needs  an  antifrothicant/antiflatulent 
agent  only:  Silain®  (simethicone)  Tablets 

*SIanger,  A.:  Med.  Times  3^:1  jo  (Feb.)  1966. 


Announcing  the“Antgasid” 

Silain-Gel 


Tablets  : simethicone  plus  aluminum  hydroxide/magnesium  carbonate  co-dried  gel  and  magnesium  hydroxide 
Liquid:  simethicone  plus  aluminum  hydroxide  and  magnesium  hydroxide 

one  dose  does  both:  frees  captured  gas... neutralizes  free  acid 


vWROBINS 


A.H.  Robins  Company,  Richmond,  Virginia  23220 


and  single-dose  2 ml 
disposable  syringe 


sterile  solution  ( 300  mgl  per  ml. ) 


Consider  Lincocin 

(lincomycin  hydrochloride , Upjphn) 


' 1970  hy  Tim  Upjohn  Company  JA709835  MCl)B4S(K/l  *.) 


I Ml  UPJOHN  COMPANY 
KAIAMA/OO,  MICHIGAN  4901 


For  your  convenience 
in  2 ml.  and  10  ml.  vials... 


A once-popular  treatment  for  back  pains 
was  to  have  the  seventh  son  of  a seventh  son 
stand  or  walk  on  the  patient's  back. 


For  headache,  a sovereign  remedy  was 
to  wear  a snakeskin  round  one's  head. 


The  pain  of  earache  was  allegedly  relieved 
by  holding  a hot  roasted  onion  to  the  ear. 


A realistic 
approach 

to  pain 
relief 


Empirin’ 

Compound  with  Codeine 
Phosphate  gr.  1/2  No.  3 

Each  tablet  contains: 

Codeine  Phosphate  gr.  1/2  (Warning- 
May  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 

Aspirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

keeps  the  promise 
of  pain  relief 

'B.W.  & Co.'  narcotic  products  are 
Class  ''B”,  and  as  such  are  available  on  oral 
prescription,  where  State  law  permits. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
T\ickahoe,  N.Y. 


Multivitamins 
with  pyridoxine 
can  impair 
levodopa  therapy 

Your  patient  with  Parkinson’s  disease  and  syndrome 
may  be  taking  a nonprescription  multivitamin 
containing  B6. 

Vitamin  B6  reportedly  reduces  the  benefits  of 
levodopa,  and  may  lead  to  discontinuance  of  therapy 
because  of  apparent  ineffectiveness. 


High-potency  nutritional  support 
under  prescription  control 


Larobec  provides  needed  nutritional  support 
without  pyridoxine  (vitamin  B6)...and  helps  ensure 
that  your  levodopa  therapy  is  not  impaired  by  self- 
medication  with  a pyridoxine-containing  multivitamin 
preparation. 

Complete  Prescribing  Information: 


Each  Larobec  tablet  contains: 

Thiamine  mononitrate  (vitamin  Bi) , 15  mg 

Riboflavin  (vitamin  B2) 15  mg 

Niacinamide 100  mg 

Calcium  pantothenate 20  mg 

Cyanocobalamin  (vitamin  B,2) 5 meg 

Folic  acid 0.5  mg 

Ascorbic  acid  (vitamin  C) 500  mg 


Description:  For  prophylactic  or  therapeutic  nutritional 
supplementation  concomitant  with  levodopa  therapy  in  patients 
with  Parkinson’s  disease  and  syndrome,  Larobec  provides  high 
potency  dosages  of  the  major  B-complex  vitamins,  without 
pyridoxine  (vitamin  B6)  which  has  been  reported  - 2 to  reduce  the 
clinical  benefits  of  levodopa  therapy.  B-complex  vitamins  are 
essential  in  the  anabolism  of  carbohydrate  and  protein  and  in 
hematopoiesis.  Larobec  also  contains  therapeutic  quantities  of 
ascorbic  acid,  a substance  involved  in  intracellular  reactions 
such  as  tissue  repair  and  collagen  formation. 

Indications:  Larobec  is  indicated  for  supportive  nutritional 
supplementation  when  a water-soluble  vitaminformula  (without 
pyridoxine)  is  required  prophylactically  or  therapeutically  in 
patients  under  treatment  with  levodopa. 

Warning:  Administration  of  vitamin  Bt  may  be  required  if  signs 
of  pyridoxine  deficiency  develop.  Larobec  is  not  intended  for 
treatment  of  pernicious  anemia  or  other  primary  or  secondary 
anemias.  Neurologic  involvement  may  develop  or  progress, 
despite  temporary  remission  of  anemia,  in  patients  with 
pernicious  anemia  who  receive  more  than  0.1  mg  of  folic  acid 
per  day  and  who  are  inadequately  treated  with  vitamin  B,2. 
Dosage  and  Administration:  One  or  two  tablets  daily,  as 
indicated  by  clinical  need. 

How  Supplied:  Orange-colored. capsule-shaped  tablets, 
imprinted  Roche  73;  bottles  of  100. 

References: 

1.  Duvoisin,  R.  C.,  etal. : Trans.  Amer.  Neurol.  Assoc.,  94:81, 
1969.  2.  Cotzias,  G.  C.:  J.A.M.A.,  210: 1255, 1969. 
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he  girth 


Tepanil  Ten 

(continuous  release  form) 

(diethylpropion  hydrochloride,  N.F.) 


works  on  the  appetite 
not  on  the  ‘nerves’ 

When  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
this  drug,-  in  emotionally  unstable  patients  susceptible  to  drug  abuse. 

Warning:  Although  generally  safer  than  the  amphetamines,  use  with  great  caution  in 
patients  with  severe  hypertension  or  severe  cardiovascular  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleasant symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
in  relatively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  it  may 
occasionally  cause  CNS  effects  such  os  insomnia,  nervousness,  dizziness,  anxiety. 


and  jitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  a few  epileptics 
an  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio- 
vascular effects  reported  include  ones  such  as  tachycardia,  precordial  pain, 
arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  a healthy  young  male  after  ingestion  of 
diethylpropion  hydrochloride,-  this  was  an  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash, 
urticaria,  ecchymosis,  and  erythema.  Gastrointestinal  effects  such  as  diarrhea, 
constipation,  nausea,  vomiting,  and  abdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow 
depression,  agranulocytosis,  and  leukopenia.  A variety  of  miscellaneous  adverse 
reactions  have  been  reported  by  physicians.  These  include  complaints  such  os  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  tablet 
daily,  swallowed  whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  If  desired,  an  additional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  age  is  not 
recommended.  T-103  / 2/71  / u.s.  patent  no.  3,001,910 


THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 
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Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully — 
gratefully — with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information  — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  intestinal  cramps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSONMERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 


Quinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 


"When  I prescribe  medicines, 
I must  be  certain  I’m  right!” 


A family  doctor  discusses  the  question  of  quality  drugs. 

In  my  practice  of  medicine,  my  first  obligation  is  to 
my  patients.  When  I prescribe  a drug  product,  my 
purpose  is  to  select  a drug  that  will  help  the  patient 
and  do  the  job  that  I want  it  to  do.  I expect  it  to  be  of 
correct  potency,  accurate  in  dosage,  with  the  precise 
amount  of  active  ingredient,  to  be  absorbed  by  the 
body  at  the  proper  time. 

My  feeling  is  that  when  I order  a drug  and  I specify 
the  precise  product  I want,  I can  control  what  my 
patients  are  going  to  get. 

For  their  welfare  and  my  own  sense  of  security, 

I go  with  the  drug  products  that  experience  has 
shown  me  work  well.  They  may  be  brand  name  drugs 
...  or  they  may  be  quality  medicinals  sold  by  their 
generic  names.  But  they  must  be  drugs  that  have 
proved  they  will  do  the  job.  I want  to  know  their 
source  and  the  reputation  of  the  manufacturer.  This 
freedom  of  choice  should  be  mine,  based  on  my 
knowledge  and  experience.  With  the  potency  of 
today’s  drugs,  I don’t  know  any  safe  ways 
to  cut  corners. 

Another  point  of  view  . . . 

Pharmaceutical  Manufacturers  Association, 

1155  Fifteenth  St.,  N.W.,  Washington,  D.C.  20005 

This  advertisement  has  been  reaching  consumers  thru  THE  ATLANTIC,  FAMILY 
HEALTH,  HARPER’S  MAGAZINE,  NEWSWEEK,  SATURDAY  REVIEW, 
TIME  and  U.S.NEWS  & WORLD  REPORT. 


Efudex 

(fluorouracil) 

cream  solution 


In  the  treatment  of 
solar/actinic  keratoses  - 

An  alternative 
to  cold,  fire  and  steel 


2/23/68 

Before  treatment  with  5%  5-FU  cream. 
Patient  R.  G.,  78  years  old,  shows 
extensive  skin  changes  due  to  weathering 
and  severe  solar/ actinic  keratoses. 


3/26/68 

Following  one  month  of  therapy.  Intense 
erythematous  reaction  is  seen  at  sites  of 
keratoses.  Normal  skin  has  not  reacted. 
Some  areas  which  had  reacted  initially 
have  undergone  healing  despite  continued 
topical  application  of  5%  5-FU. 


6/11/68 

Ten  weeks  after  discontinuance  of 
therapy.  All  areas  have  healed  completely. 
Residual  mild  erythema  remains  in  some 
areas.  This  patient  also  had  seborrheic 
keratoses  which,  as  expected,  have  not 
reacted.  There  is  no  evidence  of  residual 
lesions  or  recurrences. 


An  alternative 
to  conventional  therapy 

Efudex  (fluorouracil)  offers  the  physician  a 
topical  alternative  to  cryosurgery,  electrodesiccation 
and  cold-knife  surgery  in  the  treatment  of  solar/ actinic 
keratoses.  It  is  effective,  comparatively  inexpensive  and 
especially  well  suited  for  treatment  of  these  multiple 
lesions.  Important,  too,  is  the  highly  desirable  cosmetic 
result.  Clinical  experience  demonstrates  that  treatment 
with  Efudex  results  in  an  extremely  low  incidence  of 
scarring.  * 

Highly  effective 

In  clinical  trials,  depending  on  the  dosage  form 
and  strength  used,  complete  involution  occurred  in 
77  to  88  per  cent  of  lesions  following  treatment.  The 
rate  of  recurrence  was  low,  ranging  from  1.7  to  5.6  per 
cent  up  to  a year  after  completion  of  therapy.  When 
new  lesions  appeared,  repeated  courses  of  Efudex 
therapy  proved  effective.* 

Predictable 
therapeutic  response 

Two  to  four  weeks  constitutes  a typical  course 
of  Efudex  therapy.  The  response  is  usually  characteris- 
tic and  predictable.  After  three  or  four  days  of  treat- 
ment, erythema  begins  to  appear  in  the  area  of  keratoses. 
This  is  followed  by  an  intense  inflammatory  response, 
scaling  and  occasionally  moderate  tenderness  or  pain. 
The  height  of  the  inflammatory  reaction  generally  occurs 
two  weeks  after  the  start  of  therapy,  and  then  begins 
to  subside  as  treatment  is  stopped.  Within  two  weeks  of 
discontinuing  medication,  the  inflammation  is  usually 
gone.  A mild  erythema  may  remain  for  two  or  three 
months  before  gradually  receding.  Since  this  response 
is  so  predictable,  lesions  which  do  not  respond 
should  be  biopsied. 

Two  strengths— two 
dosage  forms 

Efudex  is  available  as  a 2%  or  5%  solution  or 
as  a 5%  cream.  It  is  applied  twice  daily  by  the  patient 
with  a nonmetal  applicator  or  suitable  glove. 

Before  prescribing  Efudex,  however,  two  im- 
portant considerations:  First,  please  consult  the  com- 
plete prescribing  information  for  precautions,  warnings 

Data  on  file,  Hoffmann  - La  Roche  Inc.,  Nutley,  New  Jersey. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N J.  07110 


and  adverse  reactions.  Second,  advise  the  patient  that 
treated  lesions  should  respond  with  the  characteristic 
but  transient  inflammation.  A positive  sign  that  Efudex 
is  working  for  them. 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 

Contraindications:  Patients  with  known  hypersensitivity 
to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used  may  increase 
inflammatory  reactions  in  adjacent  normal  skin.  Avoid 
prolonged  exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash  hands 
immediately.  Apply  with  care  near  eyes,  nose  and  mouth. 
Lesions  failing  to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local  — pain,  pruritus, 
hyperpigmentation  and  burning  at  application  site  most 
frequent;  also  dermatitis,  scarring,  soreness  and  tenderness. 
Also  reported— insomnia,  stomatitis,  suppuration,  scaling, 
swelling,  irritability,  medicinal  taste,  photosensitivity, 
lacrimation,  leukocytosis,  thrombocytopenia,  toxic  granulation 
and  eosinophilia. 

Dosage  and  Administration : Apply  sufficient  quantity 
to  cover  lesion  twice  daily  with  nonmetal  applicator  or  suitable 
glove.  Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Efudex  Solution,  10-mi  drop  dispensers  — 
containing  2%  or  5%  fluorouracil  on  a weight/ weight  basis, 
compounded  with  propylene  glycol,  tris(hydroxymethyl)- 
aminomethane,  hydroxypropyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Efudex  Cream,  25-Gm  tubes  — containing  5%  fluorouracil 
in  a vanishing-cream  base  consisting  of  white  petrolatum, 
stearyl  alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 
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Not  too  little,  not  too  much... 
but  just  right! 

"Just  right”  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients’  precise  needs — 
without  regard  to  package  size. 

llosone  Liquid  250 

Erythromycin  Estolate 

(equivalent  to  250  mg.  of  base  per  5-ml.  teaspoonful) 

Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


xvi 


Oklahoma  State  Medical  Association 
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JOURNA  L /editorial 


Something  oj  Permanence 

In  THE  BEGINNING  there’s  you  and 
your  patient  and  a blank  piece  of  paper. 
Of  the  three,  the  paper  will  emerge  as  sur- 
vivor in  the  great  majority  of  cases.  The 
mortals  and  the  relationship  that  exists  be- 
tween them  are  relatively  transient.  The 
record  of  that  relationship  can  be  per- 
manent. It  is  the  clinical  record  which 
serves  as  the  well-spring  of  all  our  knowl- 
edge in  the  medical  arts  and  sciences.  Also, 
it  is  the  record  which  provides  the  founda- 
tion for  the  medical  care  our  patients  will 
receive.  As  that  care  becomes  more  so- 
phisticated, the  record  becomes  more  im- 
portant. As  the  varieties  and  potencies  of 
drugs  and  therapeutic  techniques  increase, 
the  medical  record  becomes  more  essential 
to  success.  As  our  environment  becomes 
more  hostile  to  man,  the  medical  record  be- 
comes more  vital. 

Converting  blank  pieces  of  paper  to  good 
medical  records  may  well  be  the  physician’s 
greatest  responsibility  to  his  patients.  It 
may  be  the  only  significant  contribution  he 
makes  to  many  of  his  patients.  It  will  cer- 
tainly be  the  most  enduring. 

Although  few  of  us  question  the  tradi- 
tional value  of  medical  records,  we  are  not 
inclined  to  view  them  as  clinical  tools.  We 
don’t  think  of  them  in  the  category  of 
x-rays,  antibiotics,  operating  rooms  and  co- 
balt bombs.  But  we  should.  The  accurate, 
detailed  and  indexed  medical  record  has  no 
equal  as  a diagnostic  and  therapeutic  tool. 
No  other  clinical  device  or  instrument  can 
so  effectively  serve  the  welfare  of  our  pa- 
tients. 

Consider  the  physician’s  impossible  task 
of  remembering  which  of  his  patients  are 
allergic  to  penicillin  or  sulfa  drugs;  which 
are  heavy  smokers  who  should  have  periodic 


chest  x-rays;  which  have  family  histories 
of  diabetes  and  should  be  observed  for  the 
sometimes  subtle  manifestations  of  the  dis- 
ease; which  have  had  peptic  ulcers  or  tu- 
berculosis or  glaucoma  who  should  not  be 
given  various  drugs ; which  have  had 
anaphylactic  reactions  to  insect  bites  who 
should  carry  with  them  certain  drugs  and 
be  carefully  instructed  in  their  use.  With 
a good  medical  record  containing  a complete 
summary  of  diagnoses,  these  tasks  become 
easy. 

Consider  the  improbability  of  a physician 
being  able  to  remember  all  of  the  drugs  and 
medications,  prescribed  and  proprietary, 
which  any  one  of  his  patients  may  be  tak- 
ing. A complete  and  current  list  of  all  med- 
ications is  indispensible  to  good  medical 
record.  It  can  help  solve  many  medical  mys- 
teries . . . such  as  bleeding  in  the  patient 
who  takes  an  anticoagulant  and  an  aspirin- 
containing  effervescent  antiacid  ...  or  the 
night  blindness  in  the  truck  driver  who 
takes  mineral  oil  after  each  meal  ...  or 
the  severe  depression  which  appears  in  the 
hypertensive  who  is  being  treated  with 
reserpine.  Much  about  drug  synergism,  an- 
tagonism and  side  effects  is  already  known 
and  certainly  more  will  be  discovered.  Our 
knowledge  in  this  field  is  directly  and  al- 
most exclusively  dependent  upon  the  main- 
tenance of  good  medical  records.  Without 
them  all  learning  will  be  slow,  hazardous 
and  painful. 

Of  course,  we  can  wait  for  tomorrow  and 
the  computer.  Or  we  can  inform  the  pa- 
tient and  trust  him  to  remember  everything 
we  failed  to  record.  Or  we  can  hope  the  next 
physician  he  sees  will  believe  that  some- 
thing tangible  should  come  from  the  patient- 
physician  relationship  . . . something  of 
value  to  our  successors  . . . something  of 
permanence.  MRJ  □ 
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National  Health  In- 
surance has  become  the 
hottest  domestic  issue  of 
the  day.  If  you  wish  to 
look  ahead  and  predict 
the  biggest  battle  of  the 
92nd  Congress,  this  will 
be  it.  NHI  is  really 
nothing  new.  Beginning 
with  the  Wagner- Mur- 
ray-Dingall  Bill  in  1943  it  has  progressed 
phenomenally  since;  given  the  added  em- 
phasis of  Medicare  and  Medicaid.  The  ma- 
jor cause  for  this  clamor  has  been  a massive 
and  largely  successful  campaign  to  under- 
mine the  confidence  in  Private  Medical 
Practice.  A campaign  of  such  proportions 
that  friends  of  former  years  now  echo  duti- 
fully “But  we  must  do  something  about  the 
Health  Crisis.” 

This  so-called  Health  Crisis  has  general- 
ly followed  these  lines ; 

1.  America  ranks  very  low  in  infant 
mortality 

2.  Medical  bills  being  outrageously  high 

3.  Serious  maldistribution  of  doctors 

4.  Critical  doctor  shortage 

Let’s  examine  the  record : 

1.  Our  infant  mortality  rates  are  true, 
not  varying  by  not  recording  minimum 
weights,  lapse  of  time  before  reporting  as 
is  done  in  Sweden  with  the  best  reported 
mortality  rates  (many  infant  deaths  are 
never  reported).  Politicians  like  to  use  this 
“apples  and  oranges”  comparison  without 
really  telling  the  truth. 

2.  In  the  years  1956  to  1968.  the  aver- 
age annual  increase  in  physicians’  fees  was 
3.7  percent  compared  to  4.2  percent  increase 
in  general  wages.  (Physicians’  earnings  ac- 
count for  less  than  15  percent  of  total  health 
expenditure.)  In  1970  medical  care  went 
up  12.9  percent,  meat  and  groceries  were 
up  13.6  percent  and  insurance  was  up  21.4 
percent.  Medical  costs  are  increasing  but  so 
are  other  costs. 
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3.  Experience  in  nations  with  NHI 
shows  this  system  increases  the  distribu- 
tion problem  rather  than  solves  it,  due  to 
lack  of  incentive  to  go  to  rural  areas  (check 
if  you  will  our  own  Rural  Health  Council’s 
Programs).  By  standards  in  nations  with 
government  run  medicine  there  is  little  to 
criticize  in  our  distribution. 

4.  The  doctor  stortage.  While  there  may 
never  be  enough  physicians,  the  U.S.  has 
more  per  population  than  any  major  nation 
in  the  world — (1-640  population).  Here  too 
many  “would  be  practicing  physicians”  have 
been  drawn  away  by  growing  Federal  Bu- 
reaucracy which  wrongfully  subsidizes  them 
in  repetitive  research  programs,  and  admin- 
istrative positions.  This  should  stop. 

In  his  introduction  to  Daniel  Scharr’s  book 
“ Don’t  Get  Sick  in  America,”  Senator  Ken- 
nedy writes  “Today  the  U.S.  is  the  only 
major  industrial  nation  in  the  world  that 
does  not  have  a National  Health  Service  or 
a program  of  National  Health  Insurance.” 
This  implication  that  NHI  offers  substan- 
tial improvement  in  health  care  is  wrong. 
The  truth  is  just  the  opposite.  Britain  has 
one  physician  for  every  1,150  people.  One 
could  write  endlessly  on  this  nation’s  prob- 
lems of  waiting  lists,  poor  care,  overcrowd- 
ed facilities,  etc.,  but  this  also  is  well  known. 
When  he  proposed  National  Health  Service 
in  England,  Lord  Beveridge  described  it  as 
“the  most  enlightened  social  experiment  in 
the  history  of  mankind.”  Twenty  years 
later  this  colossal  mess  has  become  the  de- 
spair of  those  treated  and  the  disaster  of 
those  working  within  its  confines. 

Could  I but  convince  each  member  of  the 
OSMA  what  twenty  years  of  upcoming  pro- 
posed legislation  would  do  to  his  private 
practice  of  medicine  and  surgery,  I am  sure 
there  would  be  a long  waiting  line  for  those 
trying  to  help  alleviate  and  prevent  this 
catastrophe.  To  say  that  it  is  too  late  is 
untrue — the  time  for  action  was  never  bet- 
ter. Why  not  for  starters  join  up  100  per- 
cent in  OMPAC?  □ 


Sincerely, 


Oklahoma  State  Medical  Association 
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Anemia  in  Pregnancy 


WARREN  M.  CROSBY,  M.D. 
RICHARD  A.  MARSHALL,  M.D. 

Anemia  during  pregnancy  may  have 
serious  consequences  for  both  the  mother 
and  fetus.  Prophylactic  administration 
of  iron  and  folic  acid  is  recommended 
in  all  prenatal  cases. 


INTRODUCTION 

DURING  the  latter  part  of  pregnancy,  an 
increase  in  plasma  volume  normally  exceeds 
the  increase  in  red  cell  mass.1  The  resultant 
hemodilution  has  been  termed  the  “physio- 
logic anemia”  of  pregnancy.  Hemodilution, 
however,  rarely  reduces  the  hematocrit  be- 
low 38  per  cent  or  the  hemoglobin  concen- 
tration below  12  gms.  percent.  Pregnancy 
increases  the  demands  for  all  hematopoetic 
substances  from  increased  maternal  hemo- 
globin production  and  the  demands  of  the 
fetus.  This  increased  demand  often  exceeds 
the  supply  of  one  or  more  of  these  sub- 
stances. Nutritional  anemia  occurs  with 
particular  frequency  among  adolescents  and 
the  poor.  Maternal  death  from  blood  loss 
is  more  common  among  anemic  gravidas, 
and  postpartum  hemorrhage  that  leads  to 

From  the  Departments  of  Gynecology  and  Obstetrics  and 
Medicine,  University  of  Oklahoma  School  of  Medicine,  Okla- 
homa City. 

Journal  / March  1971  / Volume  64 


such  blood  loss  is  often  preceded  by  anemia. 
Premature  delivery  and  perinatal  mortality 
are  more  frequent  when  the  mother  is 
anemic,  even  if  she  suffers  none  of  the  other 
complications. 

The  purpose  of  this  article  is  to  suggest 
that  prevention,  detection  and  treatment  of 
anemia  should  be  a part  of  prenatal  care 
for  every  pregnant  woman,  and  that  the 
complications  of  anemia  can  be  minimized 
or  avoided  entirely  by  simple  measures. 

COMMON  TYPES  OF  ANEMIA 

1.  Iron  deficiency.  Most  normal  women 
are  in  precarious  iron  balance  during  their 
reproductive  years.  Normal  menstrual  blood 
loss  results  in  loss  of  15  to  30  mg.  of  iron, 
and  an  equal  amount  must  be  absorbed  from 
the  diet  during  the  month  or  the  additional 
iron  will  be  removed  from  iron  stores  in 
the  marrow.2  Scott  and  Pritchard  have 
shown  that  two-thirds  of  healthy  nulliparous 
college  girls  have  decreased  iron  stores  (less 
than  700  mgm).3  Even  small  increases  in 
menstrual  blood  loss  or  decreases  in  dietary 
intake  of  iron  may  lead  to  iron  deficiency 
anemia.  During  pregnancy  the  demand  for 
iron  (600  to  700  mgm)  exceeds  that  saved 
by  the  absence  of  menstrual  blood  loss  (150 
to  200  mgm).4  The  additional  amount  must 
be  obtained  from  increased  dietary  iron  ab- 
sorption and  adequate  marrow  reserves  of 
iron,  or  anemia  results.  Iron  deficiency  is 
the  most  common  type  of  anemia  encoun- 
tered during  pregnancy : As  many  as  50  per 
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cent  of  a normal  obstetrical  clinic  popula- 
tion may  suffer  this  complication.15  Severe 
iron  lack  anemia  is  accompanied  by  hypo- 
chromia and  small  red  cells,  easily  recog- 
nized on  peripheral  blood  smear,  but  less 
severe  grades  may  have  normal  appearing 
cells. 

2.  Folic  Acid  Deficiency.  Folic  acid  is 
an  important  B vitamin,  necessary  for  many 
biochemical  reactions  throughout  the  body. 
For  our  purposes,  the  most  important  of 
these  is  DNA  synthesis.5  In  folic  acid  de- 
ficiency, there  is  a decrease  in  the  rate  of 
DNA  production.  With  less  DNA  available, 
there  is  reduction  in  mitotic  activity  and 
cellular  reproduction.  In  tissues  with  a 
higher  rate  of  turnover,  the  rate  of  cellular 
production  diminishes  and  will  ultimately 
produce  a deficiency  of  that  type  of  cell.  In 
the  case  of  bone  marrow,  the  result  is  meg- 
aloblastic anemia.  In  severe  deficiency  of 
folic  acid,  there  may  be  decreased  produc- 
tion of  granulocytes  and  platelets  as  well. 
Such  pancytopenia  may  be  fatal.  The  die- 
tary demands  for  folic  acid  are  small  in  the 
nonpregnant  state;  50  micrograms  daily  is 
enough  to  prevent  folic  acid  deficiency.5 
Dietary  folic  acid  is  available  in  green  leafy 
vegetables.  It  is  in  low  concentration  in 
milk,  cereal  grains  and  meats,  except  liver 
and  kidney.  When  green  leafy  vegetables 
are  eaten  raw  or  lightly  cooked,  one  or  two 
meals  a week  are  sufficient  to  avoid  folic 
acid  deficiency.  When  such  vegetables  are 
cooked  for  a long  period  of  time,  the  folic 
acid  content  is  destroyed  so  that  folic  acid 
deficiency  may  develop,  even  though  the 
diet  seems  to  be  satisfactory. 

During  pregnancy  the  minimal  daily  re- 
quirement of  folic  acid  rises  to  between  .350 
and  .500  mg.  per  day,  a ten  fold  increase 
over  that  required  in  the  nonpregnant  state.7 
In  the  absence  of  adequate  dietary  intake 
of  folic  acid  during  pregnancy,  folic  acid 
will  be  removed  from  liver  stores.  The  body 
contains  a 30-day  supply  of  folic  acid.  The 
pregnant  woman  on  a folic  acid  deficient 
diet  will  show  no  evidence  of  the  deficiency 
until  the  30-day  storage  supply  is  depleted. 
The  first  observable  change  is  a decrease 
in  the  serum  concentration  of  folate.8  In 
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seven  to  ten  weeks,  dysplastic  granulocytes 
with  hypersegmented  nuclei  can  be  found 
in  the  peripheral  blood.  Anemia  is  not  often 
present  at  this  time.  After  16  to  20  weeks 
on  a folic  acid  deficient  diet,  the  folate  con- 
tent of  red  blood  cells  becomes  diminished 
and  they  appear  larger  than  normal  (oval 
macrocytes).  After  20  weeks  of  folic  acid 
deficiency,  clinical  anemia  develops.  The 
peripheral  blood  smear  may  show  oval  ma- 
crocytes; bone  marrow  aspiration  showing 
megaloblasts  is  diagnostic. 

3.  Combination.  In  a series  of  blood  de- 
terminations in  conjunction  with  the  Texas 
Nutritional  Survey,  McGanity  found  a low 
serum  folic  acid  in  77  percent  of  the  sam- 
ples.16 None  of  these  persons  was  reported 
to  be  pregnant ; 60  percent  were  below  the 
“poverty  line”  as  defined  by  the  Survey.17 
Thirty-six  percent  had  deficiency  in  the 
amount  of  folic  acid  in  their  red  cells,  and 
22  percent  were  anemic.  Anemia  in  most 
cases  was  a combination  of  both  iron  and 
folic  acid  deficiency.  The  combination 
makes  the  etiology  of  the  anemia  somewhat 
more  difficult  to  establish,  because  the  iron 
deficiency  tends  to  make  the  circulating  red 
cells  smaller  while  the  folic  acid  deficiency 
tends  to  make  them  larger.  The  blood  smear 
in  this  situation  usually  shows  anisocytosis, 
hypochromic  red  cells  and  hypersegmented 
granulocytes.  Marrow  examination  will  re- 
veal megaloblastic  erythroid  hyperplasia 
and  no  stainable  iron.  In  spite  of  the  ap- 
parent lack  of  iron  stores,  the  serum  iron 
concentration  may  be  normal  or  high  as  it 
is  in  pure  folic  acid  or  B-12  deficiency.  The 
serum  iron  will  drop  precipitously  when  the 
patient  is  treated  with  folic  acid  alone. 
Hemoglobin  production  will  not  be  optimal 
until  supplemental  iron  is  added  to  the 
treatment  regimen. 

4.  Unusual  Types  of  Anemia.  Heredi- 
tary anemias  associated  with  abnormal 
hemoglobin  structure  are  called  hemoglo- 
binopathies. Sickle  cell  disease  is  the  most 
common  type  that  produces  severe  anemia 
in  pregnant  Negroes.  When  the  patient  in- 
herits the  sickle  hemoglobin  gene  from  only 
one  parent,  she  is  said  to  have  the  sickle 
cell  trait.  Hemoglobin  electrophoresis  re- 
veals both  sickle  (S)  and  adult  (A)  hemo- 
globin. This  heterozygous  condition  is  not 

Oklahoma  State  Medical  Association 


necessarily  associated  with  anemia  and 
when  anemia  occurs  it  is  due  to  a nutritional 
deficiency  of  iron  or  folic  acid.  When  both 
parents  contribute  the  sickle  gene,  the  pa- 
tient has  sickle  hemoglobin  exclusively.  In 
this  homozygous  condition  the  abnormal 
hemoglobin  produces  an  increased  rate  of 
red  blood  cell  destruction  and  anemia  is  the 
invariable  result.  Although  most  patients 
with  homozygous  sickle  hemoglobin  die  be- 
fore puberty,  a few  survive  and  may  present 
during  pregnancy  with  severe  anemia. 
Sickle-C  disease  results  when  the  patient  is 
doubly  heterozygous  for  the  two  allelic 
genes;  this  results  in  a hemolytic  anemia 
which  is  mild  under  most  circumstances,  but 
in  pregnancy  sickle-C  disease  may  become 
severe  enough  to  threaten  the  life  of  the 
mother.  In  both  sickle-cell  anemia  and 
sickle-C  disease,  pregnant  patients  are  at 
high  risk  to  develop  painful  crises,  increas- 
ing anemia,  pyelonephritis,  and  sometimes 
fatal  pulmonary  arterial  occlusion  with  in 
situ  thromboses  or  thrombi  containing  mar- 
row which  have  embolized  from  bone  in- 
farcts. Exchange  transfusion  in  patients  in 
life-threatening  crises  may  be  of  temporary 
benefit.10  These  diseases  are  easily  detect- 
ed by  obtaining  routine  sickle  preparations 
on  all  Negro  patients  followed  by  hemoglo- 
bin electrophoresis  on  those  who  demon- 
strate sickling.  Other  hemoglobinopathies 
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which  occasionally  may  be  worsened  by 
pregnancy  include  sickle  thalassemia11  and 
homozygous  C diseases.12  Thalassemia  may 
also  worsen  during  pregnancy;  again,  the 
homozygote  is  severely  anemic  and  usually 
dies  in  childhood.  Occasionally,  this  disease 
is  modified  enough  to  allow  a female  to 
reach  an  age  sufficient  for  pregnancy.13 
Thalassemia  minor,  the  heterozygous  state, 
is  frequently  asymptomatic  until  pregnancy 
which  may  result  in  a mild  anemia  which 
is  hypochromic  and  usually  misdiagnosed 
as  due  to  iron  deficiency  until  iron  therapy 
fails.  The  presence  of  target  cells  and  high 
serum  iron  concentration  should  prompt  the 
physician  to  obtain  a hemoglobin  electro- 
phoresis which  usually  shows  an  increase 
in  the  HbF  or  Hb  A2  fractions  which  are 
normally  present. 

Other  anemias  which  are  occasionally  en- 
countered in  pregnancy  are  secondary  to 
serious  underlying  diseases:  Leukemia, 

chronic  renal  failure,  systemic  lupus  ery- 
thematosus, and  aplastic  anemia. 

TREATMENT 

Every  prenatal  patient  should  have  a 
complete  blood  count  on  her  first  visit.  If 
the  hemoglobin  exceeds  12  gm.  percent  or 
the  hematocrit  is  above  36  percent,  we  rec- 
ommend routine  administration  of  oral 
ferrous  sulfate,  gluconate  or  fumarate  300 
mgm,  and  folic  acid  0.5  mgm  daily.  Not  all 
prenatal  vitamins  contain  folic  acid  and 
many  do  not  contain  an  adequate  dose  to 
prevent  folic  acid  deficiency.14  The  blood 
count  should  be  repeated  once  in  each  tri- 
mester to  detect  any  failures  of  prophylactic 
treatment. 

Mild  anemia  (hemoglobin  ten  to  twelve 
gm  percent,  hematocrit  30  to  36  percent) 
should  be  actively  treated  with  oral  pharma- 
cologic doses  of  iron  salts  (300  mgm  t.i.d.) 
and  folic  acid  (at  least  1.0  mgm  daily).  A 
baseline  reticulocyte  count  should  be  ob- 
tained and  repeated  seven  to  fourteen  days 
after  initiation  of  therapy  to  confirm  the 
expected  increase.  If  there  is  no  increase 
in  reticulocytes  in  seven  to  fourteen  days  or 
improvement  in  hemoglobin  concentration 
in  four  to  six  weeks,  the  patient  should 
have  a more  thorough  evaluation. 
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Moderate  to  severe  anemia  is  accompanied 
by  hemoglobin  concentrations  below  10  gm 
percent  or  hematocrit  below  30  percent. 
Patients  with  moderate  or  severe  anemia, 
and  those  with  mild  anemia  that  has  not 
responded  to  therapy  should  have  a repeat 
blood  count  (to  confirm  the  presence  of 
anemia)  including  platelet  and  reticulocyte 
counts  and  a peripheral  blood  smear  to  de- 
tect abnormal  red  cell  morphology  and  hy- 
persegmented  neutrophils.  Bone  marrow  as- 
piration for  cellular  morphology  and  iron 
stain  should  be  done  to  detect  megaloblastic 
changes,  and  to  exclude  both  leukemia  and 
aplastic  anemia.  A stool  guaiac  test  should 
also  be  done  to  rule  out  gastrointestinal 
bleeding  as  the  cause  for  unresponsive  iron 
deficiency.  Inability  to  ingest  or  absorb 
iron  or  folic  acid  requires  parenteral  admin- 
istration. Parenteral  administration  offers 
no  advantage  to  oral  intake  provided  gas- 
trointestinal absorption  is  normal  and  the 
patient  takes  the  prescribed  dose. 

Sickle  preparation  should  be  performed 
on  all  Negro  women.  A positive  test  re- 
quires hemoglobin  electrophoresis  to  pro- 
vide an  accurate  diagnosis.  Patients  with 
sickle  cell  anemia  or  sickle-C  disease  should 
be  given  pharmacologic  doses  of  folic  acid, 
but  they  do  not  require  additional  iron. 

SUMMARY 

The  causes  of  anemias  in  pregnancy  have 


been  discussed  and  a practical  plan  of  man- 
agement has  been  outlined.  We  advocate  the 
prophylactic  administration  of  iron  and 
folic  acid  in  “healthy”  women  and  an  exten- 
sive hematologic  evaluation  followed  by 
specific  therapy  in  moderate  or  severe 
anemia.  □ 
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Dialysis  in  Oklahoma 


BILLY  J.  MATTER,  M.D. 

Uremia,  recently  a uniformly  fatal 
disease,  can  now  often  be  effectively 
treated  by  dialysis  or  transplantation. 
Facilities  for  these  modern  treatments 
are  of  limited  availability  in  Oklahoma. 

Approximately  100,000  people  in  the 

United  States  die  each  year  due  to  renal 
failure.  At  present  only  one  percent  of  this 
number  are  receiving  treatment  by  dialysis 
or  transplantation  due  to  lack  of  facilities, 
staff  and  funds. 

The  Report  of  the  Committee  on  Chronic 
Kidney  Disease1  identified  5,500  people 
dying  of  primary  kidney  disease  each  year 
in  the  United  States.  In  addition,  19,600 
individuals  die  each  year  of  related  diseases 
affecting  the  kidney,  such  as  hypertension 
and  hypertensive  renocardiovascular  dis- 
ease. The  remaining  75,000  individuals  dy- 
ing of  kidney  failure  have  some  other  dis- 
ease, such  as  cancer,  diabetes  mellitus,  lupus 
erythematosis,  liver  disease  or  myocardial 
disease  which  presently  precludes  chronic 
therapy  of  the  renal  failure. 

Of  1,000  Oklahomans  dying  of  renal  fail- 
ure each  year,  a minimum  of  250  patients 
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could  be  kept  alive  and  productive  by  utiliz- 
ing techniques  of  chronic  dialysis  or  trans- 
plantation. 

METHODS  OF  TREATMENT 

Effective  but  expensive  methods  of  treat- 
ing terminal  kidney  failure  have  been  de- 
veloped ; dialysis  and  renal  transplantation. 

Peritoneal  dialysis  is  an  effective  treat- 
ment for  renal  failure  but  its  use  has  gen- 
erally been  limited  because  of  discomfort  to 
the  patient,  loss  of  large  quantities  of  pro- 
tein during  repeated  dialyses  and  the  occur- 
rence of  peritonitis  in  a significant  number 
of  patients.  Chronic  renal  failure  is,  there- 
fore, preferentially  treated  with  hemodi- 
alysis or  transplantation.  Peritoneal  dialysis 
is  commonly  employed  in  the  treatment  of 
acute  renal  failure  and  should  be  available 
in  most  hospitals  in  the  state. 

Renal  transplantation  is  often  preferred 
to  dialysis  in  that  there  is  a chance  for  a 
more  normal  life  following  a successful 
transplant.  Major  problems  arise  in  secur- 
ing suitable  kidneys  for  transplant,  the  ne- 
cessity of  dialysis  while  awaiting  transplant, 
the  high  cost,  the  complications  of  transplan- 
tation and  of  immunosuppressive  drugs  and 
limited  transplant  survival. 

Hemodialysis  with  the  artificial  kidney 
is  well  established  as  a form  of  palliative 
treatment  for  terminal  uremia.  But  major 
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Dialysis  / MAI  I ER 

problems  arise  in  making  it  available  to 
patients  who  might  benefit  because  of  its 
high  cost,  the  frequency  of  treatments  and 
the  need  for  providing  facilities  near  the 
patient’s  home  or  place  of  employment. 

Indications  for  hemodialysis  in  the  center 
generally  fall  into  five  categories: 

Dialysis  for  acute,  frequently  non-renal 
problems 

Dialysis  in  preparation  of  kidney  trans- 
plant 

Dialysis  following  transplantation 

Chronic  dialysis  in  the  hospital  hemodi- 
alysis unit 

Training  for  home  dialysis 

Dialytic  therapy  is  life-saving  in  certain 
patients  following  ingestion  of  lethal  drugs 
or  poisons,  following  shock  or  surgery  and 
in  those  who  have  compromised  renal  func- 
tion due  to  another  disease  such  as  diabetes, 
heart  disease,  etc.  These  patients  require 
only  a limited  number  of  dialyses  for  the 
acute  problem.  A hemodialysis  team  per- 
forming frequent  dialyses  handle  these  acute 
problems  much  better  than  the  group  per- 
forming only  an  occasional  hemodialysis. 

Candidates  for  renal  transplantation  re- 
quire hemodialysis  while  awaiting  a trans- 
plant. Bilateral  nephrectomies  are  per- 
formed prior  to  transplantation  in  order  to 
prevent  an  infection  being  transmitted  from 
diseased  kidneys  to  the  transplant,  to  re- 
move a cause  for  hypertension  (via  renin) 
and  to  remove  a source  of  antigen  which 
might  promote  antibody  production  and 
thereby  early  rejection.  Vigorous  hemodi- 
alysis is  necessary  to  prepare  the  patient 
for  nephrectomy  and  to  maintain  nutrition 
of  the  patient  while  awaiting  transplanta- 
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tion.  Cadaveric  kidneys  are  difficult  to  ob- 
tain, resulting  in  some  patients  requiring 
dialysis  for  over  a year  while  awaiting  a 
suitable  transplant. 

The  transplanted  cadaveric  kidney  com- 
monly does  not  function  immediately.  Hemo- 
dialysis must  be  continued  for  a period  of 
one  to  six  weeks  following  the  transplant 
until  the  homograft  functions  adequately  to 
maintain  homeostasis  of  the  recipient.  A 
kidney  transplanted  from  a live,  closely-re- 
lated donor  usually  functions  immediately 
and  a post-transplant  dialysis  is  rare  in  this 
group. 

Repeated  hemodialyses  are  effective  and 
lifesaving  measures  to  patients  with  term- 
inal renal  failure.  The  original  five  people 
selected  for  chronic  dialysis  were  started 
ten  years  ago  in  Seattle,  Washington.  One 
died  of  a myocardial  infarction  and  the  re- 
maining four  are  continuing  twice  weekly 
dialysis  and  working  regularly.  The  dis- 
advantages of  this  mode  of  therapy  are  the 
cost  and  the  inability  to  constantly  expand 
hospital  dialysis  progi’ams.  That  is,  when 
dialysis  center  facilities  are  filled,  a new 
patient  cannot  be  accepted  for  dialysis  un- 
less one  of  the  incumbents  dies.  If,  on  the 
other  hand,  patients  are  transplanted  or 
placed  on  home  dialysis,  broader  use  of  the 
center  facilities  is  permitted. 

Home  dialysis  has  proved  to  be  an  effec- 
tive method  of  long-term  hemodialysis.  The 
advantages  of  home  dialysis  are  the  con- 
venience to  the  patient,  better  acceptance 
by  the  patient  and  decreased  cost  compared 
to  hospital  hemodialysis.  The  latter  point  is 
very  important.  Following  the  purchase  of  a 
hemodialysis  machine  for  approximately 
$5,000  and  the  three  month  training  course 
for  home  dialysis,  the  yearly  dialysis  cost 
decreases  markedly.  Therefore,  home  di- 
alysis is  the  most  economical,  although  ad- 
mittedly still  expensive,  mode  of  chronic  di- 
alysis available. 

FACILITIES 

Although  interest  has  been  generated  to 
establish  care  for  Oklahomans  with  renal 
failure,  facilities  are  woefully  lacking  for 
the  number  of  patients  who  could  be  helped. 
Dialysis  units  have  been  established  in  sev- 

Oklahoma  State  Medical  Association 


Table  I 

Dialysis  Units  in  Oklahoma  Patients 

University  of  Oklahoma-Veterans  Administra- 
tion Hospital,  Oklahoma  City,  Oklahoma  18 

St.  Anthony  Hospital.  Oklahoma  City,  Oklahoma  6 

Baptist  Hospital,  Oklahoma  City,  Oklahoma  3 

Hillcrest  Hospital,  Tulsa,  Oklahoma  6 

St.  Francis  Hospital,  Tulsa,  Oklahoma  3 

Municipal  Hospital,  Bartlesville,  Oklahoma  0 

Pawnee  Indian  Hospital,  Pawnee,  Oklahoma  1 

Baptist  Hospital,  Miami,  Oklahoma  1 

Stillwater  Municipal  Hospital,  Stillwater,  Okla- 
homa 1 


eral  hospitals  in  Oklahoma.  Table  I lists  the 
hospital  hemodialysis  units  and  the  numbers 
of  patients  regularly  dialyzed  in  January, 
1971.  The  number  of  patients  regularly  di- 
alyzed in  each  unit  necessarily  fluctuates. 
For  instance,  the  St.  Anthony  unit  served 
from  three  to  ten  patients  at  any  one  time 
during  the  past  year. 

An  additional  sixteen  patients  have  been 
trained  for  home  dialysis  and  are  now  re- 
ceiving dialysis  in  their  homes.  Twelve  of 
these  were  trained  in  the  University  of 
Oklahoma  Medical  Center- Veterans  Admin- 
istration Hospital,  one  at  St.  Anthony  Hos- 
pital, Oklahoma  City,  Oklahoma;  three  at 
the  University  of  Texas,  Galveston,  Texas 
(funded  by  U.S.  Public  Health  Service). 
Six  patients  are  presently  receiving  home 
dialysis  training  at  the  Veterans  Adminis- 
tration Hospital  Center. 

As  knowledge  of  facilities  becomes  avail- 
able, demand  for  the  therapy  increases 
steadily.  The  activity  of  the  University  of 
Oklahoma  Medical  Center-Veterans  Admin- 
istration Hospital  Unit  to  date  is  summar- 
ized in  Table  II. 

Other  active  hemodialysis  units  in  Okla- 
homa have  seen  a steady  and  continued  de- 
mand for  services.  Their  activity  is  sum- 
marized in  Table  III. 


DIALYSIS  COSTS 

Minnesota  has  established  a comprehen- 
sive system  of  dialysis,  consisting  of  home 
dialysis,  dialysis  in  the  community  hospital 
and  dialysis  in  the  medical  center  (regional 
center).  Patients  receiving  dialysis  in  the 
home  or  community  hospital  are  sent  to  the 
regional  center  if  complications  develop. 
The  cost  of  dialysis  in  the  three  systems  is 
summarized  in  Table  IV.2 

The  home  dialysis  cost  does  not  include 
the  $3,000  to  $5,000  needed  for  purchase  of 
the  machine  and  costs  of  in-center  dialysis 
during  the  three  months  training  period. 

Hemodialysis  programs  are  costly  to  es- 
tablish, equip,  and  operate  in  terms  of 
space,  equipment  and  manpower  require- 
ments. It  is  much  more  costly  to  treat  the 
dialysis  patient  in  the  hospital  than  in  his 
home.  With  improvements  in  and  simplifi- 
cations of  dialysis  equipment  available  for 
home  use,  as  well  as  decreasing  costs  for 
such  equipment,  home  dialysis  is  preferred 
for  those  patients  who  can  manage  such 
programs.  The  cost/benefit  ratio  is  more 
favorable.  In  terms  of  patient  and  family 
convenience,  as  well  as  psychologically,  the 
patient  capable  of  managing  it  does  better 
on  a home  program.  The  hospital  facilities 
are  thus  made  available  for  more  patients 
not  suitable  for  home  programs,  to  teach 
patients  being  prepared  for  home  dialysis 
and  for  backup  care  of  home  dialysis  pa- 
tients. 

Transplants,  including  pre-transplant, 
immediate  aftercare  and  donor  care  will 
cost  an  average  of  $15,000  to  $20,000  per 
case. 

The  costs  of  hemodialysis  and  transplant 
care  are  not  so  great  that  from  a strict 


Table  II 


HEMODIALYSIS  AT  OKLAHOMA  CITY  VA  HOSPITAL 


Jul.-Sep.  Oct. -Dec. 

Jan. -Mar.  Apr.-Jun. 

Jul.-Sep. 

Oct. -Dec. 

Jan. -Mar. 

Apr.-Jun. 

Jul.-Sep. 

Oct. -Dec. 

1968 

1968 

1969 

1969 

1969 

1969 

1970 

1970 

1970 

1970 

No.  of  dialyses 

97 

153 

161 

206 

229 

259 

312 

391 

441 

456 

No.  of  patients  dialyzed 

15 

14 

12 

12 

14 

18 

22 

28 

29 

29 

No.  of  transplants 

1 

4 

3 

2 

0 

3 

2 

1 

2 

1 

No.  of  candidates  evaluated 

for  the  program 

22 

16 

22 

21 

19 

28 

30 

26 

5 

12 

Total  number  of  patients 

on 

home  dialysis 

0 

0 

0 

0 

2 

4 

5 

7 

10 

12 
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Table  III 

HOSPITAL  DIALYSES  IN  OKLAHOMA 


Jul.-Sep.  Oct.-Dec.  Jan. -Mar.  Apr.-Jun.  Jul.-Sep.  Oct.-Dec. 


1969  1969 

St.  Anthony  Hospital 

Number  of  dialyses  11  89 

Number  of  patients 

Number  of  acute  patients 

St.  Francis  Hospital 

Number  of  dialyses  20  23 

Number  of  patients 

Number  of  acute  patients 

Hillcrest  Hospital 

Number  of  dialyses 

Number  of  patients 

Number  of  acute  patients 

cost/benefit  standpoint  it  could  be  argued 
that  the  increasing  amounts  of  money  being 
spent  for  hemodialysis  and  kidney  trans- 
plantation should  be  more  productively 
spent  in  other  areas  of  disease  prevention 
or  restorative  treatment.  At  present  glom- 
erulonephritis and  polycystic  kidney  dis- 
ease are  not  preventable,  nor  is  it  possible 
to  prevent  progression  to  renal  failure. 
Nevertheless,  because  of  the  very  compelling 
arguments  for  medical  science  to  prolong 
human  life,  particularly  when  there  is  a 
reasonable  chance  of  restoring  the  individ- 
ual to  a self  care  and  economically  self  suf- 
ficient status,  kidney  transplant  and  di- 
alysis programs  will  continue  to  be  estab- 
lished and  to  function.  Society  must  estab- 
lish its  own  priorities  with  respect  to  spend- 
ing its  health  care  dollars  and  hemodialysis 
with  or  without  kidney  transplants  offers 
an  effective  means  of  restoring  and  main- 
taining many  selected  renal  failure  patients 
to  self  sufficiency  and  productive  capacity 
for  varying  but  frequently  prolonged  pe- 
riods of  time. 

THE  FUTURE 

The  rehabilitation  of  patients  with  chron- 


1970 

1970 

1970 

1970 

Total 

176 

180 

147 

132 

715 

41 

27 

32 

34 

67 

50 

230 

16 

5 

52 

55 

73 

106 

286 

12 

6 


ic  uremia  is  a complex  task  involving  prob- 
lems in  many  different  areas  and  thus  peo- 
ple with  many  different  skills.  Much  has 
been  learned  in  the  short  time  that  chronic 
hemodialysis  has  been  used  in  the  treat- 
ment of  chronic  uremia. 

Proximity  of  dialysis  to  the  home  and 
job,  support  by  the  community  and  family 
and  the  patient’s  understanding  of  his  dis- 
ease are  integral  in  rehabilitation.  In  plan- 
ning for  a dialysis  unit  and  rehabilitation, 
it  is  important  to  involve  the  following  serv- 
ices in  addition  to  the  physician : Adminis- 
tration, nursing,  social  work,  psychiatry, 
dietary,  business  office,  and  hospital  engi- 
neering. It  may  also  be  very  helpful  to  in- 
volve some  or  all  of  the  following  disci- 
plines: Radiology,  clinical  laboratory,  phar- 
macy, medical  and  nursing  education,  the 
county  departments  of  public  health  and 
social  services,  visiting  nurse  association, 
voluntary  agencies  which  might  be  helpful, 
occupational  therapy,  physical  therapy  and 
vocational  rehabilitation,  depending  upon 
local  resources. 

Approximately  twelve  community  dialysis 
centers  should  be  established  in  Oklahoma. 
These  community  or  satellite  centers  are 
envisioned  as  less  sophisticated  and  less  well 


Table  IV 


MAINTENANCE  COST  OF  HEMODIALYSIS 


Regional 

Center 

Community 

Hospital 

Home 

Frequency  of  dialysis  per  week 

2 

2 

3 

Hemodialysis  cost  per  year 

$19,500 

$ 8,000  to  $13,600 

$2,800  to 

$4,000 

Complications  and  other  costs  per  year 

500 

4,000  to  5,000 

1,145  to 

3,123 

Total  cost  per  year 

20,000 

12,000  to  18,600 

3,945  to 

7,123 

Cost  per  dialysis 

200 

120  to  186 

25  to 

45 

90 
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staffed  than  the  parent  hemodialysis  cen- 
ter. The  medical  and  supportive  staffs  for 
such  satellite  units  would  be  given  appro- 
priate training  at  the  parent  center.  The 
prospective  patients  are  referred  from  the 
satellite  to  the  main  unit  for  evaluation  and 
treatment  of  severe  or  perplexing  problems 
which  arise.  Such  units  may  perform  acute 
dialysis,  continue  selected  chronic  dialysis 
and/or  train  the  patient  for  home  dialysis 
after  his  dialysis  program  is  stabilized.  Pa- 
tients on  home  dialysis  would  look  to  the 
nearest  community  center  whenever  prob- 
lems occur. 

Each  hospital  in  the  state  with  50  beds 
or  more  should  have  the  capability  of  peri- 
toneal dialysis.  Peritoneal  dialysis  is  a 
simpler  method  of  maintaining  patients 
with  renal  failure.  The  material,  equip- 
ment and  in-hospital  space  requirements 
are  simpler  than  hemodialysis  although 
peritoneal  dialysis  has  not  gained  accept- 
ance as  chronic  therapy. 

Peritoneal  dialysis  is  a lifesaving  treat- 
ment in  renal  failure  and  should  be  in  the 


armamentarium  of  general  hospitals.  Train- 
ing programs  for  personnel  interested  in 
peritoneal  or  hemodialysis  are  being  started. 

SUMMARY 

Of  1,000  people  dying  of  renal  failure  in 
Oklahoma  each  year,  250  would  be  consid- 
ered acceptable  candidates  for  dialysis  or 
transplantation.  Present  facilities  permit 
the  acceptance  of  not  more  than  30  new  can- 
didates each  year.  The  emphasis,  therefore, 
has  been  to  increase  the  number  of  trans- 
plants and  the  placement  of  patients  on 
home  dialysis  in  order  to  better  utilize  cen- 
ter facilities.  The  future  should  include  the 
training  of  personnel  to  perform  peritoneal 
and  hemodialysis  in  community  hospitals.  □ 
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Mar.  17 
Mar.  18-19 
Mar.  22-26 

*Apr.  15 
Apr.  12-16 
May  12-14 
May  13-15 
May  15-16 
May  17-20 


May  21 


POSTGRADUATE  COURSES 
University  of  Oklahoma  Medical  Center 

Oklahoma  City,  Oklahoma 

1970-1971 

Complete  program  will  be  mailed  in  advance 
(Dates  are  subject  to  change.) 


OPEN  CHANNEL  TELEVISION  PROGRAMS 

Sept.  1 

Tuesday's  7:00  A.M.  and  9:30  P.M. 

through 

CHANNEL  11,  KOED-TV,  Tulsa,  Okla. 

May  25 

CHANNEL  13,  KETA-TV,  Oklahoma  City 

Management  of  the  Patient  with  Renal  Failure 
Annual  Spring  Symposia  in  Ophthalmology  and  Otolaryngology 
Oklahoma  Physicians  Postgraduate  Course  and  Spring  Retreat 
(Padre  Island,  Port  Isabel,  Texas) 

Acute  Pulmonary  Emergencies— Causes  and  Treatment 

Clinical  Anesthesia:  A Review  Course  in  Practical  and  Safe  Methods 

Infectious  Diseases  and  Immunology 

Annual  Spring  Symposia  in  Gynecology  and  Obstetrics 

Breast  Diseases— Benign  and  Malignant 

Otorhinolaryngology  for  Practicing  Physicians— A Production  of 
Colorado,  Kansas,  Missouri,  Nebraska  and  Oklahoma  Medical 
Schools 

Association  of  House  Staff  Physicians  Annual  Meeting 

*Afternoon  short  courses— 4 hours  of  instruction 


For  further  information  write  to 

THE  OFFICE  OF  POSTGRADUATE  EDUCATION 
University  of  Oklahoma  Medical  Center,  800  N.E.  13th  Street,  Oklahoma  City  73104 
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Safety  isn’t 
everything  in  an 

antibiotic. 

Until  you  need  it. 


Such  as  the  time  when  a penicillin-sensitive  patient 
presents  the  potential  for  a severe  allergic  reaction. 

Or  the  patient  has  impaired  kidney  function. 

Or  when  age  may  make  tooth  staining  a matter  of 
consideration. 

There  is  no  guarantee  of  safety — even  with  Erythrocin. 

Mild  allergic  reactions,  abdominal  discomfort  and  rare 
mondial  overgrowth  may  occur.  But  serious  reactions 
are  extremely  infrequent.  And  after  18  years,  there  are 
no  known  toxic  effects  on  vital  organs,  bone,  blood, 
nerves  or  teeth. 

We’ll  ask  you  the  question.  Have  you  ever  seen 
a serious  reaction  with  Erythrocin?  103305 

ERYTHROCIN’ 

ERYTHROMYCIN,  ABBOTT 

The  potency  you  need- 
tlie  safety  you  want 

See  next  page  for  brief  summary,  listing 
indicated  organisms,  precautions,  etc. 
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Erythrociir 

(ERYTHROMYCIN,  ABBOTT) 

Brief  Summary 


Indications 

Erythrocin  is  indicated  against  gram-posi- 
tive cocci  — staphylococci  (most  strains), 
pneumococci  and  streptococci  (including 
enterococci) . Active  against  other  pathogens, 
such  as  Corynebacterium,  Hemophilus,  Clos- 
tridium, Neisseria,  and  Treponema  pallidum, 
the  agents  causing  trachoma  and  lympho- 
granuloma venereum  and  primary  atypical 
pneumonia  caused  by  Mycoplasma  pneumo- 
niae (Eaton  agent).  Establish  susceptibility 
of  pathogenic  organism  when  practical.  Main- 
tain therapeutic  levels  for  ten  days  in  the 
treatment  of  streptococcal  infections  to  help 
prevent  rheumatic  fever  and  glomerulone- 
phritis. Also  consider  local  measures  or  sur- 
gery whenever  indicated. 

Contraindications 

Known  hypersensitivity  to  erythromycin. 

I.M.  preparation  also  contraindicated  in  pa- 
tients hypersensitive  to  the  “caine”  type  of 
local  anesthetics. 

Precautions,  Side  Effects 

Occasionally  abdominal  discomfort, 
cramping,  nausea  or  vomiting  may  occur; 
generally  controlled  by  reduction  of  dosage. 
Mild  allergic  reactions,  such  as  urticaria  and 
other  skin  rashes,  may  occur.  Serious  allergic 
reactions  have  been  extremely  infrequent;  if 
hypersensitivity  is  encountered  consider  ap- 
propriate countermeasures,  e.  g.,  epinephrine, 
steroids,  etc.,  and  withdraw  drug.  The  rare 
possibility  of  overgrowth  of  nonsusceptible 
organisms  should  be  kept  in  mind;  if  it  occurs 
withdraw  drug  and  institute  appropriate 
treatment.  Local  venous  discomfort,  gener- 
ally mild,  may  occur  with  I.  V.  administration. 
I.M.  preparation  is  suitable  for  deep  intra- 
muscular administration  only;  restrict  use  in 
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children  with  small  muscle  mass.  A mild 
transient  local  discomfort  sometimes  occurs 
following  rectal  insertion  of  Erythrocin  Sup- 
positories; discontinue  if  significant  discom- 
fort persists. 

Administration  and  Dosage 

I.  ORAL : In  adults  with  mild  to  moderate 
infections  caused  by  readily-susceptible  or- 
ganisms 1 .0  Gm.  daily;  more  severe  infections 
or  those  caused  by  less  susceptible  organisms 
2.0  Grams  daily;  unusually  severe  infections 
up  to  4 or  more  Gm./day.  Daily  dose  in  chil- 
dren is  1 5 to  25  mg. /lb. /day  depending  upon 
severity  of  infection.  Daily  dose  should  be 
administered  in  divided  doses  at  4-to-6  hour 
intervals.  Continue  treatment  for  at  least  48 
hours  after  symptoms  have  subsided  and  tem- 
perature has  returned  to  normal.  In  fulminat- 
ing or  life-threatening  infections,  a parenter- 
al form  of  erythromycin  is  preferred. 

II.  PARENTERAL:  Intravenous  admin- 
istration may  be  continuous  or  intermittent 
(6  to  8 hour  intervals);  1 to  4 Gm.  daily  in 
adults;  15  to  25  mg. /lb. /day  in  children, 
depending  upon  severity  of  infection.  Rec- 
ommended I.M.  dose  is  100  mg.  (2  ml.)  for 
adults,  50  mg.  (1  ml.)  for  children  30  lbs.  or 
more  and  1.4  to  1.8  mg. /lb.  in  smaller  chil- 
dren. Injections  are  usually  given  at  6 to  8 
hour  intervals;  may  be  given  at  4 to  6 hour 
intervals  for  severe  infections. 

III.  RECTAL:  Following  therapeutic 
doses  are  recommended  in  children:  to  20 
lbs.,  1-125  mg.  suppository  every  8 hours; 

20  to  40  lbs.,  1-125  mg.  suppository  every 
6 hours. 

Change  to  oral  therapy  as  soon 
as  practicable.  10330s 
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Nasal  Symptoms  and  Their  Treatment 


KINSEY  M.  SIMONTON,  M.D. 

The  nose  is  a rather  primitive  organ 
which  has  simple  symptoms.  These  in 
order  of  frequency  of  occurrence  are: 
Obstruction,  discharge,  pain,  swelling 
and  odor.  Obstruction  and  discharge 
when  mild  in  degree  are  often  physiologic 
in  origin.  Pain  is  not  a common  symptom 
from  the  nose  and  most  “sinus  headaches” 
are  not  of  nasal  origin.  Consideration 
of  the  anatomy  and  physiology  of  the 
nose  aids  in  interpretation  of  symptoms 
presented  by  the  patient. 

SYMPTOMS  originating  in  the  nose  con- 
sist of  obstruction,  discharge,  sneezing,  pain 
or  headache  (or  both),  odor,  impairment  of 
smell  and  taste,  and  bleeding.  The  various 
disorders  of  the  nose  present  these  symp- 
toms in  many  combinations.  Despite  the 
limited  number  of  basic  symptoms,  the  de- 
scription of  these  and  their  variations  is  an 
important  factor  in  diagnosis  of  nasal  dis- 
orders. 

From  the  Mayo  Clinic  and  Mayo  Foundation:  Department  of 
Otolaryngology  and  Rhinology. 

Read  at  the  meeting  of  the  Oklahoma  City  Clinical  Society, 
Oklahoma  City,  Oklahoma,  October  26th-28th,  1970. 
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To  evaluate  the  symptoms  of  the  abnor- 
mal nose,  one  must  consider  the  normal 
nose,  its  structure  and  its  function. 

ANATOMY  AND  FUNCTION  OF  THE  NOSE 

The  nose  is  the  air  conditioner  of  the  res- 
piratory system.  It  exchanges  heat  and 
moisture  from  nose  to  air  on  inspiration 
and  from  air  to  nose  on  expiration.  The 
nose  cleans  the  air  and  senses  and  warm 
of  irritants  in  the  air. 

To  effect  these  exchanges,  the  nose  is 
constructed  as  two  narrow  chambers  con- 
taining a series  of  baffles  which  bring  the 
air  in  close  contact  with  moist  surfaces. 
Heat  is  provided  by  a bed  of  erectile  tissue 
in  the  mucosa  of  the  turbinates  and  moisture 
is  provided  by  mucous  glands.  Electric 
charges  on  the  surface  attract  charged  par- 
ticles from  the  air.  The  nose  soon  would  be 
blocked  by  a clod  of  mud  if  not  continuously 
emptied  by  cilia  on  the  surface  of  the 
mucosa. 

The  two  nasal  chambers  alternate  in  ac- 
tive function.  On  the  active  side,  the  erec- 
tile tissue  shrinks  and  mucus  is  discharged 
while  on  the  resting  side,  engorged  vessels 
and  filling  glands  restrict  the  airway.  When 
recumbent  the  dependent  side  of  the  nose 
rests. 

Awareness  of  these  functions  is  distress- 
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ing  to  some  hypersensitive  persons  who  may 
interpret  the  symptoms  as  pathologic, 
grouping  them  under  the  term  “sinus.” 

The  “symptoms  of  a normal  nose”  are 
(1)  resistance  to  passage  of  air  alternating 
from  side  to  side;  (2)  discharge  of  mucus 
to  throat,  “postnasal  drip”  (this  is  discol- 
ored in  dusty  conditions)  ; (3)  watery  drip 
from  the  anterior  nose  in  cold  weather,  the 
condensed  vapor  from  expired  air;  and  (4) 
dryness  of  the  anterior  nares  in  dry  atmos- 
pheres. 

FUNCTION  OF  THE  ABNORMAL  NOSE 

Hyperfunction  is  characterized  by  in- 
crease in  resistance  and  volume  of  dis- 
charge. This  is  the  normal  state  in  some 
noses  and  results  from  chronic  irritation  in 
others.  A degree  of  function  which  is  com- 
fortable in  a cold,  dry  climate  may  be  ex- 
cessive and  cause  discomfort  in  a warm, 
humid  atmosphere. 

Hypofunction  is  an  evidence  of  mucosal 
atrophy  in  which  dryness  is  the  predomi- 
nant symptom.  Dryness  is  associated  with 
a burning  sensation  and  may  cause  a feel- 
ing of  tightness  in  an  excessively  open  nose. 
This  nose  is  most  comfortable  in  warm,  hu- 
mid air. 

SYMPTOMS  OF  THE  ABNORMAL  NOSE 

Nasal  symptoms  are  obstruction,  dis- 
charge, pain,  bleeding,  hyposmia,  and  odor. 


The  causes  of  nasal  obstruction  and  dis- 
charge are  listed  in  Tables  1 and  2,  respec- 
tively. Nasal  pain  is  found  in  conditions 
that  produce  pressure  such  as  inflammation, 
allergy,  and  anatomic  deformity  (septal  or 
traumatic),  as  well  as  when  a tumor  is  pres- 
ent. Nasal  bleeding  is  caused  by  dryness, 
trauma  (factitial),  and  tumor  or  ulcer  (or 
both)  ; the  bleeding  also  may  be  of  idio- 
pathic origin.  Hyposmia  can  be  of  neural 
or  nasal  (obstruction  or  atrophy)  origin, 
whereas  symptom  odors  may  be  from  chron- 
ic infections,  necrotizing  disease,  tumors, 
severe  atrophy,  or  foreign  body. 

SYMPTOM  DIAGNOSIS  OF  NASAL  DISEASE 

Inflammation.  The  symptoms  of  inflam- 
mation cover  a wide  range  and  can  be  dem- 
onstrated during  the  progress  of  the  com- 
mon cold. 

The  Common  Cold.  The  prodromal  phase 
of  dryness  and  burning  is  soon  followed  by 
the  acute  serous  phase.  The  burning  is  sup- 
planted by  itching  and  sneezing,  the  dry- 
ness by  copious  discharge  of  watery  or  thin 
mucoid  secretion.  Obstruction  of  some  de- 
gree is  present  and  with  it  a feeling  of  full- 
ness or  pressure  which  may  reach  the  pro- 
portions of  pain  in  the  paranasal  regions. 
This  is  often  considered  the  viral  phase  of 
the  infection.  General  symptoms  of  malaise 
and  fever  are  present. 

The  serous  phase  merges  into  the  acute 
suppurative  phase.  Obstruction  increases. 
The  drainage  is  purulent  and  profuse.  Gen- 
eralized symptoms  and  local  pressure  or 


Table  1 

CAUSES  OF  NASAL  OBSTRUCTION 


1.  Physiologic  states 

2.  Congenital  malformation 

(choanal  occlusion,  unilateral  or  bilateral) 

3.  Developmental  (small  nose,  high  palate) 

4.  Nasopharyngeal  obstruction 

Lymphoid  hypertrophy 
Juvenile  angiofibroma 
Malignancy 

Stenosis  (after  surgery,  after  irradiation,  severe 
inflammation) 

5.  Trauma 

External  deformity 
Septal  deformity 

6.  Inflammation 

7.  Allergy 


8.  Combined  infection  and  allergy 

9.  Nasal  polyposis 

10.  Systemic  diseases 

Hypometabolism 
Collagen  disorders 
(Wegener’s  granulomatosis) 
Leukemoid  disorders 
Sarcoidosis 
Tuberculosis 
Syphilis 

11.  Drugs 

Antitensive 

Topical  vasoconstrictors 

12.  Tumors 

13.  Foreign  bodies 

14.  Atrophy 
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Table  2 

CAUSES  OF  NASAL  DISCHARGE 

1.  Physiologic  states 

Posterior  (mucous  blanket) 

Anterior  (condensate  in  cold  air) 

2.  Extraneous  irritants 

3.  Infections 

4.  Allergies 

5.  Trauma  (cerebrospinal  rhinorrhea) 

6.  Posterior  nasal  obstruction 

Blocked  drainage  to  the  nasopharynx 
Granulomas  and  tumors 
Foreign  bodies 

pain  (or  both)  are  at  their  peak.  Localized 
headache  and  tenderness  over  the  maxillary, 
frontal,  and  orbital  regions  suggest  involve- 
ment of  the  underlying  sinuses.  Sneezing 
is  supplanted  by  nose  blowing  to  clear  the 
blocked  airway.  General  symptoms  are 
present. 

In  the  subacute  suppurative  phase  which 
follows,  drainage  becomes  mucoid,  and  ob- 
struction and  congestion  decrease.  The  air- 
way may  be  cleared  by  nose  blowing.  Gen- 
eral symptoms  and  pain  disappear. 

Chronic  suppurative  rhinitis  is  uncom- 
mon and  occurs  more  frequently  in  children 
than  in  adults.  The  nose  is  blocked  by  heavy 
mucopurulent  material.  Discomfort  is  lim- 
ited to  obstruction.  The  sinuses  may  not  be 
involved.  Observations  suggest  that  when 
unchecked,  chronic  suppuration  leads  to 
atrophy  of  the  nasal  mucosa. 

Sinusitis.  Sinusitis,  defined  as  inflamma- 
tion of  the  paranasal  sinuses,  again  presents 
the  symptoms  of  obstruction,  discharge, 
pain  or  headache  (or  both),  and  hyposmia. 
In  long-standing  infections  and  infections 
of  dental  origin,  offensive  odor  may  be 
present. 


A 1933  graduate  of  George  Washing- 
ton University  School  of  Medicine,  Kinsey 
M.  Simonton,  M.D.,  has  been  certified  by 
the  American  Board  of  Otolaryngology.  He 
is  Emeritus  Professor  of  Otolaryngology  at 
the  Mayo  Graduate  School  of  Medicine. 
Doctor  Simonton  is  now  'practicing  in  At- 
lanta, Georgia.  He  is  a member  of  the 
American  Otologic  Society,  the  American 
Laryngologic  Association,  the  American 
Laryngological,  Rhinological  and  Otological 
Society,  Inc.,  and  the  American  Academy 
of  Ophthalmology  and  Otolaryngology . 
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Pain  is  an  indication  of  altered  pressure 
within  the  sinus  and  is  not  prominent  when 
drainage  is  free.  Pain  occurs  with  both  in- 
creased and  decreased  pressures,  the  so- 
called  “vacuum”  headache.  Pain  and  head- 
ache are  prominent  in  acute  sinusitis,  di- 
minish in  the  subacute  states,  and  are  rare 
in  chronic  conditions.  Most  recurrent  head- 
aches attributed  to  sinusitis  are  of  emo- 
tional or  tension  origin. 

Acute  inflammation  of  multiple  sinuses 
is  expected  in  the  course  of  acute  inflam- 
matory rhinitis.  The  symptoms  of  pressure 
between  the  eyes  and  localized  pain  and 
tenderness  over  the  frontal  sinuses  and 
maxillae  suggest  anterior  sinal  involvement. 
Pain  deep  in  the  head  or  in  the  occiput  sug- 
gests posterior  ethmoid  or  sphenoid  infec- 
tion. As  the  infection  subsides  to  the  sub- 
acute stage,  the  incidence  and  severity  of 
pain  diminishes,  discharge  becomes  mucoid, 
and  breathing  is  more  free. 

Acute  localized  sinusitis  occurs  without 
generalized  nasal  infection.  Precipitating 
factors  may  be  dental,  swimming,  and  air- 
borne or  blood-borne  infection.  Infection  of 
a single  sinus  causes  localized  pain,  tender- 
ness, and  swelling  in  its  region,  with  varied 
degrees  of  obstruction  and  drainage  on  the 
side  of  the  lesion.  General  signs  of  infec- 
tion are  usual  in  the  acute  stage.  In  local- 
ized infection,  as  in  multiple  sinusitis,  pain 
diminishes  as  the  acute  phase  of  inflamma- 
tion subsides. 

Chronic  sinusitis  is  manifest  principally 
by  drainage,  which  varies  from  purulent  to 
mucoid  and  which  usually  appears  in  the 
throat.  The  drainage  causes  cough  and 
throat-clearing  and  may  make  the  patient 
awaken  at  night.  Obstructive  lung  disease, 
asthma,  bronchitis,  emphysema,  and  bron- 
chiectasis are  aggravated.  Offensive  odor 
is  present  from  infections  with  certain  bac- 
teria such  as  Escherichia  coli  and  Proteus 
and  when  a foreign  body  (tooth  root)  is 
present  in  the  sinus. 

Allergy.  Allergic  rhinitis  presents  itself 
as  drainage,  obstruction,  sneezing,  or  pain. 
Variation  of  symptoms  with  the  season, 
time  of  day,  activity,  environment,  or  in- 
gestion of  certain  foods  suggests  an  allergic 
basis  for  the  disorder. 

Acute  seasonal  (pollen)  rhinitis  is  most 
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characteristic  with  sneezing,  watery  rhin- 
orrhea,  and  obstruction  as  its  manifesta- 
tions. Reaction  to  other  inhalants,  dusts, 
molds,  and  animal  danders  may  be  as  vio- 
lent but  with  differing  time  distribution. 
Pain  is  present  when  swelling  creates  pres- 
sure within  the  nose  or  closes  the  ostium 
of  a sinus. 

Discharge  is  never  purulent  in  pure  al- 
lergic states  but  varies  from  watery  to 
thick  mucus.  Watery  secretion  appears  at 
the  anterior  nares,  while  more  viscous  se- 
cretions are  carried  to  the  choanae  by  ciliary 
action. 

Obstruction  is  the  prominent  symptom 
of  allergic  states.  This  allergic  mucosa  is 
edematous  in  the  acute  stages.  This  process 
is  reversible  and  subsides  when  the  irritant 
is  withdrawn.  If  the  obstruction  is  long- 
standing and  venous  and  lymphatic  drain- 
age is  impaired,  edema  is  not  readily  re- 
versible, and  in  some  instances,  fibrosis  oc- 
curs, creating  permanent  hypertrophy  of 
mucosa. 

Polyps.  Continued  transudation  with  im- 
paired return  of  fluid  creates  pressures  that 
are  greater  than  the  mucosa  can  withstand. 
Localized  swellings  occur  and  polyps  form. 
Polyps  occupy  space  in  the  nose  and  create 
increased  obstruction  in  addition  to  the 
other  symptoms  of  allergy.  New  polyps  oc- 
curring in  acute  allergic  or  inflammatory 
states  are  reversible.  Polyps  in  chronic 
states  develop  perivenous  fibrosis  and  sel- 
dom regress  spontaneously. 

Polyps  arise  from  both  allergy  and  inflam- 
mation but  commonly  from  the  coexistence 
of  these  irritants.  Allergy  results  in  bilat- 
eral involvement.  Unilateral  polyps  of  in- 
flammatory origin  usually  are  solitary,  arise 
from  the  maxillary  sinus,  and  appear  at  the 
choana.  “Ball-valve”  obstruction  on  expira- 
tion suggests  this  lesion.  Large  specimens 
may  fill  the  nasopharynx  and  be  seen  in  the 
mouth. 

Multiple  unilateral  polyps  are  usually  neo- 
plastic. These  lesions,  the  inverting  papil- 
lomas, are  of  a low  grade  of  malignancy.  A 
strong  tendency  to  recur  makes  aggressive 
treatment  necessary. 

Other  Conditions.  Granulomatous  dis- 
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eases,  syphilis  and  tuberculosis,  collagen 
disorders,  and  Wegener’s  granulomatosis 
produce  localized  swellings  within  the  nose 
which  eventually  necrose.  The  initial  ob- 
struction persists  as  ulcers  causing  fetid 
discharge  of  bloody  serous  material  and 
crusting.  Pain  is  common.  Destruction  of 
cartilage  may  cause  deformity. 

The  symptoms  of  malignancy  mimic  the 
granulomas  in  early  stages,  but  as  the 
lesions  develop,  deformity  by  swelling  and 
ulceration  of  external  surfaces  is  manifest. 
Malignancy  in  the  sinus  is  silent  in  early 
stages.  Roentgen  examination  showing  bone 
destruction  is  an  important  clue. 

Sarcoid  and  leukemoid  states  may  infil- 
trate the  nasal  mucosa  causing  obstruction 
without  other  significant  symptoms.  Biopsy 
is  usually  necessary  to  differentiate  the  dis- 
orders that  cause  swelling  in  the  nose.  Hy- 
pometabolism  causes  nasal  obstruction  and 
thick  secretion. 

Drug-induced  nasal  obstructions  result 
from  the  antitensive  drugs  and  from  over- 
use of  topical  vasoconstrictors.  The  patient 
with  the  latter  condition  is  highly  irritable, 
distraught,  and  reports  use  of  spray  or 
drops  as  often  as  every  hour,  day  and  night. 
He  claims  complete  dependency  on  the  drug 
and  is  reluctant  to  stop  its  use.  He  should 
have  the  help  of  a sedative  while  breaking 
the  habit. 

Pyocele  and  mucocele  usually  involve  the 
frontal  sinuses.  They  cause  no  symptoms 
other  than  insidious  enlargement  of  the 
sinus  by  expansion  of  its  walls.  The  orbital 
contents  are  commonly  displaced  downward 
and  lateralward,  because  the  thin  bones  of 
the  floor  of  the  frontal  sinus  and  of  the 
ethmoid  plate  are  more  readily  displaced 
than  is  the  thick  anterior  wall  of  the  frontal 
sinus.  Mucoceles  in  the  ethmoid  sinuses  also 
expand  into  the  nose. 

Atrophic  rhinitis  is  characterized  by  dry- 
ness of  the  nose  and  by  dryness  and  thick 
secretions  in  the  pharynx.  Dry  crusts  may 
be  present.  The  fetid  infected  crusts  of 
ozena  are  rarely  seen  at  the  present  time, 
probably  due  to  the  influence  of  antibiotics 
on  underlying  bacteria. 

Foreign  bodies  cause  fetid  purulent  dis- 
charge and  pain.  Diagnosis  is  confirmed 
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by  probe  or  by  inspection  after  use  of  vaso- 
constrictors. 

TREATMENT 

The  treatment  of  rhinologic  disease  is 
both  medical  and  surgical. 

Medical.  Infections  respond  to  appropri- 
ate antibiotics,  although  the  effective  dosage 
and  duration  of  treatment  are  greater  than 
for  the  usual  infection  located  within  tis- 
sue. The  treatment  of  allergies  is  not  fully 
satisfactory.  Elimination  of  the  allergen  is 
often  impractical  and  hyposensitization  in- 
effective. Antihistamine  drugs  are  useful 
for  acute  manifestations  but  relatively  in- 
effective in  chronic  states.  Corticosteroids 
are  useful  for  relief  of  chronic  allergic  dis- 
orders. Sustained  action  preparations  in  a 
dosage  equivalent  to  40  mg  of  prednisone 
given  by  intramuscular  injection  are  effec- 
tive for  two  to  four  months. 


Surgical.  Surgical  treatment  of  sinusitis 
is  limited  to  chronic  conditions  in  which 
mucosal  changes  prevent  ventilation  and 
drainage.  Chronic,  obstructing  nasal  polyps 
usually  must  be  removed.  Because  the 
polyps  often  originate  within  the  sinuses, 
effective  removal  requires  opening  of  the 
sinuses. 

Malformations  and  deformities  are  treat- 
ed by  surgery,  when  this  is  feasible. 

SUMMARY 

The  nose  does  not  create  a wide  variety 
of  symptoms;  nevertheless,  variations  in  the 
presence  and  degree  of  the  symptoms  of  ob- 
struction, discharge,  pain,  odor,  bleeding, 
and  hyposmia  provide  valuable  aid  in  the 
diagnosis  and  evaluation  of  nasal  dis- 
orders. □ 

705  Juniper  Street,  Atlanta,  Georgia  30308 


CLINICAL  ANESTHESIA  FOR  GENERAL  PRACTITIONERS 

April  12th -16th,  1971  University  of  Oklahoma  Medical  Center 

Oklahoma  City,  Oklahoma 


Sponsored  by  the  Department  of  Anesthesiology,  University  of  Oklahoma 
Medical  Center,  a four-day  course  in  "Clinical  Anesthesia  for  General  Practi- 
tioners" will  be  offered  April  1 2th- 1 6th,  1971. 

Enrollment  in  the  course  is  limited  by  available  clinical  facilities.  The  total 
fee  is  $100.00.  Applicants  will  be  accepted  for  enrollment  primarily  on  the  basis 
of  the  sequence  of  arrival  of  the  completed  application  forms,  which  may  be 
ordered  from  the  Department  of  Anesthesiology  at  the  medical  center.  Registra- 
tion forms  must  be  submitted  with  a deposit  of  $25.00  (refundable  prior  to 
April  1st).  Remainder  of  the  tuition  ($75.00)  must  be  submitted  by  March  24th. 

This  course  is  limited  in  enrollment  to  physicians  who  are  not  specialists  in 
anesthesiology  but  whose  practice  currently  includes  the  administration  of 
anesthesia. 
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Books  As  Clinical  Tools 


An  Annotated  Book  List  for  Physicians 


KELLY  M.  WEST,  M.D. 

RUTH  W.  WENDER,  M.L.S.* 

In  previous  issues  of  this  feature  it  has 
been  argued  that  “targeted”  reading,  relat- 
ing directly  to  specific  clinical  problems,  is 
the  most  effective  means  for  furthering  con- 
tinuing education  and  improving  care  of 
patients.  Because  the  practitioner  can  read 
only  a tiny  fraction  of  the  vast  medical  lit- 
erature, the  process  of  selection  is  of  critical 
importance.  He  must  be  able  to  retrieve 
promptly  information  which  is  current,  con- 
cise, clear  and  correct.  In  deploying  the 
limited  budgets  of  his  hospital  and  personal 
libraries,  he  must  identify  those  volumes 
which  will  have  maximum  relevance  for  his 
specific  needs.  A variety  of  mechanisms 
are  available  to  help  him  in  the  selection 
process  including  book  displays  of  libraries 
and  publishers,  mailed  advertisements,  book 
reviews  in  journals,  etc.  Because  none  of 
these  mechanisms  have  been  entirely  satis- 
factory, several  lists  have  been  developed 

•Coordinator,  Library  and  Information  Services  Project, 
Oklahoma  Regional  Medical  Program. 

One  of  a series  sponsored  by  the  Department  of  Continuing 
Education,  University  of  Oklahoma  Medical  Center. 
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recently  to  assist  physicians,  librarians,  and 
other  health  professionals  in  selecting  books. 

The  Majors  Company  has  recently  pub- 
lished a useful  list  that  includes  the  recent 
medical  books  of  the  major  publishers.1 
This  list  covers  medical  sciences  as  well  as 
medical  practice.  It  is  very  long  and  un- 
selected, but  it  is  well-organized  by  subject 
and  author.  Only  a few  of  the  most  impor- 
tant recent  publications  have  been  omitted. 
The  Physician’ s Book  Compendium  lists 
more  than  10,000  medical  books.2  Very  few 
important  books  are  omitted.  The  titles  are 
arranged  by  medical  specialty  and  sub- 
specialty. Within  each  subspecialty  the 
books  are  listed  by  author  or  editor,  and 
there  is  a complete  author  index  at  the  back 
of  the  Compendium.  A brief  description 
(uncritical)  is  provided  for  about  half  of 
the  books  listed.  The  publisher  hopes  to  is- 
sue annual  volumes  of  this  Compendium. 
The  well-selected  “Brandon  list”  is  up-dated 
regularly  and  published  periodically  by  the 
Bulletin  of  the  Medical  Library  Associa- 
tion.3 The  most  recent  publication  was  in 
1969,  but  a new  list  will  appear  in  the  April, 
1971  issue  of  the  Bulletin.  The  Brandon 
list  is  an  excellent  one,  organized  by  both 
subject  and  author,  containing  about  400 
book  titles  and  a core  list  of  135  journals. 
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Asterisks  indicate  key  books  which  might 
be  selected  by  a library  with  a very  limited 
budget.  The  “New  England  list”  is  also  a 
good  one.4  This  is  a very  select  list  contain- 
ing only  105  book  titles  and  a core  list  of 
75  journals.  The  articles  containing  the 
New  England  and  Brandon  lists  also  pro- 
vide additional  information  on  other  lists 
and  sources  concerning  books,  journals,  and 
reference  volumes  for  physicians,  nurses, 
and  hospital  librarians. 

The  Oklahoma  Regional  Medical  Program 
and  the  Department  of  Continuing  Educa- 
tion of  the  University  of  Oklahoma  School 
of  Medicine  published  a book  list  (West  and 
Smith)  in  this  Journal  in  February  of  1969.5 
In  certain  respects  this  “Oklahoma  list”  was 
similar  to  the  Brandon  list  (April,  1969) 
and  the  New  England  list  (February,  1969) 
which  were  published  at  the  same  time.  The 
Oklahoma  list  was,  however,  conceived  to 
serve  a somewhat  more  specific  purpose 
than  these  and  other  previous  lists.  The 
Brandon  and  New  England  lists,  for  ex- 
ample, take  into  account  the  information 
needs  of  all  health  professionals  in  hospitals 
including  hospital  administrators,  nurses, 
and  technicians.  The  Oklahoma  lists  of  1969 
and  1971  were  designed  only  for  physicians, 
and  they  contain  no  information  on  journals 
except  in  relation  to  some  indexes  such  as 
the  Cumulated  Index  Medicus  and  Current 
Medical  References.  Selection  of  titles  was 
based  on  a single  criterion : The  potential 
utility  of  the  book  in  furthering  patient- 
centered  scholarship  of  practicing  physi- 
cians. For  example,  the  Oklahoma  list  has 
little  in  basic  science  per  se  (e.g.,  no  basic 
texts  in  physiology,  genetics,  histology,  em- 
bryology, or  statistics).  Omissions  are  not 
the  results  of  our  failure  to  recognize  the 
importance  of  basic  science;  rather  they 
reflect  a priority  for  those  books  most  like- 
ly to  be  used  in  solving  specific  clinical 
problems.  It  may  be  noted,  however,  that 
pharmacology,  pathology  and  anatomy 
(under  surgery)  texts  are  included  because 
of  their  immediate  relevance  to  clinical 
medicine. 

The  purpose  of  this  column  is  to  up-date 
the  1969  Oklahoma  lists  of  clinical  refer- 
ences. We  hope  this  new  list  will  serve  sev- 
eral purposes.  A major  objective  will  be  to 
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assist  small  libraries  in  selecting  books  to 
be  used  by  practicing  physicians.  Even 
larger  libraries  may  find  it  helpful  as  a 
check  list.  It  has  several  titles  not  on  the 
longer  forthcoming  Brandon  list,  and  many 
that  are  not  on  the  highly  select  New  Eng- 
land list.  The  1971  Brandon  list  will,  how- 
ever, have  most  of  these  Oklahoma  list 
titles,  plus  many  additional  ones  relating  to 
the  allied  health  professions  and  the  basic 
sciences.  The  organization  of  subject  head- 
ings of  the  Brandon  list  is  more  in  keeping 
with  standard  library  practice  than  ours. 
The  Oklahoma  list  (below)  is  organized  for 
the  clinician,  mainly  by  specialty  and  sub- 
specialty. For  example,  anatomy  books  are 
listed  under  surgery  and  biochemistry  books 
under  laboratory  medicine.  We  believe  the 
cross-reference  guides  will  make  the  list 
easy  to  use.  For  example,  the  reader  who 
looks  for  renal  disease  will  find  a subject 
entry  referring  him  to  kidney  disease  and 
urology.  Finally,  we  have  interjected  with- 
in the  list  brief  comments  designed  to  help 
the  librarian,  the  library  committee,  or  the 
practitioner  in  deciding  which  of  these 
books  to  acquire  under  various  circum- 
stances. The  comments  relate  to  prices, 
characteristics  of  the  books,  their  simi- 
larities, differences,  etc. 

REFERENCES 

1.  A Select  List  of  Medical  Books  in  Print — 1970-71.  Avail- 
able through  Majors  Scientific  Books,  Inc.,  Box  47552,  Dallas, 
Texas  75247.  Published  by  J.  W.  Stacey,  Inc.,  Palo  Alto,  Cali- 
fornia. 

2.  Celnik,  Max  (Editor) : Physician’s  Book  Compendium. 

New  York.  Physician’s  Book  Compendium,  1969. 

3.  Brandon,  Alfred  N.:  Selected  List  of  Books  and  Journals 
for  the  Small  Medical  Library.  Bull.  Med.  Libr.  Assn.  57:  130- 
150,  April,  1969.  (Up-dated  list  will  appear  in  the  April,  1971 
issue  of  the  Bulletin.) 

4.  Stearns,  Norman  S.,  and  Ratcliff,  Wendy  W.:  An  Inte- 
grated Health-Science  Core  Library  for  Physicians,  Nurses, 
and  Allied  Health  Practitioners  in  Community  Hospitals.  New 
Eng.  J.  Med.  283:  1489-1498,  December  31,  1970. 

5.  West,  Kelly  M.,  and  Smith,  Patricia:  Books  as  Clinical 
Tools.  Your  Working  Library.  J.  Okla.  Med.  Assn.  62:  63-65, 
February,  1969. 

ACID-BASE  BALANCE  (See  fluids  and  electrolytes) 
ALLERGY  AND  IMMUNOLOGY 

Criep,  Leo  H.:  Clinical  Immunology  and  Allergy. 
2d  ed.  New  York,  Gnuie  & Stratton,  1969.  $35.00. 

Gell,  Philip,  and  Coombs,  R.  R.  A.  (Editors):  Clin- 
ical Aspects  of  Immunology.  2d  ed.  Philadelphia, 
Davis,  1968.  $26.00. 

Samter,  Max,  and  Alexander,  Harry  L.  (Editors): 
Immunological  Diseases.  2d  ed.  Boston,  Little, 
Brown,  1971.  In  preparation.  (First  edition  was 
1965.) 

Sheldon,  John  M.,  et  al.:  A Manual  of  Clinical  Al- 
lergy. 2d  ed.  Philadelphia,  Saunders,  1967.  $16.00. 
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Turk,  J.  L. : Immunology  in  Clinical  Medicine.  New 
York  and  London,  Appleton-Century-Crofts,  1969. 
$6.75. 

Comment:  A core  list  should  contain  at  least 
one  book  on  clinical  allergy.  Sheldon’s  book  is 
probably  the  best  bargain  for  nonallergists.  Be- 
cause of  the  increasing  importance  of  clinical  im- 
munology a second  book  in  this  field  would  be 
useful.  We  have  no  strong  preference  among 
Criep,  Gell,  Samter,  or  Turk.  They  cover  a similar 
scope  and  all  are  good.  If  the  new  edition  of 
Samter  comes  out  in  1971,  it  will  be  first  choice 
in  most  situations. 

ANATOMY  (See  surgery) 

ANESTHESIOLOGY 

Collins,  Vincent  J.:  Principles  of  Anesthesiology. 

Philadelphia,  Lea  & Febiger,  1966.  $35.00. 

Wylie,  William  D.,  and  Churchill-Davidson,  Harry 
C.:  A Practice  of  Anesthesia.  2d  ed.  Chicago, 
Year  Book,  1966.  $32.50. 

Comment:  The  New  England  list  recommends 
Wylie.  Both  Wylie  and  Collins  are  good  and  sim- 
ilar in  scope. 

ARTHRITIS  AND  RHEUMATISM 
Hollander,  Joseph  Lee  (Editor):  Arthritis  and  Allied 
Conditions;  a Textbook  of  Rheumatology.  7th  ed. 
Philadelphia,  Lea  & Febiger,  1966.  $32.50. 
Copeman,  W.  S.  C.:  Textbook  of  the  Rheumatic  Dis- 
eases. 4th  ed.  E.  & S.  Livingstone  Ltd.,  Edinburgh 
and  London,  1969.  $32.50. 

Comment:  Our  first  choice  is  Hollander. 

CANCER 

Ackerman,  Lauren  V.,  and  Del  Regato,  J.  A.:  Can- 
cer: Diagnosis,  Treatment,  and  Prognosis.  4th 
ed.  St.  Louis,  Mosby,  1970.  $39.50. 

Brodsky,  Isadore  (Editor):  Cancer  Chemotherapy; 
Basic  and  Clinical  Applications.  New  York,  Grune 
& Stratton,  1967.  $21.00. 

Cole,  Warren  H.  (Editor):  Chemotherapy  of  Cancer. 

Philadelphia,  Lea  & Febiger,  1970. 

Greenwald,  Edward  S.:  Cancer  Chemotherapy. 

Flushing,  N.  Y.,  Medical  Examination,  1967.  $8.00. 
Moore,  Condict:  Synopsis  of  Clinical  Cancer.  2d  ed. 
St.  Louis,  Mosby,  1970.  $11.75. 

Comment:  Ackerman’s  excellent  volume  has  the 
broadest  coverage.  Moore’s  book  is  good  also: 
less  detailed  and  cheaper. 

CARDIOVASCULAR  DISEASES 
Bellet,  Samuel:  Clinical  Disorders  of  the  Heart  Beat. 
3d  ed.  Philadelphia,  Lea  & Febiger,  1971.  In 
preparation. 

Fowler,  Noble  O.:  Cardiac  Diagnosis.  New  York, 
Harper  & Row,  1968.  $23.50. 

Friedberg,  Charles  K.:  Diseases  of  the  Heart.  3rd 
ed.  Philadelphia,  Saunders,  1966.  $22.00. 

Hurst,  J.  Willis,  and  Logue,  R.  Bruce:  The  Heart: 
Arteries  and  Veins.  2d  ed.  New  York,  McGraw- 
Hill,  1970.  $32.50. 

Meltzer,  Lawrence,  et  al.:  Intensive  Coronary  Care. 

Philadelphia,  Charles  Press,  1968.  $6.00. 

Pickering,  George:  High  Blood  Pressure.  2d  ed. 
New  York,  Grune  & Stratton,  1968.  $16.00. 
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Richards,  Robert  L.:  Peripheral  Arterial  Disease. 
Baltimore,  Williams  & Wilkins,  1970. 

Stephenson,  Hugh  E.:  Cardiac  Arrest  and  Resusci- 
tation. 3d  ed.  St.  Louis,  Mosby,  1969.  $29.50. 

Toole,  James  F .;  et  al.:  Cerebral  Vascular  Disease. 
New  York,  Grune  & Stratton,  1969.  $8.75. 
Comment:  A small  core  library  might  choose 
either  Friedberg  or  Hurst.  Hurst  (1970)  is  slightly 
more  recent  than  the  excellent  book  of  Friedberg 
(1966). 

DERMATOLOGY 

Andrews,  George  C.,  and  Domonkos,  Anthony  N.: 
Diseases  of  the  Skin.  6th  ed.  Philadelphia,  Saund- 
ers, 1971.  In  preparation. 

Lewis,  George  M.,  and  Wheeler,  Clayton  E.:  Prac- 
tical Dermatology.  3d  ed.  Philadelphia,  Saunders, 
1967.  $13.50. 

Rook,  A.,  et  al.  (Editors):  Textbook  of  Dermatology. 
2d  ed.  Philadelphia,  F.  A.  Davis,  1968  . 2 vols. 
$69.00. 

Stuart,  William  D.,  et  al.:  Synopsis  of  Dermatology. 
2d  ed.  St.  Louis,  Mosby,  1970.  $13.85. 

Comment:  Rook  is  probably  the  most  useful  vol- 
ume for  dermatologists,  but  it  is  expensive.  Most 
non-dermatologists  would  be  satisfied  with  the 
information  in  Andrews  or  Stuart.  The  book  of 
Lewis  is  our  fourth  choice,  but  it  is  a good  in- 
expensive text.  A new  edition  of  Pillsbury  is 
expected  in  a few  months.  It  should  be  first-rate. 
(Pillsbury,  Donald  M.,  et  al.:  A Manual  of  Der- 
matology. Philadelphia,  Saunders,  1971.) 

DIAGNOSIS 

Bauer,  Julius:  Differential  Diagnosis  of  Internal  Dis- 
eases. 3d  ed.  New  York,  Grune  & Stratton,  1967. 
$32.00. 

Conn,  H.  F.,  and  Conn,  R.  B.,  Jr.  (Editors):  Current 
Diagnosis.  2 Philadelphia,  Saunders,  1968.  $21.75. 

Cope,  Zachary:  The  Early  Diagnosis  of  the  Acute 
Abdomen.  13th  ed.  New  York,  Oxford  University 
Press,  1968.  $6.00. 

Douthwaite,  Arthur  H.  (Editor) : French’s  Index  of 
Differential  Diagnosis.  9th  ed.  Baltimore,  Wil- 
liams & Wilkins,  1967.  $22.00. 

Harvey,  A.  McGehee,  and  Bordley,  James:  Differ- 
ential Diagnosis;  the  Interpretation  of  Clinical  Evi- 
dence. 2d  ed.  Philadelphia,  Saunders,  1970.  $27.00. 

Judge,  Richard  D.,  and  Zuidema,  George  D.  (Ed- 
itors): Physical  Diagnosis;  A Physiological  Ap- 
proach to  the  Clinical  Examination.  2d  ed.  Boston, 
Little,  Brown,  1968.  $12.50. 

MacBryde,  Cyril  M.,  and  Blacklow,  Robert  S.  (Ed- 
itors): Signs  and  Symptoms;  Applied  Pathologic 
Physiology  and  Clinical  Interpretation.  5th  ed. 
Philadelphia,  Lippincott,  1970.  $22.50. 

Comment:  MacBryde  and  Harvey  would  be  our 
first  choices  for  a general  medical  library  with 
a limited  budget.  Cope’s  book  is  excellent  in  its 
field. 

DIETETICS  (See  nutrition) 

DRUGS  (See  pharmacology  and  therapeutics) 

EMERGENCIES  (See  also  cardiology,  orthopedics, 

pharmacology  and  therapeutics  [poisoning] , sur- 
gery and  others) 

Brooks,  D.  K.:  Resuscitation.  Baltimore,  Williams 
& Wilkins,  1967.  $13.00. 
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Flint,  Thomas,  and  Cain,  Harvey  D.:  Emergency 
Treatment  and  Management.  4th  ed.  Philadel- 
phia, Saunders,  1970.  $11.50. 

Henderson,  John:  Emergency  Medical  Guide.  2d  ed. 
New  York,  McGraw-Hill,  1969. ' $7.95. 

Schneewind,  John  H.  (Editor):  Emergency  Service 
Manual.  2d  ed.  Chicago,  Year  Book,  1968.  $5.00. 
Comment:  Flint  and  Cain  is  our  first  choice. 

ELECTROCARDIOGRAPHY  (See  cardiovascular  dis- 
eases) 

ELECTROLYTES  (See  fluids  and  electrolytes) 

ENDOCRINOLOGY  AND  METABOLISM 

Bondy,  Philip  K.  (Editor):  Duncan’s  Diseases  of 
Metabolism:  Detailed  Methods  of  Diagnosis  and 
Treatment.  6th  ed.  Philadelphia,  Saunders,  1969. 
2 vols.  $39.00. 

Ellenberg,  Max,  and  Rifkin,  Harold  (Editors):  Dia- 
betes Mellitus;  Theory  and  Practice.  New  York, 
McGraw-Hill,  1970.  $35.00. 

Fajans,  S.  S.,  and  Sussman,  Karl  (Editors):  Dia- 
betes Mellitus;  Diagnosis  and  Treatment,  Volume 
III.  New  York,  American  Diabetes  Association, 
1971.  In  preparation.  About  $5.00. 

Hall,  Reginald,  et  al.:  Clinical  Endocrinology.  Phil- 
adelphia and  Toronto,  J.  Lippincott  Co.,  1969. 
$20.00. 

Marble,  Alexander,  et  al.:  Joslin’s  Diabetes  Mellitus. 
11th  ed.  Philadelphia,  Lea  & Febiger,  1971.  In 
preparation. 

Schneeberg,  Norman  G.:  Essentials  of  Clinical  Endo- 
crinology. St.  Louis,  Mosby,  1970.  $22.50. 

Stanbury,  John  B.:  The  Metabolic  Basis  of  Inherited 
Disease.  2d  ed.  New  York,  McGraw-Hill,  1966, 
$37.50. 

Williams,  Robert  H.  (Editor):  Textbook  of  Endo- 
crinology. 4th  ed.  Philadelphia,  Saunders,  1968. 
$24.00. 

Comment:  The  books  of  Williams  and  Bondy  (Dun- 
can’s text)  are  outstanding  and  broad  in  scope. 
The  others  listed  are  also  excellent  but  more  nar- 
row in  their  purposes.  In  diabetes,  Marble’s  book 
is  most  detailed.  Fajans’  is  briefest  and  Ellen- 
berg’s  is  intermediate.  All  three  are  good.  The 
British  books  of  Oakley  and  of  Malins  on  diabetes 
are  also  good. 

EYE  DISEASES  (See  ophthalmology) 

FLUIDS  AND  ELECTROLYTES 

Black,  Douglas:  Essentials  of  Fluid  Balance.  4th  ed. 
Oxford,  Blackwell  Scientific,  1968.  $5.50. 

Goldberger,  Emanuel:  A Primer  of  Water,  Electro- 
lyte and  Acid-Base  Syndromes.  4th  ed.  Philadel- 
phia, Lea  & Febiger,  1970.  $8.50. 

Robinson,  J.  Roper:  Fundamentals  of  Acid-Base 
Regulation.  3d  ed.  Philadelphia,  Davis,  1967.  $2.50. 
Comment:  Because  it  is  the  most  recent,  our 
choice  is  Goldberger.  There  is  also  much  infor- 
mation on  this  field  in  the  books  listed  under 
other  subjects  (e.g.,  kidney,  endocrinology,  sur- 
gery, etc.). 

GASTROENTEROLOGY 

Bockus,  Henry  L.,  et  al.:  Gastroenterology.  2d  ed. 
Philadelphia,  Saunders,  1963-65.  3 vols.  Vol.  1, 

$26.00;  Vol.  2,  $29.00;  Vol.  3,  $31.00.  (3  vols.  $83.00). 

Jones,  Francis  A.,  et  al.:  Clinical  Gastroenterology. 
2d  ed.  Philadelphia,  Davis,  1968.  $21.50. 
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Paton,  A.:  Liver  Disease.  Philadelphia,  Lippincott, 
1970.  $7.25. 

Paulson,  Moses  (Editor):  Gastroenterologic  Medi- 

cine. Philadelphia,  Lea  & Febiger,  1969.  $60.00. 

Schiff,  Leon  (Editor):  Diseases  of  the  Liver.  3d  ed. 
Philadelphia,  Lippincott,  1969.  $39.50. 

Sherlock,  Sheila:  Diseases  of  the  Liver  and  Biliary 
System.  4th  ed.  Philadelphia,  Davis,  1968.  $18.50. 

Spiro,  Howard  M.:  Clinical  Gastroenterology.  New 
York,  Macmillan,  1970.  $35.00. 

Truelove,  S.  C.,  and  Reynell,  P.  C.:  Diseases  of  the 
Digestive  System.  2d  ed.  Philadelphia,  Davis, 
1970. 

Comment:  If  a single  volume  is  to  be  purchased, 
we  recommend  Spiro,  which  is  very  recent  (1970). 
Paulson  and  Bockus  are  also  good  general  ref- 
erences. 

GENETICS  (See  endocrinology  and  metabolism) 
GYNECOLOGY  AND  OBSTETRICS 

Eastman,  Nicholson  J.,  and  Heilman,  Louis  M.  (Ed- 
itors): Williams’  Obstetrics.  14th  ed.  New  York, 
Appleton,  1971.  In  preparation. 

McLennan,  Charles  E.:  Synopsis  of  Obstetrics.  8th 
ed.  St.  Louis,  Mosby,  1970.  $9.50. 

Novak,  Edmund  R.,  et  al.:  Textbook  of  Gynecology. 
8th  ed.  Baltimore,  Williams  & Wilkins,  1970.  $22.50. 

Philipp,  Elliot  E.,  et  al.  (Editors):  Scientific  Foun- 
dations of  Obstetrics  and  Gynecology.  Philadel- 
phia, Davis,  1970.  $30.00. 

Taylor,  E.  S.:  Essentials  of  Gynecology.  4th  ed. 
Philadelphia,  Lea  & Febiger,  1969.  $17.00. 

Te  Linde,  Richard,  and  Mattingly,  Richard  F.:  Op- 
erative Gynecology.  4th  ed.  Philadelphia,  Lippin- 
cott, 1970.  $35.00. 

Comment:  If  budget  limits  selection  to  two  books 
in  a general  medical  library,  we  would  recom- 
mend Novak  and  Eastman  (Williams).  Gynecolo- 
gists might  choose  for  their  own  use  books  such 
as  Philipp  or  Te  Linde  that  cover  certain  aspects 
in  greater  depth. 

HEMATOLOGY 

Britton,  C.  J.  C.  (Editor):  Whitby’s  Disorders  of  the 
Blood;  Diagnosis,  Pathology,  Treatment,  Tech- 
nique. 10th  ed.  New  York,  Grune  & Stratton,  1969. 
$19.75. 

Leavell,  Byrd  S.,  and  Thorup,  Oscar  A.:  Funda- 
mentals of  Clinical  Hematology.  3d  ed.  Phila- 
delphia, Saunders,  1971.  In  preparation. 

Wintrobe,  Maxwell  M. : Clinical  Hematology.  6th  ed. 
Philadelphia,  Lea  & Febiger,  1967.  $22.50. 
Comment:  Wintrobe’s  book  is  outstanding.  The 
new  edition  of  Leavell  will  be  briefer  than  Win- 
trobe, an  advantage  in  some  situations,  a disad- 
vantage in  others. 

HEART  (See  cardiovascular  diseases) 
IMMUNOLOGY  (See  allergy  and  immunology) 
INFECTIOUS  DISEASES  (See  also  pediatrics  and 

pharmacology  and  therapeutics) 

American  Hospital  Association:  Infection  Control  in 
the  Hospital.  Chicago,  A.H.A.,  1968.  $3.75. 

Benenson,  Abram  S.  (Editor):  (American  Public 

Health  Association)  Control  of  Communicable  Dis- 
eases in  Man.  New  York,  American  Public  Health 
Association,  1970.  $1.75. 

Blair,  John  E.,  et  al.  (Editors):  Manual  of  Clinical 
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Microbiology.  Baltimore,  Williams  & Wilkins,  1970. 

Bodily,  Howard  L. : Diagnostic  Procedures  for:  Bac- 
terial, Mycotic  and  Parasitic  Infections.  New  York, 
American  Public  Health  Association,  1970.  $15.00. 

Faust,  Ernest  C.,  et  al.:  Craig  and  Faust’s  Clinical 
Parasitology.  8th  ed.  Philadelphia,  Lea  & Fe- 
biger,  1970.  $25.50. 

Debre,  Robert,  and  Celers,  Josette  (Editors):  Clin- 
ical Virology:  Evaluation  and  Management  of  Hu- 
man Viral  Infections.  Philadelphia,  Saunders, 
1970.  $37.00. 

Emmons,  Chester  W.,  and  Binford,  Chapman  H.: 
Medical  Mycology.  2d  ed.  Philadelphia,  Lea  & 
Febiger,  1970.  $16.50. 

Kagan,  Benjamin  M.:  Antimicrobial  Therapy.  Phila- 
delphia, Saunders,  1970. 

Smith,  Hillas:  Antibiotics  in  Clinical  Practice.  Bal- 
timore, Williams  & Wilkins,  1970.  $11.75. 

Swain,  R.  H.,  and  Dodds,  T.  C.:  Clinical  Virology. 
Baltimore,  Williams  & Wilkins,  1967.  $14.00. 

Top,  Franklin  Henry:  Communicable  and  Infectious 
Diseases:  Diagnosis,  Prevention,  Treatment.  6th 
ed.  St.  Louis,  Mosby,  1968.  $18.75. 

Comment:  If  budget  is  limited,  we  would  recom- 
mend Top  as  first  choice  because  its  coverage 
is  broad. 

INTERNAL  MEDICINE  (General) 

Beeson,  Paul  B.,  and  McDermott,  Walsh  (Editors): 
Cecil-Loeb  Textbook  of  Medicine.  13th  ed.  Phila- 
delphia, Saunders,  1971.  In  preparation. 

Krupp,  Marcus  A.,  et  al.:  Current  Diagnosis  and 
Treatment,  rev.  ed.  Los  Angeles,  Lange,  1971. 
$11.00. 

Davidson,  Sir  Leyboume  S.  P.  (Editor):  The  Prin- 
ciples and  Practice  of  Medicine.  9th  ed.  Balti- 
more, Williams  & Wilkins,  1968.  $11.75. 

Harvey,  A.  McGehee,  et  al.  (Editors):  Osier’s  Prin- 
ciples and  Practice  of  Medicine.  17th  ed.  New 
York,  Appleton,  1968.  $22.50. 

Hunter,  George  William,  et  al.:  A Manual  of  Trop- 
ical Medicine.  4th  ed.  Philadelphia,  Saunders. 
1966.  $22.50. 

Keefer,  Chester  F.,  and  Wilkins.  Robert  W.  (Ed- 
itors): Medicine:  Essentials  of  Clinical  Practice. 
Boston,  Little,  Brown,  1970.  Approximately  $18.00. 

Mann,  W.  N.,  and  Lessof,  M.  H.  (Editors):  Cony- 
beare’s  Textbook  of  Medicine.  15th  ed.  Baltimore, 
Williams  & Wilkins,  1970.  $20.75. 

Sodeman,  William  A.,  and  Sodeman,  William  A.,  Jr.: 
Pathologic  Physiology.  4th  ed.  Philadelphia, 
Saunders,  1967.  $19.00. 

Wintrobe,  Maxwell  M.,  et  al.  (Editors):  Harrison’s 
Principles  of  Internal  Medicine.  6th  ed.  New 
York,  McGraw-Hill,  1970.  $26.50. 

Comment:  Our  first  choice  would  be  Cecil  or  Win- 
trobe (Harrison)  depending  on  which  has  been  is- 
sued most  recently.  At  present  this  is  Wintrobe 
(Harrison). 

KIDNEY  DISEASE  (See  also  urology) 

Black,  Douglas  Andrew  Kilgour  (Editor):  Renal 
Disease.  2d  ed.  Philadelphia,  Davis,  1967.  $25.00. 

De  Wardener,  H.  E.:  The  Kidney.  3d  ed.  Boston, 
Little,  Brown,  1968.  $16.00. 
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Douglas,  Adrian  P.,  and  Kerr,  David:  A Short  Text- 
book of  Kidney  Disease.  Philadelphia,  Lippincott. 

1968.  $10.00. 

Hamburger,  Jean,  et  al.  (Translated  by  Walsh,  An- 
thony): Nephrology.  Philadelphia,  Saunders,  1968. 
2 vols.  $50.00. 

Strauss,  Maurice  Benjamin,  and  Welt,  Louis  G.  (Ed- 
itors): Diseases  of  the  Kidney.  2d  ed.  Boston, 
Little,  Brown,  1971.  In  preparation. 

Comment:  Our  first  choice  is  Strauss. 
LABORATORY  MEDICINE 
Bennington,  James  L.,  et  al.:  Laboratory  Medicine. 

New  York,  Macmillan,  1970.  $10.95. 

Davidson,  Israel,  and  Henry,  John  Bernard  (Ed- 
itors) : Todd-Sanford  Clinical  Diagnosis  by  Lab- 
oratory Methods.  14th  ed.  Philadelphia,  Saunders, 

1969.  $24.00. 

Frankel,  Sam,  et  al.  (Editors):  Gradwohl’s  Clinical 
Laboratory  Methods  and  Diagnosis;  a Textbook  on 
Laboratory  Procedures  and  Their  Interpretation. 
7th  ed.  Philadelphia,  Lea  & Febiger,  1969.  $28.50. 
Goodale,  Raymond  H.,  and  Widmann,  Frances  K.: 
Clinical  Interpretation  of  Laboratory  Tests.  6th 
ed.  Philadelphia,  Davis,  1969.  $11.50. 

Hoffman,  William  S.  (Editor):  The  Biochemistry  of 
Clinical  Medicine.  4th  ed.  Chicago,  Year  Book, 

1970.  $15.75. 

Koepke,  John  A.:  Guide  to  Clinical  Laboratory  Di- 
agnosis. New  York,  Appleton,  1969.  $6.75. 
Levinson,  Samuel  Azor,  and  MacFate,  Robert  P.: 
Clinical  Laboratory  Diagnosis.  7th  ed.  Philadel- 
phia, Lea  & Febiger,  1969.  $28.50. 

Searcy,  Roland  L. : Diagnostic  Biochemistry.  New 
York,  McGraw-Hill,  1969.  $30.00. 

Thompson,  R.  H.  S.,  and  King,  E.  J.  (Editors):  Bio- 
chemical Disorders  in  Human  Disease.  3d.  ed. 
London,  Churchill,  1970.  $28.00. 

Comment:  Not  much  to  choose  between  several  of 
these.  If  limited  to  one  choice  we  would  recom- 
mend Davidson  or  Goodale  in  most  situations. 
LUNG  (See  pulmonary  diseases) 

MEDICINE  (See  internal  medicine) 

METABOLISM  (See  endocrinology  and  metabolism) 
MICROBIOLOGY  (See  infectious  diseases) 
NEUROLOGY  AND  NEUROSURGERY 
Alpers,  Bernard  Jacob,  and  Mancall,  Elliott  L. : 
Clinical  Neurology.  6th  ed.  Philadelphia,  Davis, 

1971.  In  preparation. 

Bannister,  Roger:  Clinical  Neurology.  3d  ed.  rev. 

New  York,  University,  1969.  $13.50. 

Gillingham,  John  F.  (Editor):  Neurosurgery  (Clin- 
ical Surgery,  vol.  16.)  Philadelphia,  Lippincott, 
1970.  $22.50. 

Gilroy,  John,  and  Meyer,  John  Sterling:  Medical 
Neurology.  New  York,  Macmillan,  1969.  $16.00. 
Grinker,  Roy  Richard,  et  al.:  Neurology.  6th  ed. 

Springfield,  Illinois,  Thomas,  1966.  $33.50. 

Kahn,  Edgar  A.,  et  al.:  Correlative  Neurosurgery. 

2d  ed.  Springfield,  Illinois,  Thomas,  1969.  $31.50. 
Kempe,  Ludwig  G. : Operative  Neurosurgery,  Vol.  1: 
Cranial,  Cerebral,  and  Vascular  Disease.  New 
York,  Springer,  1968.  $39.50. 

Kempe,  Ludwig  G.,  Vol.  II:  Posterior  Fossa,  Spinal 
Cord,  and  Peripheral  Nerve  Disease.  New  York, 
Springer.  Price  not  set. 
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Merritt,  H.  Houston:  A Textbook  of  Neurology.  4th 
ed.  Philadelphia,  Lea  & Febiger,  1967.  $15.00. 

Watson,  John  Nicholas  (Editor):  Brain’s  Diseases 
of  the  Nervous  System.  7th  ed.  New  York,  Oxford, 
1969.  $19.50. 

Walshe,  Francis  Martin  Rouse:  Diseases  of  the  Nerv- 
ous System.  11th  ed.  Baltimore,  Williams  & Wil- 
kins, 1970. 

Comment:  We  have  no  strong  preference  among 
these  neurology  texts.  In  some  circumstances  we 
have  recommended  either  Merritt  or  Watson 
(Brain).  Kahn  is  a good  general  text  on  neurosur- 
gery. Kempe’s  book  will  be  of  interest  mainly  to 
neurosurgeons. 

NUCLEAR  MEDICINE  (See  radiology) 

NUTRITION 

Davidson,  Sir  Stanley,  and  Passmore,  R.:  Human 
Nutrition  and  Dietetics.  4th  ed.  Baltimore,  Wil- 
liams & Wilkins,  1970.  $20.00. 

Mayo  Clinic.  Diet  Manual.  4th  ed.  Philadelphia, 
Saunders,  1971.  $6.75. 

Wohl,  Michael  Gershon,  and  Goodhart,  Robert  S.: 
Modern  Nutrition  in  Health  and  Disease;  Dieto- 
therapy.  4th  ed.  Philadelphia,  Lea  & Febiger,  1968. 
$30.00. 

Comment:  Our  first  choice  is  Wohl  if  a general 
text  is  needed.  Davidson  is  also  a good  book. 
OBSTETRICS  (See  gynecology  and  obstetrics) 
ONCOLOGY  (See  cancer) 

OPHTHALMOLOGY 

Allen,  James  H.  (Editor):  May’s  Manual  of  the  Dis- 
eases of  the  Eye.  24th  ed.  Baltimore,  Williams 
& Wilkins,  1968.  $9.75. 

Duke-Elder,  Stewart  (Editor):  Parson’s  Diseases  of 
the  Eye.  15th  ed.  London,  Churchill,  1970. 

Newell,  Frank  W. : Ophthalmology:  Principles  and 
Concepts.  2d  ed.  St.  Louis,  Mosby,  1969.  $16.75. 

Scheie,  Harold  G.,  and  Albert,  Daniel  M.  (Editors): 
Adler’s  Textbook  of  Ophthalmology.  8th  ed.  Phila- 
delphia, Saunders,  1969.  $17.50. 

Vaughan,  Daniel,  et  al:  General  Ophthalmology. 
5th  ed.  Los  Altos,  California,  Lange,  1968.  $6.50. 
Comment:  For  the  nonophthalmologist  our  first 
choice  would  be  Newell.  Any  of  these  five  would 
serve  well  as  a general  reference  volume. 
ORTHOPEDICS 

Adams,  John  Crawford:  Outline  of  Orthopaedics. 
6th  ed.  Baltimore,  Williams  & Wilkins,  1967.  $9.75. 

Aegerter,  Ernest  Emil,  and  Kirkpatrick,  John  A.: 
Orthopedic  Diseases;  Physiology,  Pathology,  Ra- 
diology. 3d  ed.  Philadelphia,  Saunders,  1968. 
$23.00. 

American  College  of  Surgeons,  Committee  on  Trau- 
ma: Early  Care  of  the  Injured  Patient.  3d  ed. 
Philadelphia,  Saunders,  1971.  In  preparation. 

Crenshaw,  A.  H.  (Editor):  Campbell’s  Operative 
Orthopaedics.  5th  ed.  St.  Louis,  Mosby,  1971.  In 
preparation. 

De  Palma,  Anthony  Frederick:  The  Management  of 
Fractures  and  Dislocations;  an  Atlas.  2d  ed. 
Philadelphia,  Saunders,  1970.  2 Vols.  $52.00. 

Lichtenstein,  Louis:  Diseases  of  Bone  and  Joints. 
St.  Louis,  Mosby,  1970.  $19.75. 

O’Donoghue,  D.  H.:  Treatment  of  Injuries  to  Ath- 
letes. 2d  ed.  Philadelphia,  Saunders,  1970. 
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Ralston,  Edgar  Lee:  Handbook  of  Fractures.  St. 
Louis,  Mosby,  1967.  $13.75. 

Shands,  Alfred  Rives,  et  al.:  Handbook  of  Ortho- 
paedic Surgery.  7th  ed.  St.  Louis,  Mosby,  1967. 
$12.50. 

Turek,  Samuel  L. : Orthopaedics;  Principles  and 

Their  Application.  2d  ed.  Philadelphia,  Lippincott, 
1967.  $27.00. 

Comment:  For  the  nonorthopedist  probably 

Shands  would  be  most  useful.  Orthopedists  as  a 
group  express  no  strong  preferences  among  the 
other  books  listed  here. 

OTORHINOLARYNGOLOGY 

Ballenger,  Howard  Charles,  et  al.:  Diseases  of  the 
Nose,  Throat  and  Ear.  11th  ed.  Philadelphia,  Lea 
& Febiger,  1969.  $35.00. 

Boies,  Laurence  R.,  et  al.:  Fundamentals  of  Oto- 
laryngology; a Textbook  of  Ear,  Nose  and  Throat 
Diseases.  4th  ed.  Philadelphia,  Saunders,  1965. 
$9.50. 

De  Weese,  David  Downs,  and  Saunders,  William  H.: 
Textbook  of  Otolaryngology.  3d  ed.  St.  Louis, 
Mosby,  1968.  $13.75. 

Comment:  No  strong  preference  here.  Brandon 
recommends  DeWeese  as  first  choice. 

PATHOLOGY  (See  also  laboratory  medicine) 

Ackerman,  Lauren  Vedder,  and  Butcher,  Harvey  R.: 
Surgical  Pathology.  2d  ed.  St.  Louis,  Mosby,  1968. 
$29.75. 

Anderson,  William  Arnold  Douglas:  Pathology.  6th 
ed.  St.  Louis,  Mosby,  1971.  In  preparation. 

Boyd,  William:  A Textbook  of  Pathology.  8th  ed. 
Philadelphia,  Lea  & Febiger,  1970.  $18.00. 

Florey,  Lord  H.  (Editor) : General  Pathology.  4th 
ed.  Philadelphia,  Saunders,  1970.  $24.00. 

Miller,  Seward  Elmore  (Editor):  A Textbook  of 
Clinical  Pathology.  7th  ed.  Baltimore,  Williams 
& Wilkins,  1966.  $17.00. 

Robbins,  Stanley  L. : Pathology.  3d  ed.  Philadel- 
phia, Saunders,  1967.  $20.50. 

Wells,  Benjamin  Baxter,  and  Halsted,  James  A.: 
Clinical  Pathology;  Interpretation  and  Application. 
4th  ed.  Philadelphia,  Saunders,  1967.  $11.50. 

Comment:  For  general  reference  we  would  rec- 
ommend as  first  choice  Boyd  or  Robbins,  but  others 
listed  are  also  good. 

PEDIATRICS 

Arena,  Jay  M.  (Editor):  Devidson’s  Compleat  Pedi- 
atrician. 9th  ed.  Philadelphia,  Lea  & Febiger, 
1969.  $19.50. 

Barnett,  Henry  L.,  and  Einhorn,  Arnold  H.:  Pedi- 
atrics. 14th  ed.  New  York,  Appleton,  1968.  $24.50. 

Cooke,  Robert  E.:  The  Biologic  Basis  of  Pediatric 
Practice.  New  York.  McGraw-Hill,  1968.  $24.50. 

Craig,  William  Stuart  McRae,  et  al.:  Care  of  the 
Newly  Born  Infant.  4th  ed.  Baltimore,  Williams 
& Wilkins,  1969.  $11.00. 

Ellis,  Richard  W.,  and  Mitchell,  R.  G.:  Diseases  in 
Infancy  and  Childhood.  6th  ed.  Baltimore,  Wil- 
liams & Wilkins,  1968.  $13.50. 

Gellis,  Sydney  Saul,  and  Kagan,  Benjamin  M.  (Ed- 
itors): Current  Pediatric  Therapy.  4th  ed.  Phila- 
delphia, Saunders,  1970.  $27.00. 

Illingworth,  Ronald  Stanley:  The  Normal  Child; 

Some  Problems  of  the  First  Five  Years  and  Their 
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Treatment.  4th  ed.  Baltimore,  Williams  & Wilkins, 
1968.  $9.50. 

Krugman,  Saul,  and  Ward,  Robert:  Infectious  Dis- 
eases of  Children.  4th  ed.  St.  Louis,  Mosby,  1968. 
$18.75. 

McCammon,  R.  W.:  Human  Growth  and  Develop- 
ment. Springfield,  Illinois,  Thomas,  1970.  $9.00. 
Nelson,  Waldo  Emerson,  et  al.:  Textbook  of  Pedi- 
atrics. 9th  ed.  Philadelphia,  Saunders,  1969.  $21.50. 
Shirkey,  Harry  C.  (Editor):  Pediatric  Therapy.  3d 
ed.  St.  Louis,  Mosby,  1968.  $25.00. 

Silver,  Henry  K.:  Handbook  of  Pediatrics.  8th  ed. 

Los  Altos,  California,  Lange,  1969.  $6.00. 

Varga,  Charles:  Handbook  of  Pediatric  Medical 
Emergencies.  4th  ed.  St.  Louis,  Mosby,  1968. 
$19.75. 

Comment:  Barnett  and  Nelson  are  the  standard 
comprehensive  references.  Arena  is  slightly  more 
succinct  and  also  good. 

PERIPHERAL  VASCULAR  DISEASES  (See  cardio- 
vascular diseases) 

PHARMACOLOGY  AND  THERAPEUTICS 
Arena,  Jay  M.:  Poisoning;  Toxicology — Symptoms — 
Treatments.  2d  ed.  Springfield,  Illinois,  Thomas, 

1970.  $43.50. 

Chatton,  Milton  J.,  et  al.:  Handbook  of  Medical  Treat- 
ment. 12th  ed.  Los  Altos,  California,  Lange,  1970. 
$6.50. 

Conn,  Howard  F.:  Current  Therapy,  1971.  Philadel- 
phia, Saunders,  1971.  In  preparation. 

DUling,  Walter  James:  Clinical  Pharmacology.  22d 
ed.  Baltimore,  Williams  & Wilkins,  1969.  $7.25. 
DiPalma,  Joseph  R.  (Editor):  Drill’s  Pharmacology 
in  Medicine.  4th  ed.  New  York,  McGraw-Hill, 

1971.  In  preparation. 

Dreisbach,  Robert  Hastings:  Handbook  of  Poisoning. 

6th  ed.  Los  Altos,  California,  Lange,  1969.  $6.00. 
Friend,  Dale  G.:  Drug  Therapy.  Chicago,  Year  Book 
Medical.  $13.00. 

Garrod,  Lawrence  P.,  and  O’Grady,  Francis:  Anti- 
biotic and  Chemotherapy.  2d  ed.  Baltimore,  Wil- 
liams & Wilkins,  1968.  $12.00. 

Gleason,  Marion  N.,  et  al.:  Clinical  Toxicology  of 
Commercial  Products.  3d  ed.  Baltimore,  Williams 
& Wilkins,  1969.  $24.50. 

Goodman,  Louis  Sanford,  and  Gilman,  Alfred:  The 
Pharmacological  Basis  of  Therapeutics.  4th  ed. 
New  York,  Macmillan,  1970.  $24.50. 

Grollman,  Arthur,  and  Grollman,  Evelyn  Frances: 
Pharmacology  and  Therapeutics.  7th  ed.  Phila- 
delphia, Lea  & Febiger,  1970.  $19.50. 

Kaye,  Sidney:  Handbook  of  Emergency  Toxicology; 
a Guide  for  the  Identification,  Diagnosis,  and 
Treatment  of  Poisoning.  3d  ed.  Springfield,  Illi- 
nois, Thomas,  1970.  $22.00. 

Krantz,  John  Christian,  et  al.:  The  Pharmacologic 
Principles  of  Medical  Practice.  7th  ed.  Baltimore, 
Williams  & Wilkins,  1969.  $15.50. 

Modell,  Walter  (Editor):  Drugs  of  Choice — 1970-1971. 
St.  Louis,  Mosby,  1970.  $19.75. 

Physicians  Desk  Reference  to  Pharmaceutical 
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Specialties  and  Biologicals.  Annual.  Medical  Eco- 
nomics, Oradell,  New  Jersey.  $11.00,  1971. 

Smith,  Jay  W.  (Editor):  Manual  of  Medical  Thera- 
peutics. 19th  ed.  Boston,  Little,  Brown.  $5.95. 
Comment:  For  a general  reference  work  we  rec- 
ommend Goodman  as  first  choice,  but  others  of 
this  type  (e.g.  Krantz,  Dilling,  Grollman)  are  also 
good.  The  P.D.R.  and  Conn’s  Current  Therapy  are 
justifiably  popular  because  they  are  so  easy  to 
use  and  so  frequently  consulted. 

PHYSICAL  DIAGNOSIS  (See  diagnosis) 

PHYSICAL  MEDICINE  AND  REHABILITATION 

Homburger,  Freddy,  and  Bonner,  Charles  D.:  Med- 
ical Care  and  Rehabilitation  of  the  Aged  and 
Chronically  III.  2d  ed.  Boston,  Little,  Brown,  1964. 
$9.50. 

Krusen,  Frank  Hammond  (Editor):  Handbook  of 
Physical  Medicine  aTid  Rehabilitation.  2d  ed. 
Philadelphia,  Saunders,  1971.  In  preparation. 

Licht,  Sidney:  Rehabilitation  and  Medicine.  New 
Haven,  Licht,  1968.  $20.00. 

Rusk,  Howard  A.:  Rehabilitation  Medicine;  a Text- 
book on  Physical  Medicine  and  Rehabilitation.  3d 
ed.  St.  Louis,  Mosby,  1971.  In  preparation. 
Comment:  No  strong  preference  here.  If  a single 
selection  must  be  made,  Rusk  or  Krusen  would 
probably  be  preferable  in  most  small  hospitals  in 
so  far  as  reference  needs  of  physicians  are  con- 
cerned. 

POISONING  (See  pharmacology  and  therapeutics) 

PREVENTIVE  MEDICINE  AND  PUBLIC  HEALTH 

Clark,  Duncan  W.,  and  MacMahon,  Brian  (Editors): 
Preventive  Medicine.  Boston,  Little,  Brown,  1967. 
$14.95. 

Hobson,  William  (Editor):  The  Theory  and  Practice 
of  Public  Health.  3d  ed.  New  York,  Oxford  Uni- 
versity Press,  1969.  $27.50. 

Kilbourne,  Edwin  A.,  and  Smillie,  Wilson  G.  (Ed- 
itors): Human  Ecology  and  Public  Health.  4th  ed. 
New  York,  Macmillan,  1969.  $11.95. 

Comment:  Most  clinicians  would  probably  find 
Clark  the  most  useful.  A new  edition  of  Sartwell 
is  expected  in  1972.  (Sartwell,  Philip  [Editor]: 
Roseneau’s  Preventive  Medicine  and  Public  Health. 
9th  ed.  New  York,  Appleton,  1965.  $24.50.) 

PSYCHIATRY 

Freedman,  Alfred  M.,  and  Kaplan,  Harold  I.  (Ed- 
itors): Comprehensive  Textbook  of  Psychiatry. 

Baltimore,  Williams  & Wilkins,  1967.  $24.75. 

Kolb,  Lawrence  Coleman  (Editor):  Noyes’  Modem 
Clinical  Psychiatry.  7th  ed.  Philadelphia,  Saund- 
ers, 1968.  $11.00. 

Redlich,  Frederick  Carl,  and  Freedman,  Daniel  X.: 
The  Theory  and  Practice  of  Psychiatry.  New  York, 
Basic  Books,  1966.  $12.50. 

Comment:  If  a single  volume  is  to  be  acquired  we 
have  no  preference  among  these  three. 

PUBLIC  HEALTH  (See  preventive  medicine  and  pub- 
lic health) 

PULMONARY  DISEASES  (including  thoracic  surgery) 

Bates,  David  V.,  et  al.:  Respiratory  Function  in  Dis- 
ease; an  Introduction  to  the  Integrated  Study  of 
the  Lung.  2d  ed.  Philadelphia,  Saunders,  1971.  In 
preparation. 

Baum,  Gerald  L.  (Editor):  A Textbook  of  Pulmonary 
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Disease.  2d  ed.  Boston,  Little,  Brown,  1971.  In 
preparation. 

Blades,  Brian  Brewer  (Editor):  Surgical  Diseases 
of  the  Chest.  2d  ed.  St.  Louis,  Mosby,  1966.  $28.50. 
Crofton,  John,  and  Douglas,  Andrew:  Resniratory 
Diseases.  Philadelphia,  Davis,  1969.  $27.50. 

Fraser,  R.  G.,  and  Pare,  J.  P.:  Diagnosis  of  Dis- 
eases of  the  Chest.  Philadelphia,  Saunders,  1970. 
$48.00. 

Gibbon,  John  H.,  et  al.:  Surgery  of  the  Chest.  2d  ed. 

Philadelphia,  Saunders,  1969.  $32.50. 

Hinshaw,  Horton  Corwin,  and  Garland,  L.  H.:  Dis- 
eases of  the  Chest.  3d  ed.  Philadelphia,  Saunders, 

1969.  $25.00. 

Lindskog,  Gustaf  E.:  Thoracic  and  Cardiovascular 
Surgery  with  Related  Pathology.  3d  ed.  New  York, 
Appleton.  In  preparation. 

Comment:  Our  first  choice  as  general  reference 
source  is  Hinshaw.  Baum  is  also  good.  It  prob- 
ably will  be  first  choice  when  the  1971  edition  ap- 
pears. 

RADIOLOGY  AND  NUCLEAR  MEDICINE 
Blahd,  William  H.  (Editor):  Nuclear  Medicine.  2d 
ed.  New  York,  McGraw-Hill.  1971.  In  preparation. 
Maynard,  C.  Douglas:  Clinical  Nuclear  Medicine. 

Philadelphia,  Lea  & Febiger,  1969.  $12.50. 
Meschan,  Isadore:  Roentgen  Signs  in  Clinical  Prac- 
tice. Philadelphia,  Saunders,  1966.  2 Vols.  $38.00. 
Moss,  William  T.,  and  Brand,  William  N.:  Thera- 
peutic Radiology;  Rationale,  Technique,  Results. 
3d  ed.  St.  Louis,  Mosby,  1969.  $24.50. 

Paul,  Lester  W.,  and  Juhl,  John  H.:  Essentials  of 
Roentgen  Interpretation.  2d  ed.  New  York,  Harper 
& Row,  1965.  $30.00. 

Sutton,  David:  A Textbook  of  Radiology.  Baltimore, 
Williams  & Wilkins,  1969.  $42.50. 

Wagner,  Henry  N.:  Principles  of  Nuclear  Medicine. 
Philadelphia,  Saunders,  1968.  $27.50. 

Comment:  For  diagnostic  radiology  the  New  Eng- 
land list  recommends  Paul.  We  recommend  Moss 
for  therapeutics  and  either  Wagner  or  Bland  for 
nuclear  medicine. 

RENAL  DISEASES  (See  kidney  diseases) 
RHEUMATOLOGY  (See  arthritis  and  rheumatism) 
SKIN  (See  dermatology) 

SURGERY,  GENERAL 

American  College  of  Surgeons.  Committee  on  Pre 
and  Post  Operative  Care:  Manual  of  Preoperative 
and  Postoperative  Care.  2d  ed.  Philadelphia, 
Saunders,  1972.  In  preparation.  (1st  ed.  1967, 
$8.50.) 

Artz,  Curtis  Price,  and  Hardy,  James  D.  (Editors): 
Complications  in  Surgery  and  Their  Management. 
2d  ed.  Philadelphia,  Saunders,  1967.  $24.00. 

Ballinger,  Walter  F.,  et  al.  (Editors):  The  Manage- 
ment of  Trauma.  Philadelphia,  Saunders,  1968. 
$25.00. 

Boyes,  Joseph  H.  (Editor):  Bunnell’s  Surgery  of  the 
Hand.  5th  ed.  Philadelphia,  Lippincott,  1970. 
$34.00. 

Cole,  Warren  H.,  and  Zollinger,  Robert  M.  (Editors): 
Textbook  of  Surgery.  9th  ed.  New  York,  Appleton, 

1970.  Text,  $25.00;  paper,  $14.75. 

Cooper,  Phillip  (Editor):  The  Craft  of  Surgery.  2d 
ed.  Chicago,  Little,  Brown,  3 Vols.  In  preparation. 


Davis,  Loyal  (Editor) : Christopher’s  Textbook  of 
Surgery.  9th  ed.  Philadelphia,  Saunders,  1968. 
$21.50. 

Dunphy,  J.  E.,  and  Botsford,  T.  W.:  Physical  Ex- 
amination of  the  Surgical  Patient.  3d  ed.  Phila- 
delphia, Saunders,  1964.  $8.50.  (4th  ed.  in  prepara- 
tion; due  1973.) 

Goss,  Charles  Mayo  (Editor):  Gray’s  Anatomy  of 
the  Human  Body.  28th  ed.  Philadelphia,  Lea  & 
Febiger,  1966.  $22.50. 

Hollinshead,  William  Henry:  Textbook  of  Anatomy. 

2d  ed.  New  York,  Harper  & Row,  1967.  $18.75. 
Jones,  Peter:  Clinical  Pediatric  Surgery:  Diagnosis 
and  Management.  Philadelphia,  Davis,  1970. 
$15.00. 

Maingot,  Rodney:  Abdominal  Operations.  5th  ed. 

New  York,  Appleton,  1969.  2 Vols.  $45.50. 
Rhoads,  Jonathan  E.,  et  al.  (Editors);  Surgery: 
Principles  and  Practice.  4th  ed.  Philadelphia, 
Lippincott,  1970.  $24.00.  (J.  Gallen’s  name  appeared 
first  on  lst-2nd  editions,  C.  A.  Moyer’s  on  3d.) 
Shackelford,  Richard  T.:  Diagnosis  of  Surgical  Dis- 
ease. Philadelphia,  Saunders,  1968.  3 Vols.  $72.50. 
Schwartz,  Seymour  I.,  et  al.  (Editors):  Principles 
of  Surgery.  New  York,  McGraw-Hill,  1969.  Vol. 
I,  $24.50;  Vol.  II.  $29.50. 

Comment:  Our  first  choice  as  a general  reference 
is  Schwartz.  The  books  of  Rhoads  and  Cole  are  also 
recent,  good  and  broad  in  coverage. 
THERAPEUTICS  (See  pharmacology  and  therapeutics) 
TOXICOLOGY  (See  pharmacology  and  therapeutics) 
UROLOGY 

Campbell,  Meredith  Fairfax,  and  Harrison,  J.  H. 
(Editors):  Urology.  3d  ed.  Philadelphia,  Saund- 
ers, 1970.  3 Vols.  $110.00. 

Dodson,  Austin  I.:  Urological  Surgery.  4th  ed.  St. 

Louis,  Mosby,  1970.  $32.50. 

Glenn,  James  F.,  and  Boyce,  William  H.  (Editors): 
Urologic  Surgery.  New  York,  Harper  & Row,  1969. 
$35.00. 

Smith,  Donald  R.:  General  Urology.  6th  ed.  Los 
Altos,  California,  Lange,  1969.  $8.00. 

Comment:  Campbell  is  best  for  the  urologist  be- 
cause of  its  completeness  but  is  quite  expensive. 
For  the  nonurologist,  Smith  is  a good,  briefer  and 
less  expensive  volume.  For  surgeons,  Dodson  and 
Glenn  are  useful  references  of  comparable  scope 
and  quality. 

X-RAY  (See  radiology) 

OTHER  GENERAL  REFERENCE  VOLUMES 
Chatton,  Milton  J.,  and  Sanazaro,  Paul  J.  (Editors): 
Current  Medical  References.  6th  ed.  Los  Altos, 
California,  Lange,  1970.  $12.00. 

Cooper,  Philip:  Ward  Procedures  and  Techniques. 

New  York,  Appleton,  1967.  $6.75. 

Dorland’s  Medical  Dictionary.  24th  ed.  Philadelphia, 
Saunders,  1965.  $13.00.  (A  comparable  publication 
is  Stedman’s  Medical  Dictionary.  21st  ed.  Balti- 
more, Williams  & Wilkins,  1966.  $14.00) 

Fisher,  J.  C.:  Clinical  Procedures:  A Concise  Guide 
for  Students  of  Medicine.  Baltimore,  Williams  & 
Wilkins,  1970.  $3.95. 

Jablonski,  Stanley  R.:  Dictionary  of  Epcmymic  Syn- 
dromes and  Diseases.  Philadelphia,  Saunders,  1969. 
$12.75. 


Journal  / March  1971  / Volume  64 


107 


Books  / WEST,  WENDER 

List  of  journals  available  in  nearest  back-up  medical 
library. 

Merck,  Sharp,  & Dohme  Research  Laboratories:  The 
Merck  Manual  of  Diagnosis  and  Therapy.  11th  ed. 
Rahway,  New  Jersey,  Merck,  1966.  $7.50. 
National  Library  of  Medicine:  Abridged  Index  Medi- 
cus  (monthly  and  annual  cumulation).  Washington, 
Government  Printing  Office.  Monthly,  $12  per 
year;  cumulation,  estimated  $10.00. 

National  Library  of  Medicine:  Index  Medicus  (month- 
ly and  annual  cumulation).  Washington,  Govern- 
ment Printing  Office.  Monthly,  $63  per  year: 
cumulation,  $90.50. 


Comment:  Insta-dex,  a monthly  publication  of 
United  Medical  Laboratories,  Inc.,  P.  O.  Box  3932, 
Portland,  Oregon,  edited  by  R.  S.  Scharffenberg 
is  similar  to  the  Abridged  Index  Medicus.  In  some 
respects  it  is  better  because  it  covers  145  journals. 
On  the  other  hand  it  is  not  cumulated,  while  the 
Abridged  Index  Medicus  is.  However,  Insta-dex 
has  announced  a forthcoming  annual  cumulation 
of  its  index  section  only,  which  should  add  to  its 
usefulness.  Generally,  the  cumulated  indexes  are 
more  useful  than  the  monthly  issues  so  we  some- 
times advise  small  libraries  to  buy  only  the  Cumu- 
lated Index  Medicus  and/or  the  Abridged  Index 
Medicus  and  the  Cumulated  Abridged  Index 
Medicus. 


attention- 

ALL  COUNTY  MEDICAL  SOCIETIES 


Resolutions  to  be  submitted  to  the  House  of  Delegates  during 
the  1971  Annual  Meeting  in  Tulsa  must  be  received  in  the 
OSMA  Headquarters  no  later  than  March  29th,  1971. 

Address  your  resolutions  to  Oklahoma  State  Medical  Associa- 
tion, 601  N.W.  Expressway,  Oklahoma  City,  Oklahoma  73118. 
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Campbell’s  Soups... 

wide  variety... for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons: 

Appeal  With  a variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat — ingredients  are  tender,  bite-size. 

Even  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif- 
ferent varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4 minutes  a bowl  of  deli- 
cious soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen- 
sive— an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  . . . and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a soup  for  almost  every  patient  and 
diet  . . . and  for  every  meal. 


\ 


An  excerpt 
from  No.  i 
of  a new  series 


‘The  Ecology 
of  Birth  Control” 


75  million  more  Americans— 
what  impact  on  health  care? 

Because  of  a declining  birthrate  in  the 
United  States  — attributable  in  no  small 
measure  to  the  widespread  use  of  con- 
traceptives—our  population  in  thirty 
years  is  expected  to  be  only  280  mil- 
lion, while  the  world  population  is  ex- 
pected to  double,  reaching  7 billion. 

But  the  word  "only”  has  an  ironic  ring 
to  ecologists  who  warn  of  cities  re- 


sembling overcrowded,  contaminated 
rat  colonies,  of  respiratory  and  mental 
diseases  reaching  epidemic  propor- 
tions and  of  a health-care  community 
virtually  overwhelmed  by  the  burden. 

The  global  consequences  may  be  no 
less  devastating.  Ecologists  estimate 
that  every  American  has  roughly  fifty 
times  the  negative  impact  on  the 
Earth’s  life-support  systems  of,  say,  a 
citizen  of  India.  In  these  terms,  adding 
75  million  Americans  would  be  equiv- 
alent to  adding  3.7  billion  Indians  to 


the  world  population. 

*For  the  complete  brochure,  and 
others  in  the  series  as  they  appear, 
please  write  to  Searle  or  ask  your  Searle 
representative.  Explored  in  the  forth- 
coming issues  will  be  the  role  of  birth 
control  on  family  pressures  and  its 
effects  on  the  family;  the  influences  of 
poverty,  ethnic  factors  and  marital 
status;  its  role  in  illness,  its  genetic 
implications  and  its  effects  on  the 
emotional  and  behavioral  life  of  the 
individual. 


An  original  contribution 
to  the  science  of  contraception 

Dem/ulen 

Each  tablet  contains  1 mg  ethynodiol  diacetate/50  meg  ethinyl  estradiol 

Demulen...for  low  estrogen  and  Searle’s  progestin. ..with 
its  unsurpassed  contraceptive  effectiveness  and  low  in- 
cidence of  side  effects... with  simple  “Sunday-starting” 
and  patient-proof  Compack®  tablet  dispenser. 


Actions  — Demulen  acts  to  prevent  ovulation  by  inhibiting  the  output  of  go- 
nadotropins from  the  pituitary  gland.  Demulen  depresses  the  output  of  both 
the  follicle-stimulating  hormone  (FHS)  and  the  luteinizing  hormone  (LH). 

Special  note:  Oral  contraceptives  have  been  marketed  in  the  United  States 
since  1960.  Reported  pregnancy  rates  vary  from  product  to  product.  The  ef- 
fectiveness of  the  sequential  products  appears  to  be  somewhat  lower  than  that 
of  the  combination  products.  Both  types  provide  almost  completely  effective 
contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of 
hormonal  contraceptives  has  now  been  shown  in  studies  conducted  in  both 
Great  Britain  and  the  United  States.  Other  risks,  such  as  those  of  elevated 
blood  pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have 
not  been  quantitated  with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  sub- 
primate  animal  species  in  multiples  of  the  human  dose  increases  the  frequency 
of  some  animal  carcinomas.  These  data  cannot  be  transposed  directly  to  man 
The  possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
refuted  at  this  time.  Close  clinical  surveillance  of  all  women  taking  oral  con- 
traceptives must  be  continued. 

Indication— Demulen  is  indicated  for  oral  contraception. 

Contraindications  — Patients  with  thrombophlebitis,  thromboembolic  disor- 
ders, cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  im- 
paired liver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or 
suspected  estrogen-dependent  neoplasia  and  undiagnosed  abnormal  genital 
bleeding. 

Warnings  — The  physician  should  be  alert  to  the  earliest  manifestations  of 
thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
embolism  and  retinal  thrombosis).  Should  any  of  these  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  conducted  in  Great  Britain 
and  studies  of  morbidity  in  the  United  States  have  shown  a statistically  sig- 
nificant association  between  thrombophlebitis,  pulmonary  embolism,  and 
cerebral  thrombosis  and  embolism  and  the  use  of  oral  contraceptives.  There 
have  been  three  principal  studies  in  Britain  1-3  leading  to  this  conclusion,  and 
one4  in  this  country.  The  estimate  of  the  relative  risk  of  thromboembolism  in 
the  study  by  Vessey  and  Doll3  was  about  sevenfold,  while  Sartwell  and  asso- 
ciates4 in  the  United  States  found  a relative  risk  of  4.4,  meaning  that  the  users 
are  several  times  as  likely  to  undergo  thromboembolic  disease  without  evident 
cause  as  nonusers.  The  American  study  also  indicated  that  the  risk  did  not 
persist  after  discontinuation  of  administration,  and  that  it  was  not  enhanced 
by  long-continued  administration.  The  American  study  was  not  designed  to 
evaluate  a difference  between  products.  However,  the  study  suggested  that 
there  might  be  an  increased  risk  of  thromboembolic  disease  in  users  of  se- 
quential products.  This  risk  cannot  be  quantitated,  and  further  studies  to  con- 
firm this  finding  are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or 
migraine  If  examination  reveals  papilledema  or  retinal  vascular  lesions  medi- 
cation should  be  withdrawn 

Since  the  safety  of  Demulen  in  pregnancy  has  not  been  demonstrated,  it  is 
recommended  that  for  any  patient  wno  has  missed  two  consecutive  periods 
pregnancy  should  be  ruled  out  before  continuing  the  contraceptive  regimen. 
If  the  patient  has  not  adhered  to  the  prescribed  schedule  the  possibility  of 
pregnancy  should  be  considered  at  the  time  of  the  first  missed  period 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been 
identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long-range  effect 
to  the  nursing  infant  cannot  be  determined  at  this  time 

Precautions  — The  pretreatment  and  periodic  physical  examinations  should 
include  special  reference  to  the  breasts  and  pelvic  organs,  including 
a Papanicolaou  smear,  since  estrogens  have  been  known  to  produce  tumors, 


some  of  them  malignant,  in  five  species  of  subprimate  animals  Endocrine 
and  possibly  liver  function  tests  may  be  affected  by  treatment  with  Demulen. 
Therefore,  if  such  tests  are  abnormal  in  a patient  taking  Demulen,  it  is  rec- 
ommended that  they  be  repeated  after  the  drug  has  been  withdrawn  for  two 
months.  Under  the  influence  of  progestogen-estrogen  preparations  preexisting 
uterine  fibromyomas  may  increase  in  size.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  conditions  which  might  be  influenced  by  this 
factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction,  re- 
quire careful  observation.  In  breakthrough  bleeding,  and  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional  causes  should  be  borne  in  mind.  In  un- 
diagnosed bleeding  per  vaginam  adequate  diagnostic  measures  are  indicated. 
Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and 
the  drug  discontinued  if  the  depression  recurs  to  a serious  degree  Any  possible 
influence  of  prolonged  Demulen  therapy  on  pituitary,  ovarian,  adrenal,  hepatic 
or  uterine  function  awaits  further  study.  A decrease  in  glucose  tolerance  has 
been  observed  in  a significant  percentage  of  patients  on  oral  contraceptives. 
The  mechanism  of  this  decrease  is  obscure.  For  this  reason,  diabetic  patients 
should  be  carefully  observed  while  receiving  Demulen  therapy  The  age  of  the 
patient  constitutes  no  absolute  limiting  factor,  although  treatment  with  Demulen 
may  mask  the  onset  of  the  climacteric.  The  pathologist  should  be  advised  of 
Demulen  therapy  when  relevant  specimens  are  submitted.  Susceptible  women 
may  experience  an  increase  in  blood  pressure  following  administration  of  con- 
traceptive steroids. 

Adverse  reactions  observed  in  patients  receiving  oral  contraceptives  — 

A statistically  significant  association  has  been  demonstrated  between  use  of  oral 
contraceptives  and  the  following  serious  adverse  reactions:  thrombophlebitis, 
pulmonary  embolism  and  cerebral  thrombosis 

Although  available  evidence  is  suggestive  of  an  association,  such  a relationship 
has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse  reac- 
tions: neuro-ocular  lesions,  e.g,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives:  nausea,  vomiting, gastrointestinal  symptoms  (such  as  abdominal 
cramps  and  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weight  (in- 
crease or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup- 
pression of  lactation  when  given  immediately  post  partum,  cholestatic  jaundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals  and 
mentaldepression. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of  oral 
contraceptives,  an  association  has  been  neither  confirmed  nor  refuted,  anovula- 
tion post  treatment,  premenstrual-like  syndrome,  changes  in  libido,  changes  in 
appetite, cystitis-likesyndrome,  headache,  nervousness,  dizziness,  fatigue,  back- 
ache, hirsutism,  loss  of  scalp  hair,  erythema  multiforme,  erythema  nodosum, 
hemorrhagic  eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contra- 
ceptives: hepatic  function  increased  sulfobromophthalem  retention  and  other 
tests;  coagulation  tests:  increase  in  prothrombin,  Factors  VII,  VIII,  IX  and  X, 
thyroid  function:  increase  in  PBI  and  butanol  extractable  protein  bound  iodine, 
and  decrease  in  T3  uptake  values;  metyrapone  test  and  pregnanediol  deter- 
mination. 

References:  1.  Royal  College  of  General  Practitioners  Oral  Contraception 
and  Thrombo-Embolic  Disease,  J.  Coll.  Gen  Pract  1 3 267-279  (May)  1967. 
2.  Inman,  W.  H,  W.,  and  Vessey,  M.  P Investigation  of  Deaths  from  Pulmonary, 
Coronary,  and  Cerebral  Thrombosis  and  Embolism  in  Women  of  Child-Bearing 
Age.  Brit.  Med.  J.  2.193-199  (April  27)  1968.  3.  Vessey,  M P,  and  Doll,  R.:  In- 
vestigation of  Relation  Between  Use  of  Oral  Contraceptives  and  Thromboem- 
bolic Disease.  A Further  Report,  Brit  Med.  J.  2.651-657  (June  14)  1969.  4. 
Sartwell,  P E , Masi.  A T , Arthes,  F G.;  Greene,  G R , and  Smith,  H.  E Throm- 
boembolism and  Oral  Contraceptives:  An  Epidemiologic  Case-Control  Study, 
Amer  J.  Epidem.  90:365-380  (Nov.)  1969.  1A2 
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Mylanta 

24  million  hours 

a day. 

Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 


aluminum  and  magnesium  hydroxides  plus  simethicone 


Good  taste  = patient  acceptance 
Relieves  G.l.  gas  distress* 
Non-constipating 


*with  the  defoaming  action  of  simethicone 

PHARMACEUTICALS  Pasadena,  Calif.  91 109 

Division  of  Atlas  Chemical  Industries,  Inc.,  Wilmington,  Del.  19899 


Orient  Vacation  Tour  Sponsored  By  OSMA 


Kansas  and  Oklahoma  will  join 
together  to  promote  a two-week 
tour  of  the  Orient  for  physicians. 
Oklahoma’s  participation  was  as- 
sured when  the  OSMA  Board  of 
Trustees  voted  to  endorse  the  pro- 
gram. 

This  tour  will  be  a two-week  trip, 
one-week  in  Tokyo  and  one-week  in 
Hong  Kong.  Price  of  the  trip  pack- 
age is  $898  plus  $35  tax  and  services. 
Regular  round  trip  economy  air 
fare  from  Oklahoma  City  to  Hong 
Kong  would  be  in  excess  of  $1,000 
alone. 

This  special  Orient  adventure 
price  includes  chartered  round  trip 
jet  transportation  via  World  Air- 
ways 707  jet,  deluxe  hotels,  two 
meals  daily  (an  American  breakfast 
in  the  hotel  and  gourmet  dinners  at 
a choice  of  the  finest  restaurants 
in  each  city),  tips,  transfers  and 
many  other  extras  to  make  the  trip 
more  enjoyable.  The  baggage  al- 
lowance has  been  increased  to  100 
pounds,  more  than  adequate  allow- 
ance for  Hong  Kong  shopping  and 
golf  clubs. 

The  707  jet  features  stretch  out, 
extra  comfort  seating,  along  with 
the  finest  food,  champagne  and 
complimentary  cocktails. 

There  is  absolutely  no  regimen- 
tation on  the  Orient  Adventure.  Va- 
cationers are  free  to  go  where  they 
want,  do  what  they  want,  when  they 
feel  like  doing  it!  A special  Orient 
Adventure  escort  will  travel  with 
the  group  throughout  the  trip.  In 
Japan  and  Hong  Kong  five  person- 
able hosts  will  assist  in  arranging 
sight-seeing,  shopping,  golfing,  night 
clubbing,  and  other  activities.  An 
added  extra  of  the  tour  will  be  edu- 
cational seminars  presented  by  ori- 
ental physicians. 

The  tour  is  being  organized  by  the 
International  Travel  Advisers,  Inc., 
known  as  Intrav,  from  their  main 
office  in  St.  Louis. 

During  the  Tokyo  stay,  accommo- 
dations will  be  in  the  New  Otani 
Hotel.  It  is  described  as  “prac- 
tically a city  in  itself”  and  is  a 
fully  air  conditioned  completely  mod- 
ern hotel.  Facilities  include  ten 
restaurants  serving  Japanese,  Chi- 


nese, Continental  and  American 
dishes.  Entertainment  is  furnished 
nightly  in  two  restaurants  and  two 
bars.  The  world’s  largest  cocktail 
lounge,  the  Blue  Sky  Lounge  on  the 
17th  floor,  has  a panoramic  view  of 
all  of  Tokyo. 

An  optional  side  trip  to  Kyoto  on 
the  famous  130  mile  per  hour  bullet 
train  will  take  the  vacationers  to 
the  Capitol  of  feudal  Japan.  Kyoto 
is  still  the  artistic  and  cultural  cen- 
ter of  the  country.  In  this  beautiful 
city  there  are  hundreds  of  gracious 
traditional  Japanese  gardens  and 
over  2,000  Buddhist  temples  and 
Shinto  shrines. 

In  Hong  Kong,  “pearl  of  the  Ori- 
ent,” accommodations  will  be  in  the 
hotel  which  Fortune  magazine  de- 
scribes as  “one  of  the  ten  greatest 
hotels  in  the  world.”  The  Mandarin 
Hotel  was  the  only  modern  hotel  so 
named.  It  features  24-hour  room 
service  and  has  seven  restaurants 
and  bars.  The  Harbor  Room  Sup- 
per Club  situated  on  the  top  floor 
commands  a magnificent  view  of 
the  harbor  and  city.  Other  restau- 
rants include  the  elegant  Chinese 
Man  Wah  Room  and  the  Mandarin 
Grill,  a delightful  grill  room  on  the 
first  floor. 


Hong  Kong  is  a mixture  of  British 
tradition  and  the  intrigue  of  the  far 
east.  This  British  Crown  colony  is 
actually  two  cities,  Victoria  on  the 
island  of  Hong  Kong  and  Kowloon, 
on  the  mainland  peninsula.  The  two 
are  separated  by  the  world’s  most 
spectacular  harbor.  The  ferry  ride 
across  this  bustling  waterway  offers 
close-up  views  of  sampans,  junks, 
freighters  and  luxury  liners. 

An  optional  three-day  excursion 
to  Bangkok  is  also  offered.  In  this 
“land  of  smiles”  the  splendor  of 
the  grand  palace  blends  with  the 
glittering  temple  of  the  Dawn  and 
the  awesome  beauty  of  the  golden 
Buddha.  This  excursion  is  avail- 
able to  members  at  a special  re- 
duced Orient  Adventure  price. 

Intrav  refers  to  their  Orient  Ad- 
venture as  a “non-tour  tour,”  be- 
cause there  is  no  regimentation — 
tour  members  do  as  they  please. 

The  tour  will  leave  from  Okla- 
homa City  on  October  17th  of  this 
year.  Physicians  interested  should 
contact  the  OSMA  executive  office 
in  Oklahoma  City.  Q 


HONG  KONG  HARBOR 
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The  Beverly  Hills  Hospital 
The  Beverly  Hills  Clinic 


Acute  Psychiatric  Diagnostic  and  Treatment  Center 

☆ New  Outpatient  and  Hospital  Facilities  ☆ Beautiful  New  Buildings  On  a Secluded 
Scenic  and  Wooded  Site  ☆ Open  Cottage  System  and  Regulated  Intensive  Treatment 
Units  ☆ All  Established  Methods  of  Diagnosis  and  Treatment  Utilized.  ☆ 

PSYCHIATRY 
Joseph  L.  Knapp,  M.D. 

Jackson  H.  Speegle,  M.D. 

Fred  H.  Jordan,  M.D. 

Joseph  H.  Lindsay,  M.D. 

Jack  R.  Tomlinson,  M.D. 

1353  N.  Westmoreland  ★ Dallas  11,  Texas  ★ 331-8331 

114  Oklahoma  State  Medical  Association 


i 


Capp  To  Keynote 
65th  Annual  Meeting 

Al  Capp,  world  famous  creator  of 
L’il  Abner,  will  be  one  of  the  high- 
lights of  the  65th  annual  meeting 
of  the  Oklahoma  State  Medical  As- 
sociation. Scheduled  for  Tulsa’s 
Assembly  Center  and  the  Fairmont- 
Mayo  Hotel,  April  29th-May  1st,  the 
meeting  will  feature  educational 
scientific  sessions,  entertainment 
functions,  and  over  50  exhibits. 

Capp’s  presentation,  “Ask  Al 
Capp,”  will  be  held  Saturday  after- 
noon on  the  stage  of  the  Assembly 
Center.  He  works  in  an  informal 
style,  reading  and  answering  ques- 
tions from  a stack  of  cards  sub- 
mitted by  the  audience.  Attendance 
to  his  talk  will  be  limited  to  those 
persons  registered  for  the  meeting 
and  the  members  of  the  women’s 
auxiliary. 

Other  entertainment  functions 
during  the  three-day  meeting  will 
include  the  traditional  stage  door 
picnic  luncheons  at  noon  on  Friday 
and  Saturday.  Friday  evening  a 
wine  tasting  party  is  scheduled. 
This  will  be  followed  by  a number 
of  medical  specialty  groups  having 
separate  dinner  meetings. 

Social  highlight  of  the  meeting  is 
the  annual  President’s  Inaugural 
Dinner-Dance  held  Saturday  eve- 
ning. It  will  be  preceded  by  a large 
cocktail  party  and  special  enter- 
tainment will  be  furnished  by  the 
Oral  Roberts  University  World  Ac- 
tion Singers. 

Business  portion  of  the  annual 
meeting  will  start  early  Thursday 
morning  with  a meeting  of  the 
OSMA  Board  of  Trustees.  Thursday 
evening  at  7:00  p.m.  the  House  of 
Delegates  will  convene  for  its  open- 
ing session.  Friday  morning  is  re- 
served for  reference  committee 
meetings  to  discuss  and  debate  the 


various  issues  and  resolutions 
brought  to  the  House  of  Delegates. 
Closing  session  of  the  House  of 
Delegates  will  be  held  Saturday 
morning.  At  that  time  the  various 
resolutions  will  be  voted  on  and  new 
officers  will  be  elected  for  the  as- 
sociation. At  that  time  Lucien  M. 
Pascucci,  M.D.,  of  Tulsa,  will  of- 
ficially become  the  President  of 
the  OSMA  for  the  1971-72  year. 

Over  50  scientific  and  commercial 
exhibits  will  be  on  display  in  the 
the  auditorium  of  the  Tulsa  As- 
sembly Center.  All  will  be  designed 
specifically  for  physician  interest. 

Following  is  the  schedule  of 
events : 

THURSDAY 

9:00  a.m.  Board  of  Trustees 
2:00  p.m.  Subject:  “Lumps  in  the 
Neck  — Including  Thyroid  Dis- 
eases.” 

Speaker:  John  Gaisford,  M.D., 
Pittsburgh,  Pennsylvania 
Panel:  Surgery 

Internal  Medicine 
Radiology 

7:00  p.m.  House  of  Delegates 

FRIDAY 

9:00  a.m.  Subject:  “Gastroenterol- 
ogy with  Special  Emphasis  on 
Changing  Concepts  of  Hepatitis.” 
Speaker:  Leslie  J.  Schonfield, 
M.D.,  Los  Angeles,  California. 
Panel:  Surgery 

Internal  Medicine 
Pediatrics 

9:00  a.m.  Reference  Committee 
Meetings 

11:00  a.m.  Subject:  “Wounds  and 
Illnesses  that  May  Have  Changed 
the  Course  of  the  Civil  War.” 
Speaker:  R.  Maurice  Hood, 
M.D.,  Austin,  Texas. 

12:00  p.m.  Picnic  Luncheon 
2:00  p.m.  Subject:  Diabetes  Sym- 
posium 

Speaker:  Marvin  Levin,  M.D., 
St.  Louis,  Missouri. 


Panel:  Internal  Medicine 
Pediatrics 
General  Practice 
6:00  p.m.  Wine  Tasting  Party 

SATURDAY 

9:00  a.m.  Subject:  Dermatology 

Symposium 

Speaker:  Mage  Hunneycutt, 
M.D.,  Little  Rock,  Arkansas. 
9:00  a.m.  House  of  Delegates 
9:00  a.m.  Subject:  “The  Newer 

Antibiotics:  Their  Therapeutic 

Indications  and  Effectiveness.” 
Speaker:  Francis  J.  Carey,  M.D., 
St.  Louis,  Missouri. 

9:30  a.m.  Subject:  “Acute  Arterial 
Injury.” 

Moderator:  Lazar  J.  Greenfield, 
M.D.,  Oklahoma  City,  Okla- 
homa. 

Panel:  Kemper  Lain,  M.D.,  Ok- 
lahoma City 
G.  Rainey  Williams, 
M.D.,  Oklahoma  City 
Albert  Shirkey,  M.D., 
Tulsa,  Oklahoma 

10:30  a.m.  Subject:  “Allied  Health 
Personnel.” 

Speaker:  Frank  A.  Riddick,  Jr., 
M.D.,  New  Orleans,  Louisiana. 
11:15  a.m.  Subject:  “The  Physician 
Assistant  Program  in  Okla- 
homa.” 

Speakers:  Thimas  N.  Lynn, 
M.D.,  Oklahoma  City;  Mr. 
William  Stanhope,  Oklahoma 
City. 

12:00  p.m.  Picnic  Luncheon 
1:00  p.m.  Subject:  “Experience  of 
Canadian  Physicians  with  Gov- 
ernment Controlled  Medicine.” 
Speaker:  Eugene  F.  Balangero, 
M.D.,  Montreal,  Canada. 

2:30  p.m.  Subject:  “Ask  Al  Capp” 
Speaker:  Al  Capp 
6:00  p.m.  Cocktail  Party 
7:00  p.m.  Inaugural  Dinner-Dance 
(Entertainment  — World  Action 
Singers) 


“ Founded  to  meet  the  demand  for  the 
trained  professional  assistant.” 


5415  N.  Pennsylvania 
Oklahoma  City,  Oklahoma  73112 

(across  from  Penn  Square) 

Area  Code  405  848-2888 

Professional  Placement  Service  exclusively  for  the  physician's  office 
and  clinic. 

Medical  Assistants,  professionally  trained,  for  permanent  or  temporary 
employment. 

No  fee. 

Call  Sue  Draughon,  administrator 
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DOES  THE  VERY  FINEST  ALWAYS  COST  MORE? 

Ninety-nine  times  out  of  a hundred,  you  do  pay 
more  for  the  finest  thing  in  its  field. 

But  there's  one  big  exception  . . . 

LIFE  INSURANCE  and  the  planning  it  takes. 

You  can  have  the  very  finest  agent  analyze  your 
needs  and  tailor  your  life  insurance  program— and 
it  won't  cost  you  one  penny  more. 

You  can,  in  fact,  have  the  man  from  Mass  Mutual. 


Supplement  your  OSMA  Group  Insurance  with  this  valuable  additional  coverage. 


WILSON  & WILSON,  Inc. 

General  Agent 

1470  First  Nat'l  Bldg.  - Tel.  CE  6-4681 
Oklahoma  City 


MASSACHUSETTS  MUTUAL 
LIFE  INSURANCE  COMPANY 

SPRINGFIELD.  MASSACHUSETTS  • ORGANIZED  1851 


DOCTOR,  WHAT  WILL  YOU  EARN? 

It  depends,  of  course,  on  your  age  and  annual  earnings,  but  the  amount  can  quite 
reasonably  exceed  $400,000. 

The  total  value  of  all  your  possessions— property,  savings,  cars  and  personal  belong- 
ings—is  only  a fraction  of  what  you  will  probably  earn  during  years  of  practice.  And  yet 
some  of  you  have  insured  these  things  and  left  your  earning  power  unprotected. 

Is  this  logical?  Not  when  you  can  participate  in  the  . . . 

O.S.M.A.  GROUP  DISABILITY  INCOME  PROGRAM 

Now  Available  to  members  of  the  OKLAHOMA  STATE  MEDICAL  ASSOCIATION 
. . . gives  you  individual  coverage  at  low  group  rates. 

. . . offers  flexible  waiting  periods  at  your  option. 

. . . guarantees  you  an  income  when  you  are  disabled  from  an  accident  or  sickness. 

. . . offers  optional  Indemnity  from  $200.00  to  $800.00  per  month. 

. . . pays  for  lifetime  on  accident  and  up  to  age  65  on  sickness. 

For  Additional  Information,  call  or  write 

Terry  Banker  or  Rodman  A.  Frates 
C.  L.  FRATES  & COMPANY,  INC. 

4010  North  Youngs  P.  O.  Box  12446 

OKLAHOMA  CITY,  OKLAHOMA  73112 
Telephone  JA  8-7755 
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Thomas  Named  To  Top 
Medicare  Advisory  Post 


HARLAN  THOMAS,  M.D. 

Harlan  Thomas,  M.D.,  Tulsa,  has 
been  appointed  to  a four-year  term 
as  a regional  representative  to  the 
influential  Health  Education  Bene- 
fits Advisory  Council,  known  as 
HIBAC.  The  appointment  was  an- 
nounced by  Robert  M.  Ball,  Com- 
missioner of  Social  Security. 

HIBAC,  along  with  various  other 
consultive  groups,  was  established 
by  the  original  Medicare  law  and 
plays  an  important  consultive  role 
on  Medicare  policies  and  proced- 
ures. It  consists  of  nineteen  per- 
sons who  are  “outstanding  in  fields 
related  to  hospital,  medical,  and 
other  health  activities,  persons  who 
are  representative  of  organizations 
and  associations  of  professional  per- 
sonnel in  the  field  of  medicine,  and 
at  least  one  person  who  is  rep- 
resentative of  the  general  public.” 
Each  member  holds  office  for  four 
years  and  can  serve  no  more  than 
two  terms. 

In  its  advisory  capacity,  the  coun- 
cil has  advised  the  Secretary  of 
HEW  with  respect  to  every  major 
policy  and  procedure  affecting  pro- 
gram implementation.  In  1967  its 
function  was  expanded  to  “study 
the  utilization  of  hospital  and  other 
medical  care  and  services  for  which 
payment  may  be  made  under  this 
title  (Medicare)  with  a view  to  rec- 
ommending any  changes  which  may 


seem  desirable  in  the  way  in  which 
such  care  and  services  are  utilized 
or  in  the  administration  of  the  pro- 
grams established.  . . .” 

Doctor  Thomas  attended  his  first 
meeting  of  the  council  on  February 
26th-27th  in  Baltimore.  He  was 
named  to  the  council  to  fill  the 
position  vacated  by  Carrol  L.  Wit- 
ten, M.D.,  past-president  of  the 
American  Academy  of  General 
Practice,  from  Louisville,  Kentucky. 

Doctor  Thomas  is  one  of  eight 
M.D.s  on  the  council.  He  has  been 
a general  practitioner  and  long  ac- 
tive in  organized  medicine  in  Okla- 
homa. In  1964-65  he  was  President 
of  the  OSMA  and  has  served  as 
Chairman  of  many  association  coun- 
cils and  committees.  He  is  present- 
ly one  of  the  state  association’s 
three  delegates  to  the  AMA,  and 
also  serves  on  the  Board  of  Direc- 
tors and  as  Chairman  of  the  Legis- 
lative Committee  of  the  American 
Academy  of  General  Practice. 

HIBAC  meets  at  the  call  of  the 
Secretary  of  HEW  or  upon  request 
of  five  or  more  of  its  own  mem- 
bers. 

OSMA  Offers  New 
Life  Insurance  Program 

A new  and  improved  program  of 
group  term  life  insurance  for  OSMA 
members  is  now  available.  En- 
dorsed by  the  OSMA’s  Council  on 
Insurance,  the  new  policy  is  under- 
written by  the  Massachusetts  Mu- 
tutal  Life  Insurance  Company. 

A maximum  life  insurance  bene- 
fit of  $50,000  will  be  available  up 
to  age  60  at  rates  based  upon 
age  categories.  In  addition,  large 
amounts  of  accidental  death  bene- 
fits are  included.  Prior  to  age  60, 
the  plan  will  pay  a total  of  $150,000 
for  accidental  death  and  $250,000  if 
death  occurs  on  a common  carrier. 

For  flying  physicians,  the  new 
plan  offers  full  aviation  coverage, 
regardless  of  the  number  of  total 
hours  flown  by  the  pilot. 

The  association’s  old  program, 
also  underwritten  by  Massachusetts 
Mutual  Life  Insurance  Company,  had 
a stable  premium  with  an  annually 
decreasing  amount  of  term  life  in- 
surance. The  new  program  offers 
a stable  benefit  and  an  increasing 


premium.  All  OSMA  members  in- 
sured under  the  old  policy  have  the 
opportunity  of  electing  to  partici- 
pate in  the  new  program  by  sub- 
mitting evidence  of  insurability. 
However,  the  old  policy  may  be 
continued  without  any  increase  in 
cost  or  reduction  of  benefits. 

Walter  Wilson,  Insurance  Counsel 
for  the  OSMA,  worked  with  the  as- 
sociation to  create  the  new  pro- 
gram. The  result  was  a program 
which  offers  enlarged  benefits  at 
greatly  reduced  rates  per  $1,000  of 
coverage. 

Premium  rates  for  the  new  policy 
are  as  follows:  For  physicians  age 
30  and  under,  the  annual  premium 
will  be  $100;  30  through  39  will  have 
an  annual  premium  of  $200;  40 

through  49,  $400;  50  through  54,  $700; 
55  through  59,  $1,000. 

At  age  60,  the  basic  amount  of 
life  insurance  drops  from  $50,000  to 
$25,000  with  a corresponding  drop  in 
accidental  death  benefits  to  $75,000 
and  death  on  a common  carrier  to 
$125,000.  Premium  for  this  age 
group  is  $800  annually. 

Another  decrease  in  benefits  takes 
place  at  age  65  through  69.  The 
amount  of  basic  life  insurance  drops 
to  $10,000,  accidental  death  benefit 
drops  to  $30,000,  and  death  on  a 
common  carrier  to  $50,000.  Annual 
premium  for  this  age  category  is 
$500. 

Interested  physicians  may  contact 
the  OSMA  executive  office  or  Wal- 
ter C.  Wilson,  C.L.U,  Administrator, 
1470  First  National  Bank  Building, 
Oklahoma  City  73102.  Q] 

Resolutions  Received 
By  The  Journal 

Tributes  acknowledging  the  loss 
by  the  medical  profession  and  the 
faculty  of  the  University  of  Okla- 
homa School  of  Medicine  by  the 
deaths  of  four  of  its  members  have 
been  received  by  The  Journal  from 
the  Office  of  the  Dean  of  the  OU 
Medical  Center. 

Copies  of  the  resolutions  honoring 
Paul  Kimmelstiel,  M.D.,  Howard  B. 
Shorbe,  M.D.,  John  P.  Colmore, 
M.D.,  and  Henry  H.  Turner,  M.D., 
have  been  sent  to  their  relatives 
with  sympathy  and  a desire  to  share 
their  mutual  loss. 
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Carpenter  Named  Health 
Department  Head 

R.  Leroy  Carpenter,  M.D.,  has 
been  named  State  Commissioner  of 
Health.  Doctor  Carpenter’s  appoint- 
ment was  announced  by  the  mem- 
bers of  the  State  Board  of  Health. 

Carpenter  has  served  as  Chief  of 
Personnel  Health  Services  for  the 
State  Health  Department  since  1968. 
He  has  also  worked  in  epidemiology, 
venereal  diseases,  tuberculosis  con- 
trol, chronic  disease  control,  emer- 
gency medical  services,  immuniza- 
tion and  dental  services. 

Shortly  after  being  appointed  Car- 
penter outlined  a four-point  pro- 
gram of  environmental  quality  con- 
trol, family  planning  and  genetic 
counseling,  consumer  protection  and 
improved  medical  services  for  rural 
communities. 

In  developing  health  services  in 
specific  areas,  Carpenter  said  this 
effort  would  include  the  Oklahoma 
State  Medical  Association  and  the 
University  of  Oklahoma  Medical 
School.  “I  would  like  to  praise  the 


R.  LEROY  CARPENTER,  M.D. 

work  those  two  groups  have  al- 
ready done  in  rural  medical  coun- 
seling, and  hope  we  can  join  forces 
in  that  area,”  he  said. 

Referring  to  consumer  protection, 
Carpenter  mentioned  “hundreds  of 


injuries  and  some  deaths”  each  year 
in  Oklahoma  due  to  unsafe  toys  sold 
to  parents  who  do  not  realize  the 
danger  to  their  children.  He  said 
he  would  strive  to  eliminate  this 
hazard. 

The  doctor  is  a 1956  graduate 
from  the  University  of  Kansas  Med- 
ical School.  He  served  a rotating 
internship  at  Bethany  Hospital,  Kan- 
sas City  and  followed  with  a resi- 
dency at  the  University  of  Oklahoma 
Medical  Center.  The  doctor  is  pres- 
ently working  on  his  masters  of 
Public  Health  (MPH)  at  the  Uni- 
versity of  Oklahoma  School  of 
Health.  This  degree  will  be  con- 
ferred in  August  of  this  year. 

After  his  appointment  Doctor  Car- 
penter named  two  men  to  serve  as 
Deputy  Commissioners  in  the  State 
Health  Department.  They  are  Lloyd 
F.  Pummill  who  presently  serves 
as  Chief  of  Environmental  Health 
Services  and  Ted  Herbelin,  M.D., 
who  recently  came  to  work  as  Spe- 
cial Assistant  to  the  Acting  State 
Health  Commissioner,  John  W. 
Shackelford,  M.D.  □ 


HOMEMAKERS’ 

Home  and  Health  Care  Services,  Inc.,  Subsidiary  of  The  Upjohn  Co. 


Some  of  the  services  available  through  the  Upjohn-Homemakers  service  program  are: 

( ) PERSONAL  CARE  FOR  CONVALESCENT,  DISABLED,  ELDERLY.  INCLUDES  MEAL  PREPARA- 
TION BATHING,  CLEANING 

( ) FAMILY  CARE,  LIGHT  HOUSEKEEPING  IN  CASES  OF  HOSPITALIZATION  OR  DISABILITY 
( ) NURSING  SERVICES  AS  ORDERED  BY  THE  DOCTOR  PERFORMED  BY  LICENSED  NURSES 
( ) EMPLOYEES  ARE  SCREENED,  INSURED,  BONDED  AND  SUPERVISED 

( ) SERVICE  PROVIDED  BY  DAY,  PART-  DAY,  24-HOUR,  WEEKLY,  LIVE-IN  . . AS  NEEDED  BY  THE 
CUSTOMER 

( ) STAFF  OF  OVER  50  INCLUDES  HOMEMAKERS,  NURSE  AIDES,  LPN's,  RN's. 

Service  may  be  provided  in  the  customer's  home  or  in  an  institution.  Upjohn-Homemakers  is 
not  an  employment  agency  or  a government  bureau.  The  company  is  responsible  for  employee 
performance,  satisfaction  guaranteed.  Upjohn-Homemakers  is  not  a Medicare  agency.  The  cus- 
tomer is  billed  weekly  for  services  rendered  and  payment  is  made  directly  to  the  company. 
Service  is  carefully  planned  to  minimize  cost  to  the  customer  bringing  the  service  within 
reach  of  the  average  family. 

OKLAHOMA  CITY  OFFICE:  1411  Classen  Blvd.  PHONE  525-6571  A/C  405 
WICHITA  OFFICE:  625  Maple.  PHONE  262-1852  A/C  316 
TULSA  OFFICE:  COMING  SOON!  100  Offices  Coast  To  Coast 
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Sites  Named  For 
Two  Drug  Seminars 

Quartz  Mountain  Lodge  on  Lake 
Altus,  Lugert,  will  be  the  site  of 
the  fourth  OSMA  Drug  Abuse  Semi- 
nar for  physicians.  Scheduled  for 
Thursday  evening,  April  8th,  the 
seminar  is  one  of  six  being  held 
by  the  association’s  Alcoholism  and 
Drug  Abuse  Committee  to  familiar- 
ize physicians  with  the  short  term 
diagnosis  and  treatment  of  drug  in- 
toxicated patients. 

Fifth  seminar  in  the  series  will 
be  held  on  Thursday  evening,  May 
13th  at  Lake  Texhoma  Lodge  on 
Lake  Texhoma.  Both  meetings  will 
start  at  6:30  p.m.  and  dinner  will 
be  served. 

Following  dinner,  Doctor  Jim 
Earls,  M.D.,  Associate  Professor  of 
Psychiatry  at  the  OU  Medical  Cen- 
ter will  talk  on  “Acute  Symptoms 
and  Management  of  Drug  Users.” 
This  will  be  followed  by  a presen- 
tation from  Tom  Donica,  M.D.,  on 
advising  and  counseling  parents  and 
family  members  of  a drug  abusing 
patient.  Donica  is  also  associate 
professor  of  psychiatry  at  OU. 

A panel  discussion  will  close  the 
meeting.  Faculty  for  the  panel  will 
include  Doctors  Earls  and  Donica 
and  A1  Paredes,  M.D.,  Professor  of 
Research  Psychiatry  at  OU.  Frank 
Adelman,  M.D.,  Enid  psychiatrist, 
chairman  of  the  special  subcommit- 
tee that  organized  and  planned  the 
entire  program  will  act  as  program 
moderator. 

Two  and  one-half  hours  of  credit 
from  the  American  Academy  of  Gen- 
eral Practice  is  given  for  seminar 
attendance. 

Registration  fee  for  each  of  the 
seminars  will  be  $10  per  person,  to 
cover  cost  of  the  meal  and  program 
expense. 

Physician’s  wives  and  office  per- 
sonnel are  invited  to  attend  each 
seminar,  but  must  pay  the  $10  reg- 
istration fee. 

Recently  the  OSMA  distributed  a 
Drug  Abuse  Treatment  Manual.  The 
manual  was  compiled  for  use  in 
conjunction  with  the  drug  abuse 
seminars  and  all  physicians  are 
urged  to  retain  their  copy  for  fu- 
ture reference. 


Special  Notice: 


OKLAHOMA  PHYSICIANS 


1.  Your  choice  of  lease  plans -open 
or  closed  end. 

2.  Quick  credit  check. 

3.  Highly  competitive  rates. 

4.  Your  choice  of  any  make  of  car. 

5.  Cash  for  the  car  you  now  own. 

6.  Personalized  service  by  a local  busi- 
nessman whose  future  business  de- 
pends on  keeping  yours. 


Chas.  Walker 
Lease  Mgr. 


“OLD  RELIABLE" 

DOWNTOWN 

CHEVROLET 

604  West  Main 

Oklahoma  City,  Oklahoma  Code  405  232*0281 


DEATHS 

MAXWELL  A.  JOHNSON,  M.D. 

1914-1971 

Former  OSMA  President,  Maxwell  A.  Johnson,  M.D.,  died 
in  Tulsa,  February  23rd,  1971.  A native  of  Chicago,  Doctor  John- 
son received  his  medical  degree  from  the  University  of  Chicago 
School  of  Medicine  in  1943.  He  served  with  the  Navy  in  both 
World  War  II  and  the  Korean  Conflict. 

The  Tulsa  urologist  had  practiced  there  since  1948.  In  1965 
he  assumed  duties  as  president  of  the  Tulsa  County  Medical 
Society.  He  served  as  President  of  the  OSMA  in  1967-68.  He 
had  also  been  President  of  the  Oklahoma  Urology  Association. 

Certified  by  the  American  Board  of  Urology,  Doctor  Johnosn 
was  a member  of  the  Southwest  Congress  of  Surgeons,  the  Alpha 
Omega  Alpha  and  the  Phi  Beta  Pi  as  well  as  other  medical  and 
urological  groups.  He  had  been  an  advisor  to  the  University  of 
Oklahoma  Medical  School. 


ROBERT  E.  NATHAN,  M.D. 

1911-1971 

Tulsa  internist,  Robert  E.  Nathan,  M.D.,  died  February  2nd, 
1971  in  Tulsa.  Born  in  Frankfort,  Germany,  Doctor  Nathan  grad- 
uated from  the  University  of  Florence  School  of  Medicine  in 
1936.  He  came  to  New  York  in  1938.  Following  practice  in  Hous- 
ton, Texas,  where  he  was  an  Instructor  in  Internal  Medicine  at 
Baylor  College  School  of  Medicine,  Doctor  Nathan  moved  to  Tulsa 
where  he  was  practicing  at  the  time  of  his  death. 
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Miscellaneous  Advertisements 


GENERAL  SURGEON  SEEKS 
practice  opportunity  in  Oklahoma. 
Licensed  in  Pennsylvania  and  New 
York,  eligible  in  Oklahoma.  Eligible, 
American  Board  of  Surgery.  Desires 
location  with  emphasis  on  surgery, 
but  will  do  limited  general  practice. 
Contact  Key  S,  The  Journal,  Okla- 
homa State  Medical  Association,  601 
N.W.  Expressway,  Oklahoma  City, 
Oklahoma  73118. 

ARKANSAS-PSYCHIATRY  RESI- 
DENCY in  an  excellent,  dynamic 
diversified,  non-obligated  UNIVER- 
SITY program.  Stipends:  $11,000- 

$14,000  plus  fringe  benefits.  Write 
Wm.  G.  Reese,  M.D.,  4301  W.  Mark- 
ham (Slot  506),  Little  Rock,  Arkan- 
sas 72201.  Phone  501  664-5000. 

MEDICAL  STUDENT  DESIRES 
Oklahoma  City  employment  in  phy- 
sician’s office,  part  time  until  July, 
then  full  time  through  summer; 
practical  work  experience  in  OU 
Family  Practice  Clinic,  histories, 
hematocrits,  urinalyses,  emergency 
room;  45  graduate  hours  in  anat- 
omy. Contact  Jimmy  Martin,  3404 
Eastwood  Drive,  Oklahoma  City 
73115.  Telephone  677-6077. 

EXCELLENT  GENERAL  PRAC- 
TICE OPPORTUNITY  in  community 
which  needs  several  additional  phy- 
sicians. Desire  to  retire  soon.  Near- 
ly new  clinic  for  sale  or  lease;  in- 
cludes laboratory,  x-ray,  physio-ther- 
apy, pharmacy,  and  necessary  space 
to  accommodate  two  physicians. 
Contact  Russel  W.  Lewis,  M.D.,  1901 
West  Broadway,  Sulphur,  Oklahoma 
73086. 

SENIOR  GENERAL  SURGICAL 
RESIDENT  with  family  seeking  a 
locums  tenens  position  for  all  or 
part  of  July,  1971,  in  general  prac- 
tice or  general  surgical  practice. 
Experienced  in  practice  coverage 
and  emergency  room  medicine.  Re- 
ply to  Key  F.,  The  Journal,  Okla- 
homa State  Medical  Association, 
601  N.W.  Expressway,  Oklahoma 
City,  Oklahoma  73118. 


GENERAL  PRACTITIONERS— 
Have  you  been  thinking  about  tak- 
ing a residency?  Some  of  our  best 
residents  come  from  your  ranks. 
We  have  openings  in  approved 
three-year  internal  medicine,  four- 
year  general  surgery,  and  four-year 
pathology  programs.  Contact  F.  H. 
McGregor,  M.D.,  Director  of  Medi- 
cal Education,  Baptist  Memorial 
Hospital,  5800  N.W.  Grand  Boule- 
vard, Oklahoma  City,  Oklahoma 
73112.  Phone  405  946-6411. 


PHYSICIAN  NEEDED  for  per- 
forming physical  examinations 
splitting  week  with  another  physi- 
cian. Two  and  one-half  days  per 
week  required.  Please  reply  by 
phone  to  AC  405  232-2393  or  write 
to  505  W.  Main  Street,  Oklahoma 
City  73102. 

ELECTROENCEPHLOGRAPHIC 
MACHINE  owned  by  retiring  neuro- 
surgeon. Designed  by  Doctor  Off- 
ner.  All  transitor— eight  channels. 
Needs  little  maintenance.  Portable. 
Robert  Hewitt,  1225  N.W.  17th,  Okla- 
homa City  73106.  Telephone  524- 
8241.  □ 
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Choose 

the  smooth  road 

to  thyroid 

replacement  therapy 


The  automatic 


transition* 


Your  patients  start  thyroid  therapy 
smoothly,  easily.  They  feel  better  all 
along  the  way  with  no  metabolic 
“bumps.” 

The  gradual  physiologic  action  of  T4 
SYNTHROID  provides  virtually 
an  “automatic”  transition  through 
the  range  of  complete  thyroid  re- 
placement therapy.1 

Predictably  responsive! 

This  kind  of  comfortable  patient  re- 
sponse has  made  SYNTHROID 
the  most  widely  prescribed  brand  of 
thyroid  drug  in  the  United  States. 
It’s  a Cadillac  of  thyroid  medications 
. . . with  Volkswagen  economy.2 

The  road  to  normalized  thyroid  sta- 
tus is  a continuous  one.  You  make 
it  smooth  and  economical  with 
SYNTHROID. 


1.  The  deiodination  of  T4  to  T3at  the  cellular  level  has  been 
discussed  in  the  literature.  Reprints  on  the  subject  are 
available  from  the  Flint  Laboratories  Medical  Department. 
Use  of  T4  alone  therefore  provides  your  patients  with  a 
natural  hormone  combination  of  T3 — T4. 

2.  Patient  cost  of  SYNTHROID  is  less  than  a penny  a day 
more  than  desiccated  thyroid.  SYNTHROID  costs  patients 
nearly  50%  less  than  the  synthetic  combination  products: 
American  Druggist  BLUEBOOK,  March  1970-71 


Synthroid 

(sodium  levothyroxine) 


FREE 

MEDICATION  DISPENSERS 

TO  START  ALL  YOUR  PATIENTS  ON 
SYNTHROID, IN  THESE  STRENGTHS: 

0.05  mg.  (white);  0.1  mg.  (yellow); 
0.15  mg.  (violet);  0.2  mg.  (pink). 


seven  color-coded  strengths  plus  injectable 


Indications:  SYNTHROID  (sodium  levothyroxine)  is  specific 
replacement  therapy  for  diminished  or  absent  thyroid  function 
resulting  from  primary  or  secondary  atrophy  of  the  gland, 
congenital  defect,  surgery,  excessive  radiation,  or  antithyroid 
drugs.  Indications  for  SYNTHROID  (sodium  levothyroxine) 
Tablets  include  myxedema,  hypothyroidism  without  myx- 
edema, hypothyroidism  in  pregnancy,  pediatric  and  geriatric 
hypothyroidism,  hypopituitary  hypothyroidism,  simple  (non- 
toxic) goiter,  and  reproductive  disorders  associated  with 
hypothyroidism.  SYNTHROID  (sodium  levothyroxine)  Injec- 
tion is  indicated  in  myxedematous  coma  and  other  thyroid 
dysfunctions  where  rapid  replacement  of  the  hormone  is 
required.  When  a patient  does  not  respond  to  oral  therapy, 
SYNTHROID  (sodium  levothyroxine)  injection  may  be 
administered  intravenously  to  avoid  any  question  of  poor 
absorption  by  either  the  oral  or  the  intramuscular  route. 
Precautions:  As  with  other  thyroid  preparations,  an  over- 
dosage may  cause  diarrhea  or  cramps,  nervousness,  tremors, 
tachycardia,  vomiting  and  continued  weight  loss.  These  effects 
may  begin  after  four  or  five  days  or  may  not  become  apparent 
for  one  to  three  weeks.  Patients  receiving  the  drug  should  be 
observed  closely  for  signs  of  thyrotoxicosis.  If  indications  of 
overdosage  appear,  discontinue  medication  for  2-6  days,  then 
resume  at  a lower  dosage  level.  In  patients  with  diabetes 
mellitus,  careful  observations  should  be  made  for  changes  in 
insulin  or  other  antidiabetic  drug  dosage  requirements.  If 
hypothyroidism  is  accompanied  by  adrenal  insufficiency,  as 
Addison’s  Disease  (chronic  subcortical  insufficiency),  Sim- 
mond’s  Disease  (panhypopituitarism)  or  Cushing’s  syndrome 
(hyperadrenalism),  these  dysfunctions  must  be  corrected  prior 
to  and  during  SYNTHROID  (sodium  levothyroxine)  adminis- 
tration. The  drug  should  be  administered  with  caution  to 
patients  with  cardiovascular  disease;  development  of  chest 
pains  or  other  aggravations  of  cardiovascular  disease  requires 
a reduction  in  dosage. 

Contraindications : Thyrotoxicosis,  acute  myocardial  infarction. 
Side  effects:  The  effects  of  SYNTHROID  (sodium  levothy- 
roxine) therapy  are  slow  in  being  manifested.  Side  effects, 
when  they  do  occur,  are  secondary  to  increased  rates  of  body 
metabolism;  sweating,  heart  palpitations  with  or  without  pain, 
leg  cramps,  and  weight  loss.  Diarrhea,  vomiting,  and  nervous- 
ness have  also  been  observed.  Myxedematous  patients  with 
heart  disease  have  died  from  abrupt  increases  in  dosage  of 
thyroid  drugs.  Careful  observation  of  the  patient  during  the 
beginning  of  any  thyroid  therapy  will  alert  the  physician  to 
any  untoward  effects. 

In  most  cases  with  side  effects,  a reduction  of  dosage  fol- 
lowed by  a more  gradual  adjustment  upward  will  result  in  a 
more  accurate  indication  of  the  patient’s  dosage  requirements 
without  the  appearance  of  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg. 
SYNTHROID  (sodium  levothyroxine) TABLET  is  equivalent 
to  approximately  one  grain  thyroid,  U.S.P.  Administer 
SYNTHROID  tablets  as  a single  daily  dose,  preferably  after 
breakfast.  In  hypothyroidism  without  myxedema,  the  usual 
initial  adult  dose  is  0.1  mg.  daily,  and  may  be  increased  by  0.1 
mg.  every  30  days  until  proper  metabolic  balance  is  attained. 
Clinical  evaluation  should  be  made  monthly  and  PBI  measure- 
ments about  every  90  days.  Final  maintenance  dosage  will 
usually  range  from  0.2-0. 4 mg.  daily.  In  adult  myxedema, 
starting  dose  should  be  0.025  mg.  daily.  The  dose  may  be 
increased  to  0.05  mg.  after  two  weeks  and  to  0.1  mg.  at  the 
end  of  a second  two  weeks.  The  daily  dose  may  be  further 
increased  at  two-month  intervals  by  0.1  mg.  until  the  optimum 
maintenance  dose  is  reached  (0.1 -1.0  mg.  daily). 

Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15  mg.,  0.2 
mg.,  0.3  mg.,  0.5  mg.,  scored  and  color-coded,  in  bottles  of 
100  and  500.  Injection:  500  meg.  lyophilized  active  ingredient 
and  10  mg.  of  Mannitol,  N.F.,  in  10  ml.  single-dose  vial,  with 
5 ml.  vial  of  Sodium  Chloride  Injection,  U.S.P. , as  a diluent. 
SYNTHROID  (sodium  levothyroxine)  INJECTION  may  be 
administered  intravenously  utilizing  200-400  meg.  of  a solu- 
tion containing  100  meg.  per  ml.  If  significant  improvement  is 
not  shown  the  following  day,  a repeat  injection  of  100-200 
meg.  may  be  given. 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOl  LABORATORIES  INC 

Morton  Grove.  Illinois  60053 


As  your  hypothyroid 
patients  travel 
along  the  smooth 
road*  let  us  be 
of  service  in  these 
4 specific  ways: 


I FREE  FILM  AND 
BOOK  ON  HYPO- 
THYROIDISM: In 
a 30-minute,  16-mm. 
sound/color  film,  5 
prominent  endocri- 
nologists discuss 
“Thyroid  Deficiency — 
Current  Concepts  of 
Diagnosis  and 
Treatment”.  Film 
available  on  FREE 
loan  to  physician 
groups  or  hospitals. 

A new  book,  soon  to 
be  published,  is 
devoted  to  the 
clinical  aspects  of 
hypothyroidism.  The 
author,  a leading 
endocrinologist, 
describes  the  many 
faces  of  the  condition 
and  emphasizes  the 
importance  of  clinical 
assessment  of  the 
patient.  Write,  or  ask 
your  Flint  man.  to  be 
placed  on  our  list  to 
receive  a free  copy. 


\ NEW  THYROID 
FUNCTION  TEST 
BOOK:  Newly 
published  Guideposts 
to  Thyroid  Therapy 
discusses  the  tests 
most  appropriate  for 
use  with  each  type  of 
thyroid  medication. 
Fully  describes 
thyroid  function  tests 
and  places  their 
relative  values  in 
perspective  for 
physicians.  It  will 
give  you  valuable  new 
insights  into  the  role 
of  these  tests  in 
diagnosis  and 
treatment.  FREE— 
ask  your  Flint  man. 


3 TO  START 
THERAPY.  FREE 
TAB-MINDER 
dispensing  units,  color- 
coded  to  match  colors 
of  SYNTHROID 
tablets  in  starting 
dosage  strengths. 
TAB-MINDER  helps 
patients  to  regularly 
take  the  thyroid 
dosage  you  prescribe, 
avoid  medication 
errors.  Ask  your 
Flint  man. 


4 SYNTHROID® 
INJECTION  FOR 
THYROID 
EMERGENCIES: 
Whenever  (as  in 
myxedema  coma) 
rapid  replacement  of 
thyroid  hormone  is 
needed  to  sustain  life, 
prompt  clinical 
response  is  essential. 
SYNTHROID 
INJECTION  makes 
this  therapy  instantly 
available.  Useful  also 
in  postoperative 
thyroid  medication 
situations  until  oral 
therapy  can  be 
reinstated.  Ask  your 
Flint  man  for  further  . 
information. 


FREE 

MEDICATION  DISPENSERS 

TO  START  ALL  YOUR  PATIENTS  ON 
SYNTHROID,  IN  THESE  STRENGTHS: 

0.05  mg.  (white) ; 0. 1 mg.  (yellow) ; 
0.15  mg.  (violet);  0.2  mg.  (pink). 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC. 

Morton  Grove,  Illinois  60053 


When  Constipation 
is  a Concern . . . 


Doxidan  relieves  constipation: 


■ gently  — minimal  laxative  side  effects 


■ predictably —overnight  results 


■ conveniently — one  or  two  capsules  at 
bedtime 


■ economically— costs  less  per  effective 

daily  dose* 

Composition:  Each  capsule  contains  50  mg.  danthron  N.F.  and  60  mg. 
dioctyl  calcium  sulfosuccinate.  Supplied:  Bottles  of  30,  100  (FSN  6505- 
074-3169)  and  1000  (FSN  6505-890-1247)  and  Unit  Dose  100’s 


DOXIDdN 

(laxative  with  stool  softener) 


©The 

Logical 

Laxative 


'based  on  actual  drug  store  survey  of  prescribed  dosages 


HOECHST 

PHARMACEUTICAL  CO. 
Somerville,  N.J.  08876  U.S.A. 


C-168 


Yes,  KolantyF. 

Kolantyl  Gel/  Wafers  contain 

aluminum  hydroxide/ magnesium  hydroxide,  and 

Bentyl  (dicyclomine  hydrochloride)  too. 


v The  Wm.  S.  Merrell  Company 

Merrell  J Division  of  Richardson-Merrell  Inc. 
■ ' Cincinnati,  Ohio  45215 


A 

BUILDING  BLOCK 
TO  RECOVERY 


juncfive  therapy 


double  strength 


Orenzyme 
Bitabs 


One  tablet  q.i.d. 


Trypsin  100.000  N.F.  Units.  Chymolrypsirv  8.000  N.F.  Units; 
ypumplent  in  tryptic  activity  to  40  mg.  ol  N.F,  trypsin 

Reduces  swelling 
Hastens  healing 
Speeds  recovery 


One  fabletq.i.d. 


Indications:  When  used  as  adjunctive  therapy  for  the  rapid 
resolution  of  inflammation  and  edema,  good  results  have 
been  obtained  in-. 

□ Accidental  Trauma  □ Postoperative  Tissue  Reactions. 
Other  conventional  measures  of  treatment  should  be  used 
as  indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given 
to  patients  with  a known  sensitivity  to  trypsin  or  chymotrypsin. 
Precautions:  It  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo- 
philia, or  with  severe  hepatic  or  renal  disease.  Safe  use  in 
pregnancy  has  not  been  established. 

Adverse  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrequently.  Reports  include  allergic  mani- 
festations (rash,  urticaria,  itching),  gastrointestinal  upset 
and  increased  speed  of  dissolution  of  animal-origin  surgical 
sutures.  There  have  been  isolated  reports  of  anaphylactic 
shock,  albuminuria  and  hematuria.  Increased  tendency  to 
bleed  has  also  been  reported  but,  in  controlled  studies,  it 
has  been  seen  with  equal  incidence  in  placebo-treated 
groups.  (See  Precautions.)  It  is  recommended  that  if  side 
effects  occur  medication  be  discontinued. 

Dosage:  One  tablet  q.i.d. 

I THE  NATIONAL  DRUG  COMPANY 

1 DIVISION  OF  RICHARDSON  MERRELL  INC. 

PHILADELPHIA.  PENNSYLVANIA  19U4 

TRADEMARK  61  TABS  U S.  PATENT  NO.  3.004.093  9/70  0-009A  161 


Bitabs 


Trypsin:  100,000  N.F.  Units,  Chymotrypsin:  mM  8,000  N.F.  Units;  equivalent  in  tryptic  activity  to  40  mg.  of  N.F  trypsin 


The  causes  of  vaginitis 
are  multiple 


Trichomonads . . . monilia . . . bacteria 

You  can  depend  on  AVC  — comprehensive 
therapy  that  combats  all  three  major  vaginal 
pathogens,  alone  or  in  combination. 


AVC 


sulfanilamid 


Cream  (aminacrine  hydrochloride  0.2% 

15.0%,  allantoin  2.0%) 

Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul- 
fanilamide 1 .05  Gm.,  allantoin  0.14  Gm.) 


Contraindications:  Known  sensitivity  to  sulfonamides. 

Precautions/ Adverse  Reactions:  The  usual  precautions  for  topical 
and  systemic  sulfonamides  should  be  observed  because  of  the  pos- 
sibility of  absorption.  Burning,  increased  local  discomfort,  skin 
rash,  urticaria  or  other  manifestations  of  sulfonamide  toxicity  are 
reasons  to  discontinue  treatment. 

Dosage:  One  applicatorful  or  one  suppository  intravagi- 
nally  once  or  twice  daily. 

Supplied:  Cream  — Four-ounce  tube  with  or  without  applicator. 
Suppositories  - Box  of  12  with  applicator. 

TRADEMARK;  AVC  AV-104  2/71  Y-149 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


AVC 

The  treatment  is  singular 


65th  ANNUAL  MEETING 
Oklahoma  State  Medical  Association 

April  29  - May  1, 1971  Tulsa,  Oklahoma 

TULSA  ASSEMBLY  CENTER 

■fa  Two  and  one-half  days  of  Scientific  Programs 
"Ask  Al  Capp"  - Creator  of  L'il  Abner 
Trustees  and  House  of  Delegates  Meetings 
Wine  Tasting  Party  - Friday  Night 
•fa  Cocktail  Party  and  Inaugural  Dinner-Dance  - Saturday  Night 
Exhibits 

PLAN  NOW  TO  ATTEND! 
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Tract  , 
Record. 


A record  of  clinical  efficacy  in  treating  bacterial  infections  of  the  respiratory, 
genitourinary  and  gastrointestinal  tracts  caused  by 
susceptible  strains  of  pneumococci,  H.  influenzae,  staphylococci, 
streptococci,  Klebsiellae,  E.coli.  Enterobacter,  Shigella. 

A record  of  years  of  dependable  broad-spectrum  activity 
A record  of  high  urine  and  serum  antibiotic  levels 


all  with  a 500mg.  potency,  bid. 
prescription  cost. 


nience  and  low 


(500 mg. 
tetracycline 
phosphate 
complex) 

For  complete  information  consult 
Official  Package  Circular. 

(3)  4/2/70 

Indications:  Infections  of  respiratory, 
gastrointestinal  and  genitourinary 
tracts  and  skin  and  soft  tissues  due 
to  tetracycline-sensitive  organisms. 

In  staphylococcal  infections,  indi- 
cated surgical  procedures  should  be 
performed. 

Contraindications:  Hypersensitivity  to 
tetracyclines. 

Warnings:  Photodynamic  reactions 
have  been  produced  by  tetracy- 
clines. Natural  and  artificial  sunlight 
should  be  avoided  during  therapy. 

Stop  treatment  if  skin  discomfort 
occurs.  With  renal  impairment,  sys- 
temic accumulation  and  hepato- 
toxicity  may  occur.  In  this  situation, 
lower  doses  should  be  used  and 
serum  estimations  may  be  neces- 
sary during  prolonged  therapy. 

Tooth  staining  and  enamel  hypo- 
plasia may  be  induced  during  tooth 
development  (last  trimester  of  preg- 
nancy, neonatal  period  and  child- 
hood). 

Precautions:  Mycotic  or  bacterial 
superinfections  may  occur.  Infants 
may  develop  increased  intracranial 
pressure  with  bulging  fontanels. 

Cases  of  gonorrhea  with  a sus- 
pected primary  lesion  of  syphilis 
should  have  darkfield  examinations 
before  receiving  treatment.  In  all 
other  cases  where  concomitant 
syphilis  is  suspected,  monthly 
serological  tests  should  be  per- 
formed for  a minimum  of  4 months. 

Adverse  Reactions:  Glossitis,  stoma- 
titis, nausea,  diarrhea,  flatulence, 
proctitis,  vaginitis,  dermatitis,  and 
allergic  reactions  may  occur. 

Usual  Adult  Dose:  One  Gm./day  in  2 or 
4 equally  divided  doses.  Continue 
therapy  for  ten  days  in  Group  A 
beta-hemolytic  streptococcal  infec- 
tions. Administer  one  hour  before 
or  two  hours  after  meals. 

Supplied:  Capsules— 250  mg.  in  bottles 
of  16  and  100.  bidCAPS-500  mg.  in 
bottles  of  16  and  50. 

A.H.F.S.  Category  8:12 


BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 
Syracuse,  New  York  13201 


DRUG  ABUSE 
TREATMENT  SEMINAR 

Four  seminars  on  the  diagnosis  and  treat- 
ment of  the  drug  intoxicated  patient  have 
been  scheduled  by  the  OSAAA  Drug  Abuse 
Committee. 

The  seminars  are  located  throughout  the 
state  so  that  as  many  physicians  as  possible 
may  be  able  to  attend.  Each  is  an  evening 
meeting  with  dinner  being  served  and  fol- 
lowed by  the  scientific  program.  A registra- 
tion fee  of  $10  per  person  covers  the  cost 
of  the  meal  and  meeting  expenses. 


All  physicians  should  plan  to  attend  the 
seminar  in  their  area. 


April  8th— Altus  * 

May  13th— Lake  Texhoma  Area* 
June  10th— Oklahoma  City  * 

*Exact  location  of  seminar  will  be  announced 
later. 
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Taste! 


t 


20th  Annual 
Postgraduate  Course 
in 


PEDIATRICS 


Dicarbosil 

ANTACID 

Your  ulcer  patients  and 
others  will  love  it.  Specify 
DICARBOSIL  144's-144  tab- 
lets in  12  rolls. 


I 


ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis.  Missouri  63102 


University  of  Texas  Medical  Branch 

April  1 5th- 1 6th,  1971  Galveston 

This  course  will  emphasize  practical  pedia- 
trics with  guest  lecturers. 

For  detailed  information  write  L.  H.  Lock- 
hart, M.D.,  Chairman,  Pediatric  Postgraduate 
Committee,  University  of  Texas  Medical 
Branch,  Galveston,  Texas  77550. 

AAAAAAAAAAAAAAAAAA 


PSYCHIATRIC  HOSPITAL 
DAY  HOSPITAL 

DEPARTMENT  OF  OUT  PATIENT 
PSYCHIATRY 

DEPARTMENT  OF  ADOLESCENT 
PSYCHIATRY 


Narcotic  Cases  Not  Admitted 

LAWN 


PSYCHIATRIC  HOSPITAL 


Senior  Consultants 
Perry  C.  Talkington,  AA.D. 
Charles  L.  Bloss,  AA.D. 

Psychiatrist-in-Chief 
Howard  AA.  Burkett,  AA.D. 

AAedical  Director 
James  K.  Peden,  AA.D. 

Associate  Psychiatrists 
Jerry  AA.  Lewis,  AA.D. 
Claude  L.  Jackson,  AA.D. 

EVergreen  1-7181 


Dode  Mae  Hanke,  AA.D. 
Thomas  H.  Allison,  AA.D. 
AAaurice  S.  Green,  AA.D. 
Doyle  I.  Carson,  AA.D. 
Stanley  L.  Seaton,  AA.D. 
Keith  H.  Johansen,  AA.D. 
Charles  G.  AAarkward,  AA.D. 
Joe  W.  King,  AA.D. 

Claude  R.  Nichols,  AA.D. 
Larry  E.  Tripp,  AA.D. 

Aretta  J.  Rathmell,  AA.D. 
Donald  N.  Offutt,  AA.D. 

Dallas, 


Clinical  Psychology 
David  H.  Lipsher,  Ph.D. 
John  T.  Gossett,  Ph.D. 

Dale  R.  Turner,  Ph.D. 
Robert  W.  Hagebak,  Ph.D. 

Social  Work 

Sally  Stansfield,  AA.S.W. 
Kathleen  Wood,  AA.S.W. 
AAargie  W.  Buell,  AA.S.S.W. 
Robert  P.  Stewart,  AA.S.S.W. 
Cecelia  Coffelt,  AA.S.S.W. 
Lionel  C.  Landry,  AA.S.W. 

cas  75223 


Occupational  Therapy 

Geraldine  Skinner,  B.S., 
O.T.R.,  Director 


Recreational  Therapy 
Lois  Timmins,  Ed.D.,  Director 

Director  of  Nurses 

AAae  Belle  James,  R N. 

Administrator 

Ralph  AA.  Barnette,  B.B.A. 

P.O.  Box  11288 
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Oklahoma  State  Medical  Association 


DIRECTORY  OF  CLINICS,  HOSPITALS,  LABORATORIES 


6THB  eOTNB  CAMPLEtl  HOSPITAL 

2601  Spencer  Road  Mailing  Address  P.O.  Box  374,  Spencer,  Oklahoma  73084 

Phone  405  427-2441 

STAFF 

James  A.  Cox,  Jr.,  M.D. 

Charles  E.  Smith,  Jr.,  M.D. 

A.  A.  Hellams,  M.D. 

Hugh  M.  Conner,  M.D. 

Charles  E.  Leonard,  M.D. 

Harold  J.  Binder,  M.D. 

Charles  F.  Oberman,  M.D. 

Richard  B.  Lincoln,  M.D. 

Robert  J.  Outlaw,  M.D. 

Sam  Collins,  M.D. 

Moorman  P.  Prosser,  M.D. 

Nolen  Armstrong,  M.D. 

Joseph  A.  Rieger,  M.D. 

Wm.  L.  Savage,  M.D. 

Harold  G.  Sleeper,  M.D. 

Thomas  Donica,  M.D. 

Carl  R.  Smith,  M.D. 

Jim  Earls,  M.D. 

DOLORES  WIGGINS 

Hospital  Administrator 

Charles  L.  Reynolds,  Jr.,  M.D.,  F.A.C.S. 
Clinical  Director 

Diplomate  of  the  American  Board  of  Urology 


SENIOR  UROLOGISTS 
J.  Hartwell  Dunn,  M.D.,  F.A.C.S. 
Meredith  M.  Appleton,  M.D.,  F.I.C.S. 
Diplomates  of  the  American  Board  of  Urology 


ADMINISTRATRIX 
Mrs.  Pat  Clark 


THE 

DUNN-REYNOLDS 
UROLOGY  CENTER 

3113  Northwest  Expressway 
OKLAHOMA  CITY,  OKLAHOMA 

Telephone  Victor  3-5761 


General  Urology 
Pediatric  Urology 

Neoplastic  Surgery,  Urinary  Tract 
Renal  Vascular  Surgery 

Plastic  and  Reconstructive  Surgery,  Urinary  Tract 
Fertility  Problems 

Complete  Clinical  Laboratories 
Tissue  Pathology 
Radioactive  Isotopes 
Renal  Function  Studies 
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GOLDFAIN  RHEUMATISM-ARTHRITIS 

LABORATORY 

228  NORTHWEST  1 3th  STREET 

OKLAHOMA  CITY,  OKLAHOMA 

DEVOTED  TO  THE  DIAGNOSIS  AND  TREATMENT  OF  RHEUMATIC  DISEASES 

€> 

X-RAY  AND  CLINICAL  LABORATORY  SURVEY  OF  EACH  PATIENT 

<8> 

E.  GOLDFAIN,  M.D.,  Director 


McALESTER  CLINIC 

Third  and  Seminole 
McAlester,  Oklahoma 

Complete  Cfiinie 


Surgery 

‘George  M.  Brown,  Jr.,  M.D.,  F.A.C.S. 

E.  H.  Shuller,  M.D 
'William  G.  Blanchard,  M.D. 

Obstetrics  - Gynecology 

*W.  Riley  Murphy,  Jr.,  M.D 
*D.  Ross  Rumph,  M.D. 

Paul  P.  Saneman,  M.D. 

Ophthalmology 

'Fred  D.  Switzer,  M.D. 

Anesthesiology 

H.  C.  Wheeler,  M.D. 

Jewell  M. 
Business 

'Certified  by  Specialty  Board 


Internal  Medicine 

•s.  L.  Norman,  M.D. 

'C.  K.  Holland,  Jr.,  M.D. 
Leroy  M.  Milton,  M.D. 

Pediatrics 

'Thurman  Shuller,  M.D. 

D.  W.  Bridges,  Jr.,  M.D. 

Radiology 

'Bruce  H.  Brown,  M.D. 

Otolaryngology 

Samuel  E.  Dakil,  M.D. 

Family  Medicine 

Charles  S.  Cunningham,  M.D. 

Green,  Jr. 

Manager 


XXX 


Oklahoma  State  Medical  Association 


George  S.  Bozalis,  M.D. 
Vernon  D.  Cushing,  M.D. 
George  L.  Winn,  M.D. 


Robert  S.  Ellis,  M.D. 

Lyle  W.  Burroughs,  M.D. 
Charles  D.  Haunschild,  M.D. 


Administration 
Dwight  Mitchell,  Jr. 

Oklatoma  Allergy  Clmic 


Specializing  in  the  diagnosis  and 
treatment  of  allergic  diseases 


PASTEUR  MEDICAL  BUILDING 

711  N.W.  Tenth  Street  Oklahoma  City,  Oklahoma 


OKLAHOMA  CITY  CLINIC 

301  Northwest  12th  Street  Oklahoma  City,  Oklahoma  236-0641 


Internal  Medicine 

W.  W.  Rucks,  Jr.,  M.D. 

Medicine 

Robert  C.  Lawson,  M.D. 

Medicine,  Metabolic  Diseases 
James  J.  Gable,  Jr.,  M.D. 

Medicine,  Cardiology 
William  S.  Pugsley,  M.D. 

Medicine,  Arthritis 
Charles  W.  Cathey,  M.D. 

Medicine,  Cardiology 
Charles  W.  Robinson,  Jr.,  M.D. 
Medicine,  Cardiology 


General  Surgery 

Edward  R.  Munnell,  M.D. 

General,  Vascular 
Frank  G.  Gatchell,  M.D. 

General,  Head  and  Neck 
H.  Jack  Brown,  M.D. 
General,  Vascular 


Thoracic  Surgery 

Edward  R.  Munnell,  M.D. 

Obstetrics  - Gynecology 

John  W.  Records,  M.D. 
Schales  L.  Atkinson,  M.D. 

Orthopedic  Surgery 

Robert  P.  Holt,  M.D. 

Edwin  R.  Maier,  M.D. 
Wayne  B.  Lockwood.  M.D. 

Otologic,  Rhinologic,  and 
Laryngeal  Surgery 

Bronchoesophagology 
Head  and  Neck  Surgery 
L.  Chester  McHenry,  M.D. 
Ethan  A.  Walker,  Jr.,  M.D. 

Clinical  Psychology 

Virgil  T.  Hill,  Ph  D. 

Dermatology 

Julian  W.  Swann,  M.D. 


Pediatrics 

James  E.  Mays,  Jr.,  M.D. 

Pediatrics,  Endocrine  Disorders 
Armond  H.  Start,  M.D. 

Pediatrics 

Jerry  D.  Razook,  M.D. 

Pediatrics 

Jerry  R.  Nida,  M.D. 

Pediatrics 

Richard  Lee  Austin,  M.D. 
Pediatrics 


Radiology 

Diagnostic  and  Therapeutic 
Edmond  H.  Kalmon,  Jr.,  M.D. 
Melvin  C.  Hicks,  M.D. 

Leonardo  J.  De  Carlo,  M.D. 

Urology 

Donald  D.  Albers,  M.D. 

Obie  L.  Stalcup,  Jr.,  M.D. 

Occupational  and  Acute  Medicine 

Elton  W.  LeHew,  M.D. 
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Orthopedic  & Arthritis  Center 

McBride  clinic,  inc. 

600  N.W.  11th  Street 

Oklahoma  City,  Oklahoma  — 2 3 2-0341 

DEPARTMENT  OF  ARTHRITIS 
•William  K.  Ishmael,  M.D.,  F.A.C.P. 

John  A.  Blaschke,  M.D. 

•Phillip  J.  Wright,  M.D. 

Mary  L.  Duffy  Honick,  M.D. 

Claude  M.  Bloss,  Jr.,  M.D. 

DEPARTMENT  OF  OCCUPATIONAL  and 
INDUSTRIAL  MEDICINE 
Robert  R.  Dugan,  M.D. 

DIRECTOR  OF  LABORATORIES 
*J.  N.  Owens,  Jr.,  M.D.,  F.C.A.P..  F.A.C.P. 

•Specialty  Board  Diplomate 

MANAGEMENT  SERVICES 

J.  Lamont  Baxter,  M.A.,  J.D.,  C.P.A. 

Administrator  & Controller 
Mary  Magruder,  Personnel  Director 


DEPARTMENT  OF  ORTHOPEDICS 
•Russell  D.  Harris,  M.D.,  F.A.C.S. 
•Marvin  K.  Margo,  M.D.,  F.A.C.S. 
•James  P.  Bell,  M.D.,  F.A.C.S. 
•Stephen  Tkach,  M.D.,  F.A.C.S. 
•Joseph  F.  Messenbaugh  III.  M.D. 

J.  Patrick  Evans,  M.D. 


CONSULTANT  EMERITUS 
•Earl  D.  McBride,  M.D.,  F.A.C.S. 


TISSUE  EXAMINATIONS 

Surgery 

E.  M.  Gullatt,  M.D. 

♦Richard  M.  Taliaferro,  M.D.,  F.A.C.S. 

♦Paul  E.  Sauer,  M.D. 

Obstetrics  and  Gynecology 
J.  B.  Wallace,  M.D. 

E.  F.  Deese,  M.D. 

Orthopedic  Surgery 
♦David  C.  Ramsay,  M.D.,  F.A.C.S. 
Pediatrics 

♦George  K.  Stephens,  M.D.,  F.A.A.P. 
Pathology 

♦Larry  W.  Cartmell,  M.D. 

Consulting  Pathologist 


THE 

SUGG 

CLINIC 

Incorporated 

Complete  Clinical  and  Laboratory  Facilities 
RADIUM  AND  X-RAY  THERAPY 

Internal  Medicine 
♦John  B.  Morey,  M.D.,  F.A.C.P. 
♦Frank  J.  Martin,  M.D.,  F.A.C.P. 
James  F.  Hohl,  M.D. 

♦John  E.  Roberts,  M.D. 

Cardiology 

♦Michael  Hunsaker,  M.D. 

General  Medicine 
Carl  D.  Wiseman,  M.D. 

Otolaryngology  and  Ophthalmology 

*Wm.  G.  Peterson,  M.D.,  F.I.C.S. 
Radiology 
*H.  B.  Yagol,  M.D. 

Business  Manager 
John  A.  Barringer 


100-04  E.  13th  Street 
ADA,  OKLAHOMA 
Telephone  332-5252 


♦Specialty  Board  Diplomate 
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THE  OKLAHOMA  PLASTIC  SURGERY  CENTER,  INC. 

Plastic  and  Reconstructive  Surgery 
Cosmetic,  Maxillo-Facial  and  Hand  Surgery 

TWO  LOCATIONS 

GILBERT  L.  HYROOP,  M.D.,  F.A.C.S.  DAVID  WILLIAM  FOERSTER,  M.D 

3141  N.W.  Expressway  5700  N.W.  Grand  Blvd. 

Oklahoma  City,  Oklahoma  73112  Oklahoma  City,  Oklahoma  73112 

VI  8-3341  Wl  2-6822 

Dr.  Hyroop  and  Dr.  Foerster  are  Board  Certified  in  Plastic  Surgery 


1420  N.  Robinson 

Medical  Equipment 


SURGICAL  SUPPLY  CO.,  INC. 

OF  OKLAHOMA 

Phone  236-4381  Oklahoma  City,  Okla.  73101 

Surgical  Instruments  General  Sttflplies 


YOUR  OSMA  ANNUAL  MEETING  - 
APRIL  29th -May  1st,  1971 

Fairmont-Mayo  Hotel 
and 

Tulsa  Assembly  Center 
Tulsa,  Oklahoma 

One  of  the  highlights  of  the  three-day  meeting  will  be  Saturday  afternoon, 

May  1st,  when  America's  favorite  cartoonist,  Al  Capp,  appears  before  the  group 
of  physicians  and  their  wives.  His  talk  entitled  "Ask  Al  Capp"  will  be  informal 
as  he  reads  and  answers  questions  from  a stack  of  cards  submitted  by  the 
audience.  Plan  to  attend  the  meeting  and  be  sure  to  hear  Mr.  Capp  who  is  one 
of  the  most  popular  speakers  in  America  today. 
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ALLERGY 


W.  T.  MCCOLLUM,  M.D. 


RAYMOND  L.  ROSE,  M.D. 


437  N.W.  12th  St.  Oklahoma  City,  Okla. 

JOHNNY  A.  BLUE,  B.A.,  M.D. 

Allergy  Group 

Fellow  American  Academy  of  Allergy 
Fellow  American  College  of  Allergists 
Diagnosis  and  Treatment  of  Allergic  Diseases 
Lister  Medical  Bldg.— 430  N.W.  12 
236-1 446  — 236-1447 

235-6461 

CONSULTANTS  IN  CARDIOVASCULAR  DISEASES 
(Including  Cardiac  Catheterizations  and  Angiography) 
Diplomates,  American  Board  of  Internal  Medicine 
in  Cardiovascular  Diseases  and  Internal  Medicine 
Fellows,  Council  of  Clinical  Cardiology 
American  Heart  Association 
Fellows,  American  College  of  Cardiology 
Fellows,  American  College  of  Physicians 

FANNIE  LOU  LENEY,  M.D. 

Fellow  American  College  of  Allergists 
Fellow  American  Academy  of  Allergy 
Diagnosis  and  Treatment  of  Allergic  Diseases 

CLINICS 

THE  DURANT  HOSPITAL  AND  THE  DURANT  CLINIC 
Durant,  Okla. 

TeleDhone  843-6611  Office 
Residence  843-3541 

Staff 

W.  A.  Hyde,  M.D.,  F.A.C.S.  Alfred  T.  Baker,  M.D. 

James  T.  Colwick,  Jr.,  M.D. 

3141  N.W.  Expressway,  Room  501  Oklahoma  City,  Okla. 

ARTHRITIS 

MIAMI  CLINIC 

Miami  Clinic  Bldg. — 30  B,  S.W.  Miami,  Oklahoma 

THE  ARTHRITIS  CLINIC 

Rex  M.  Graham,  M.D.  Obstetrics  8,  Gynecology 

H.  W.  Wendelken,  M.D.  _ Internal  Medicine  8.  Cardiology 

J.  E.  Highland,  M.D.  _ ._  .General  Practice 

Harry  C.  Ford,  M.D.  Eye,  Ear,  Nose  8<  Throat 

Glenn  W.  Cosby,  M.D. Obstetrics  8.  Gynecology 

Arthritis,  Rheumatism  and  Related  Diseases 

Ralph  H.  Cully,  D.D.S.  ...  __  ...  Dental  Surgery 

Lyman  C.  Veazey,  M.D. 

Philip  J.  Campbell,  Ph  D.,  M.D.,  Lloyd  G.  McArthur,  Ph.D.,  M.D. 
Robert  C.  Troop,  M.D.  Winfred  L.  Medcalf,  M.D. 

DERMATOLOGY 

WILLIAM  E.  EASTLAND,  M.D.,  F.A.C.R. 

207  C Street  NW  Ardmore,  Okla.  73401 

Dermatology  and  Malignancies  of  the  Skin 
Grenz  Ray  X-Ray  Radium  Therapy 

1211  North  Shartel  Physicians  8.  Surgeons  Building 

Oklahoma  City,  Oklahoma  Phone  235-1446 

Phone  223-5180  If  no  answer:  223-4895 

HERVEY  A.  FOERSTER,  M.D. 

CARDIOLOGY 

Practice  Limited  to  Diseases  of  the  Skin 
X-Ray  and  Radium  Therapy 

1212  N.  Walker  Oklahoma  City 

F.  REDDING  HOOD,  M.D.,  F A C.P. 

Consultation  in  Cardiovascular  Disease  and  Electrocardiography 
1220  N Walker 

Osier  Annex  Telephone  235-2346 

Oklahoma  City,  Okla. 

RONALD  W.  GILCHRIST,  JR.,  M.D. 

Diseases  and  Malignancies  of  the  Skin 
X-Ray  Therapy 

4200  South  Douglass  Avenue  632-4200 

South  Community  Medical  Center  Oklahoma  City,  Oklahoma 

DONALD  E.  JOHNSON,  M.D. 

STANLEY  R.  McCAMPBELL,  M.D. 

Diseases  and  Malignancies  of  the  Skin 
X-Ray  Therapy 

330  South  Fifth  234-5121 

Enid,  Oklahoma 

Cardiology  and  Electrocardiography 

W.  A.  SHOWMAN,  M.D. 

1211  North  Shartel  236-1295 

Practice  Limited  to  Diseases  and  Malignancies  of  the  Skin 
X-Ray — Grenz  Ray  and  Radium  Therapy 
850  Utica  Square  Tulsa,  Okla. 

Oklahoma  City,  Oklahoma 

Medical  Center  747-7521 

JAMES  S.  WILLIAMS,  M.D. 

SKIN  8,  SKIN  CANCER  CENTER 
C.  Jack  Young,  M.D. 

Cardiology  and  Electrocardiography 
Price  Tower  Bartlesville,  Oklahoma  336-6450 

Radium  Therapy  X-Ray  Therapy 

Surgical  Planing  of  Acne  Scars  8,  Tattoos 

CARDIOVASCULAR 

Hemangiomas 

CLINIC  BUILDING  3434  N.W.  56th 

OKLAHOMA  CITY,  OKLAHOMA  946-5678 

CARDIOVASCULAR  CLINIC 

Wm.  Best  Thompson,  M.D.  Galen  P.  Robbins,  M.D. 

William  S.  Myers,  M.D  William  R.  Bullock,  M.D. 

Hubert  H.  Beil,  M.D. 

Adult  and  Pediatric  Cardiovascular  Diseases 
Cardiac  catheterizations,  aortography  and  coronary  arteriography 
Radioisotope  studies  and  telephone  electrocardiography 
Lipoprotein  Electrophroesis  and  Treadmill  effort  tolerance 
Pasteur  Medical  Bldg.  Doctors  Medical  Bldg. 

1111  North  Lee  5700  NW  Grand  Blvd. 

232-9226  Oklahoma  City  946-6731  Oklahoma  City 

DIAGNOSIS 

HUGH  JETER,  M.D.,  F.A.C.P.,  A.S.C.P. 

American  Board  of  Internal  Medicine 
Diagnosis  and  Internal  Medicine  Clinical  Pathology 

Osier  Building  Oklahoma  City  Phone  232-8274 

CARDIOVASCULAR  ASSOCIATES 

J.  J.  DONNELL,  M.D.  J.  L.  BRESSIE,  M.D. 

G.  L.  HONICK,  M.D.  A.  F.  ELLIOTT,  M.D. 

Adult  and  Pediatric  Cardiovascular  Diseases 
Cardiac  catheterizations,  aortography  and  selective  arteriography, 
and  telephone  electrocardiography 
Physicians  and  Surgeons  Bldg.  Doctors  Medical  Bldg. 

1211  N.  Shartel  5700  N.W.  Grand  Blvd. 

235-4661  Oklahoma  City  947-2551 

EYE,  EAR,  NOSE  AND  THROAT 

GERALD  R.  DIXON,  M.D. 

Diseases  and  Surgery  of  the  Eye 
Certified  by  American  Board  of  Ophthalmology 
Phone  843-9337  3141  N.W.  Expressway 

Oklahoma  City 
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JOHN  W.  HUNEKE,  M.D. 

Diseases  and  Surgery  of  the  Eye 
Certified  by  the  American  Board  of  Ophthalmology 
Phone  322-1880  1201-G  East  5th 

Ada,  Oklahoma 


WILLIAM  D.  HEATH,  M.D. 

Diseases  and  Surgery  of  the  Eye 
Certified  by  American  Board  of  Ophthalmology 
Physicians  and  Surgeons  Bldg.  1211  N.  Shartel 

Oklahoma  City  232-1508 


JAMES  B.  MILLS,  M.D. 

Surgery  and  Diseases  of  the  Eye 
Certified  by  the  American  Board  of  Ophthalmology 
Physicians  and  Surgeons  Bldg.  1211  North  Shartel 

232-4222  Oklahoma  City 


Surgery  and  Diseases  of  the  Eye 
W.  S.  MUENZLER,  M.D. 

430  N.W.  12th  Street  Phone 

Lister  Building  232-6361 

Oklahoma  City 


DISEASES  AND  SURGERY  OF  THE  EYE 

TOM  LAMAR  JOHNSON,  M.D. 

Certified  by  the  American  Board  of  Ophthalmology 

Medical  Tower 
3141  N.W.  Expressway 
Suite  301  848-2893 

Oklahoma  City 


GASTROENTEROLOGY 


DOCTORS  MATTHEWS  AND  COLVERT 
Sanford  Matthews,  M.D. 

J.  R.  Colvert,  M.D.,  F.A.C.P. 

Certified  American  Board  of  Internal  Medicine  and 
Gastroenterology 

Complete  X-ray  and  Laboratory  Facilities 
1319  Classen  Drive  232-2033  Oklahoma  City,  Okla. 


INTERNAL  MEDICINE 


E.  GOLDFAIN,  M.D. 

Diagnosis  and  Treatment  of  Rheumatic  and  Arthritic  Diseases 
228  N.W.  13th  St.  Oklahoma  City 

Off.  Phone  235-9832  Res.  Phone  524-1102 


NEUROPSYCHIATRY 


SAM  COLLINS,  JR.,  M.D. 

Board  Qualified 
Psychiatry  and  Neurology 

3141  N.W.  Expressway 
Phone  843-5577 
Oklahoma  City,  Oklahoma 


A.  A.  HELLAMS,  B.S.,  M.D.,  F.A.P.A. 

Diplomate  of  American  Board  of  Psychiatry 
and  Neurology  in  Psychiatry 

209  Wildwood  Plaza  842-1131 

Oklahoma  City,  Oklahoma 


CHARLES  E.  LEONARD,  B.S.,  M.D.,  F.A.C.P.,  F.A.P.A. 

Certified  by  the  American  Board  of  Neurology 
and  Psychiatry  in  Psychiatry 

Practice  Limited  to 
Psychiatry  and  Psychoanalysis 

Medical  Tower — Suite  701  3141  N.W.  Expressway 

Telephone  842-0110  Oklahoma  City 


NEUROPSYCHIATRY 

CHARLES  E.  SMITH,  Jr„  M.D.,  F.A.P.A. 

ROBERT  J.  OUTLAW,  M.D. 
Diplomates  of  American  Board  of  Psychiatry 
and  Neurology  in  Psychiatry 


THURMAN  E.  COBURN,  Ph.D.,  Licensed  Clinical  Psychologist 
DAVID  SCHWARTZ,  A.C.S.W.,  Clinical  Psychiatric  Social  Worker 
Suite  306 

Physicians  8,  Surgeons  Building  1211  North  Shartel  235-8526 


CHARLES  F.  OBERMANN,  M.D.,  MS.,  F.A.P.A. 

Diplomate  American  Board  of  Psychiatry  and  Neurology 
in  Psychiatry 

Practice  Limited  to  Psychiatry  and  Neurology 

5101  N.  Shartel  - Shartel  Medical  Center 
Telephone  842-1466  Oklahoma  City,  Okla. 

MOORMAN  P.  PROSSER,  M.D.,  F.A.C.P.,  F.A.P.A. 
Diplomate  American  Board  of  Psychiatry  and  Neurology 
in  Psychiatry 

JOSEPH  A.  RIEGER,  M.D.  HUGH  M.  CONNER,  M.D. 

and 

RICHARD  B.  LINCOLN,  M.D. 
neurology,  Electroencephalography  and  the  Epilepsies 
in  the  practice  of  Psychiatry  and  Neurology 

427  Pasteur  Building  Phone  232-9895 

Oklahoma  City,  Oklahoma 


HAROLD  G.  SLEEPER,  M.D.,  F.A.P.A. 

Diplomate  American  Board  of  Psychiatry  and  Neurology 
in  Psychiatry 

Practice  Limited  to 
Psychiatry  — Electroencephalography 

235-6454  430  N.W.  12th  Street  Res.  525-6846 

Oklahoma  City 


OBSTETRICS  AND  GYNECOLOGY 


CHARLES  D.  BODINE,  M.D.,  F.A.C.O.G. 

Certified  American  Board  of  Obstetrics  and  Gynecology 
203  Medical  Tower 
3141  N.W.  Expressway 

848-2259  Oklahoma  City,  Oklahoma 


JAMES  A.  MERRILL,  M.D. 

Gynecology  and  Obstetrics 
University  of  Oklahoma  Medical  Center 
800  N.E.  13th  Street  Oklahoma  City,  Okla.  73104 


GERALD  ROGERS,  M.D.,  F.A.C.S. 

JAMES  C.  BEAVERS,  M.D.,  F.A.C.O.G. 

Certified  American  Board  of  Obstetrics  and  Gynecology 
Pasteur  Building,  1111  N.  Lee  Phone  232-8722 

Oklahoma  City,  Oklahoma 


JOE  BILLS  REYNOLDS,  M.D. 

Obstetrics  and  Gynecology 

5514  S.  Western  632-6691 

Oklahoma  City,  Oklahoma  73109 

E.  MALCOLM  STOKES,  M.D.,  F.A.C.S. 

Certified  American  Board  of  Obstetrics  and  Gynecology 
507  Doctors  Building — 2021  South  Lewis  Phone  743-6496 

Tulsa,  Oklahoma 


WENDELL  R.  SYLVESTER,  M.D. 

F.A.C.O.G.,  F.A.C.S. 

Suite  305-8  4200  South  Douglas 

Oklahoma  City,  Oklahoma  73109 
Telephone  405  632-7795 

Practice  limited  to  the  specialty  of  Obstetrics  and  Gynecology 
By  Appointment  Only 


ORTHOPEDICS 


WILLIAM  S.  DANDRIDGE 

B.A.,  M.D.,  M.S.  (Orthopedic  Surgery),  F.A.C.S.,  F.I.C.S. 
Orthopedic  Surgery 

Diseases,  Injuries,  Deformities  of  Spine  and  Extremities 
Parkview  Medical  Building 

330  South  5th  Street  Enid,  Oklahoma  73701 

Phone  233-5656 


Professional  Card  listings  are  available  to  members. 
They  are  sold  in  vertical  increments  of  one-half  inch, 
at  the  rate  of  $25.00  per  year. 


Suite  503 
Medical  Tower 
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SURGERY 


JOHN  FLORENCE,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Orthopedic  Surgery 
Orthopedic  Surgery,  Fractures,  Industrial  ln|urles 
1211  North  Shartel 
Oklahoma  City,  Oklahoma 


THE  MUSKOGEE  ORTHOPEDIC  CLINIC 

Port  Johnson,  M.D. 

Richard  A.  Storts,  M.D. 

Richard  L.  Pentecost,  M.D. 

Diplomates  American  Board  of  Orthopedic  Surgery 
211  South  36th  Street 

Zip  Code  74401  Phone  682-7717 

Muskogee,  Oklahoma 


JOHN  RAYMOND  STACY,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Orthopedic  Surgery 
Orthopedic  and  Fracture  Surgeon 

415  N.W.  12th  St.  235-6315 

Oklahoma  City,  Oklahoma 


THE  ORTHOPEDIC  CLINIC 
of 

TULSA,  OKLAHOMA 
Suite  203  Utica  Square  Medical  Center 
John  E.  McDonald,  M.D.  John  C.  Dague,  M.D. 

Practice  Limited  to  Bone  and  Joint  Surgery 


THE  O'DONOGHUE  ORTHOPAEDIC  CLINIC 

Orthopaedic  Surgery  — Fractures — Industrial  Injuries 
Pasteur  Medical  Building  — 1111  North  Lee 
Oklahoma  City,  Oklahoma 

Don  H.  O'Donoghue,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Orthopaedic  Surgery 
Gael  R.  Frank,  M.D.,  F.I.C.S. 

235-8385  By  Appointment 


WILLIAM  O.  COLEMAN,  M.D.,  F.A.C.S. 
Certified  American  Board  of  Surgery 
General  Surgery 

Suite  603  Baptist  Hospital  Complex 
5700  N.W.  Grand  Blvd. 
Telephone:  1 405  946-0727 


WARREN  L.  FELTON  II,  M.D. 

Diplomate  American  Board  of  Surgery 
Diplomate  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiovascular  Surgery 

Oklahoma  City,  Okla. 

702  Physicians  and  Surgeons  Bldg.  232-3274 


WILLIAM  J.  FORREST,  M.D. 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

1211  North  Shartel  235-3361 

Oklahoma  City 


ALLEN  E.  GREER,  M.D. 

JOHN  M.  CAREY,  M.D. 

NAZIH  ZUHDI,  M.D. 

WILLIAM  D.  HAWLEY,  M.D. 

Certified  American  Board  of  Surgery 
Certified  American  Board  of  Thoracic  Surgery 
Practice  Limited  to  Cardiovascular  and  Thoracic  Surgery 
(Open  Heart,  Vascular,  Pulmonary,  Esophageal) 
Bronchoscopy  Esophagoscopy 

1211  North  Shartel,  Suite  900  Oklahoma  City,  Okla.  73103 

235-3377 


WILLIAM  L.  WALDROP,  M.D. 

3434  N.W.  56th  Street  Oklahoma  City,  Oklahoma  73112 

Office  Phone  947-3367  Answering  Service  236-5508 

Orthopedic  Surgery 

Surgery  of  the  Hand  and  Reconstruction 
Fractures — Especially  Children 


PEDIATRICS 


General  Pediatrics 
G.  EDWARD  SHISSLER,  M.D. 

821  South  Pine  Phone  372-9577 

Stillwater,  Oklahoma 


ROBERT  B.  HOWARD,  M.D.,  F.A.C.S. 

Certified  American  Board  of  Surgery 
Practice  Limited  to  General  Surgery  and 
Diseases  of  the  Thyroid  Gland 

544  Pasteur  Medical  Bldg.  Phone  235-2341  Oklahoma  City 


GILBERT  L.  HYROOP,  M.D.,  F.A.C.S.,  F.I.C.S. 


Certified  by  the  American  Board  of  Plastic  Surgery 
Practice  Limited  to  Plastic  & Reconstructive  Surgery  and 
Cosmetic  Surgery 


Medical  Tower 
3141  N.W.  Expressway 


848-3341 

Oklahoma  City,  Oklahoma  73112 


RADIOLOGY 


RADIOLOGY  ASSOCIATES 


JAMES  T.  BOGGS,  M.D.  WAYNE  H.  SCHULTZ,  M.D. 

ROBERT  SUKMAN,  M.D.  LINDBERGH  J.  RAHHAL,  M.D. 

RICHARD  B.  PRICE,  M.D.  ROBERT  W.  GEYER,  Jr.,  M.D. 

GEORGE  BEN  CARTER,  M.D.  JOHN  R.  OWEN,  M.D. 

DAN  MITCHELL,  Jr.,  M.D. 


Diplomates  American  Board  of  Radiology 
X-Ray  — Diagnosis  Including  Angiography  and  Lymphangiography 
— Radiation  Therapy  — Isotopes  — Cobalt  Therapy 
Deep  and  Interstitial  Therapy 


204  Medical  Tower  Bldg. 
848-3711 

Baptist  Memorial  Hospital 
946-641 1 


Doctors  Medical  Building 
946-9923 

Physicians  and  Surgeons  Bldg. 
Suite  705  235-2583 


Deaconess  General  Hospital 
946-5581 


TULSA  RADIOLOGY  ASSOCIATES,  INC. 
Diplomates  of  American  Board  of  Radiology 
X-ray,  Diagnosis,  Radiation  Therapy  and  Isotopes 
416  Warren  Professional  Building 
622-5711 

St.  John's  Doctors  Building — 1705  East  19th  Street 
743-7883 


Lucien  M.  Pascucci,  M.D.,  FACR 
Ernest  S.  Kerekes,  M.D.,  FACR 
Donald  F.  Mauritson,  M.D. 

John  E.  Kauth,  M.D. 

John  L.  Rltan,  M.D. 

George  H.  Kamp,  M.D. 


Richard  F.  Barbee,  M.D. 
Norman  L.  Bartlett,  M.D. 
Thomas  S.  Llewellyn,  M.D. 
Theodore  J.  Brickner,  Jr.,  M.D. 
Tim  S.  Caldwell,  M.D. 

Zia  O.  Vargha,  M.D. 


GEORGE  H.  KIMBALL,  M.D.,  F.A.C.S. 

Certified  American  Board  of  Plastic  Surgery 
Plastic  and  Reconstructive  Surgery 
321  Pasteur  Building  Oklahoma  City  Phone  232-1036 


HERBERT  M.  KRAVITZ,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 
Reconstructive,  Cosmetic,  and  Hand  Surgery 
Office  946-2694  2620  Northwest  Expressway 

Oklahoma  City,  Oklahoma 


F.  M.  LINGENFELTER,  M.D.,  F.A.C.S. 

Surgery  and  Surgical  Diseases  of  the 
Thyroid  Gland 

216  Osier  Building  Oklahoma  City,  Okla. 


FRED  R.  MARTIN,  M.D. 

Diplomate  American  Board  of  Plastic  Surgery 


601  St.  John's  Doctors  Bldg. 

1705  East  19th  Street 


742-4851 

Tulsa,  Oklahoma  74104 


Professional  Card  listings  are  available  to  members. 
They  are  sold  in  vertical  increments  of  one-half  inch, 
at  the  rate  of  $25.00  per  year. 
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ROBERT  H.  SMILEY,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 
Diplomate  Board  of  Thoracic  Surgery 
Thoracic,  Cardiac,  and  Peripheral  Vascular  Surgery 
(Open  Heart,  Pulmonary,  Esophageal,  Bronchoscopy  and 
Esophagoscopy) 

3141  N.W.  Expressway  Oklahoma  City,  Oklahoma  73112 

Suite  1004  848-2668 


CHARLES  A.  TOLLETT,  B.S.,  M.D.,  D.Sc. 

Certified  American  Board  Surgery 
General  Surgery 

Dowell  Building  235-7750 

405  N.  Durland  Street  Oklahoma  City,  Oklahoma 


UROLOGY 


A.  De  QUEVEDO,  M.D.,  Inc. 

A.  de  Quevedo,  M.D. 

Diplomate  of  the  American  Board  of  Urology 
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President  Nixon’s  health  message  to  Con- 
gress had  two  dominant  features:  Proposal 
for  a National  Health  Insurance  Standards 
Act  and  a final  blueprint  for  the  President’s 
previously  announced  Family  Health  Insur- 
ance Plan.  The  NHISA  proposal  requires  em- 
ployers to  finance  the  bulk  of  costs  for  min- 
imum health  insurance  protection  of  their 
employees,  effective  July  1st,  1973.  Stand- 
ard coverage  would  include  in-patient  hos- 
pital care  or  the  equivalent  benefits  in  ex- 
tended care  facilities  or  home  health  serv- 
ices. Also  surgical  and  medical  care,  includ- 
ing physician’s  services,  laboratory  and 
X-ray  services,  maternity  care,  well-child 
care  and  children’s  eye  care.  Deductibles 
would  be  $100  per  person,  plus  two  days  of 
hospital  room  charges.  FHIP  would  protect 
low  income  families  not  covered  by  the  em- 
ployer plan.  Premium  costs  of  a family  of 
four  having  taxable  income  of  $3,000  or  less 
would  be  picked  up  by  the  government. 
Families  having  taxable  incomes  of  $3,000 
to  $5,000  would  pay  a portion  of  the  prem- 
ium costs.  FHIP  would  scrap  Medicaid  ex- 
cept for  the  aged,  blind  and  disabled. 

Health  Maintenance  Organizations  came  in 
for  a strong  push  in  the  President’s  message. 
Public  and  private  health  insurance  plans 
would  be  required  to  permit  members  to 
choose  HMO  memberships  wherever  avail- 
able. HMO  options  should  also  be  provided 
under  Medicare  and  FHIP,  the  President 
said.  To  spur  establishment  of  HMOs,  de- 
scribed as  “an  expensive  and  complicated 
task,”  the  President  proposed  a $23  million 
planning  program.  To  encourage  develop- 
ment of  HMOs  in  rural  areas  and  inner- 
cities,  $22  million  in  direct  grants  and  loans 
was  proposed.  Assistant  HEW  Secretary 
Lewis  H.  Butler  said  that  the  administra- 
tion’s goal  was  to  establish  100  new  HMOs 
in  1972  and  an  additional  100  in  the  next 
few  years.  He  said  30  now  exist  and,  “our 
aim  is  to  have  90  percent  of  the  population 
enrolled  in  HMOs  by  1980.” 

Draftable  doctors  may  have  to  start  worry- 
ing again.  The  two-year  reprieve  of  the  “doc- 
tor draft”  may  soon  be  ended.  The  Depart- 
ment of  Defense  is  now  weighing  a decision 
on  whether  to  issue  induction  calls  to  the 
pool  of  approximately  9,000  draft-eligible 
interns  and  residents.  The  Assistant  Sec- 
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retary  of  Defense  for  Health  and  Environ- 
ment has  reportedly  submitted  a request  for 
induction  of  at  least  1,250  physicians.  Un- 
der selective  service  policy,  physicians  are 
not  inducted  until  they  have  completed  in- 
ternship. First  to  be  drafted — if  the  order 
is  signed — would  be  those  26  years  old.  Last 
to  be  called  would  be  the  35  year  olds. 

Chiropractors  came  in  for  knocks  in  Feb- 
ruary. Eighteen  prominent  physicians  and 
others  interested  in  health  care  have  joined 
in  a letter  written  by  Alton  Ochsner,  M.D., 
New  Orleans,  to  state  their  “sincere  hope 
that  the  Congress  will  accept  the  over- 
whelming evidence  now  available  that  chiro- 
practic should  not  be  included  in  any  health 
care  program  for  the  people,  such  as  Medi- 
care Medicaid,”  and  that  “chiropractic  must 
not  be  included  in  any  national  health  insur- 
ance program  under  consideration.”  The 
letter  was  sent  to  the  Chairman  of  the  Sen- 
ate Finance  Committee  and  the  House  Ways 
and  Means  Committee  with  copies  to  all 
members  of  Congress. 

A tax  incentive  proposal  aimed  at  encourag- 
ing physicians  to  practice  in  designated 
“physician  shortage”  areas  has  been  intro- 
duced by  Senator  John  Tower  (R-Texas). 

The  bill  provides  that  the  first  $20,000  of 
adjusted  gross  income  from  practice  would 
be  tax  exempt  during  the  first  year  of  par- 
ticipation. Decreasing  exemptions  would  be 
authorized  for  an  additional  four  years.  To 
be  eligible  lor  the  tax  incentives,  physicians 
would  be  required  to  practice  for  a minimum 
of  two  years  in  any  physician  shortage  area 
of  his  choice. 

AMA’s  Medicredit  bill  has  been  reintroduced 
in  the  Congress.  Several  changes  have  been 
made  from  last  year’s  version.  Previously, 
Medicredit  proposed  that  a family  with  a 
federal  income  tax  liability  of  $300  or  less 
would  get  a 100  percent  subsidy.  The  new 
bill  will  propose  a total  subsidy  for  only 
families  whose  incomes  are  so  low,  or  whose 
deductions  are  so  high,  that  they  owre  no 
federal  income  taxes.  □ 


The  hypochondriac 

fugitive  from  anxiety 

For  many  patients  with 
hypochondriacal  tendencies,  physical 
complaints  represent  a device  by 
which  they  can  avoid  facing 
emotionally  charged  personal 
problems.  When  anxiety  is 
pronounced,  the  calming  action 
of  Librium  (chlordiazepoxide  HCI), 
by  relieving  anxiety,  may  foster 
communication,  favor  productive 
counseling  and  accelerate  relief  of 
anxiety-linked  symptoms. 

Librium  is  used  alone  or 
concomitantly  with  certain  primary 
drugs  for  some  medical  conditions 
associated  with  undue  anxiety.  It 
has  demonstrated  a dependable 
antianxiety  action  in  many  clinical 
areas.  For  oral  administration. 

Librium  is  supplied  in  three  dosage 
strengths  to  control  mild,  moderate 
and  severe  anxiety. 

whenever  moderate  to  severe 
anxiety  is  a contributory  factor 


LibriumlO  mg 

(chlordiazepoxide  HCI) 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary 
of  which  follows: 

Indications:  Indicated  when  anxiety, 
tension  and  apprehension  are  significant 
components  of  the  clinical  profile. 

Contraindications:  Patients  with 
known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  pos- 
sible combined  effects  with  alcohol  and 
Other  CNS  depressants.  As  with  all  CNS- 
acting  drugs,  caution  patients  against 
hazardous  occupations  requiring  com- 
plete mental  alertness  (e.g.,  operating 
machinery,  driving).  Though  physical 
and  psychological  dependence  have 
rarely  been  reported  on  recommended 
doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who 
might  increase  dosage;  withdrawal 
symptoms  (including  convulsions),  fol- 
lowing discontinuation  of  the  drug  and 
similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in 
pregnancy,  lactation,  or  in  women  of 
childbearing  age  requires  that  its  poten- 
tial benefits  be  weighed  against  its  pos- 
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Precautions:  In  the  elderly  and  debili- 
tated, and  in  children  over  six,  limit  to 
smallest  effective  dosage  (initially  1 0 mg 
or  less  per  day)  to  preclude  ataxia  or 
oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally 
not  recommended,  if  combination  ther- 
apy with  other  psychotropics  seems  indi- 
cated, carefully  consider  individual  phar- 
macologic effects,  particularly  in  use  of 
potentiating  drugs  such  as  MAO  inhibi- 
tors and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired 
renal  or  hepatic  function.  Paradoxical 
reactions  (e.g.,  excitement,  stimulation 
and  acute  rage)  have  been  reported  in 
psychiatric  patients  and  hyperactive  ag- 
gressive children.  Employ  usual  precau- 
tions in  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  sui- 
cidal tendencies  may  be  present  and  pro- 
tective measures  necessary.  Variable 
effects  on  blood  coagulation  have  been 
reported  very  rarely  in  patients  receiving 
the  drug  and  oral  anticoagulants;  causal 


relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in 
the  elderly  and  debilitated.  These  are 
reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occa- 
sionally observed  at  the  lower  dosage 
ranges.  In  a few  instances  syncope  has 
been  reported.  Also  encountered  are 
isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyrami- 
dal  symptoms,  increased  and  decreased 
libido— all  infrequent  and  generally  con- 
trolled with  dosage  reduction;  changes  in 
EEG  patterns  (low-voltage  fast  activity) 
may  appear  during  and  after  treatment; 
blood  dyscrasias  (including  agranulocy- 
tosis), jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy. 
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At  least  seventy-five  out  of 
one  hundred  adults  with 
duodenal  ulcers  are  men.1 
Why?  It  may  be  signifi- 
cant that  duodenal  ulcer 
patients  tend  to  crave 
recognition  and  are 
“especially  vulnerable  to 
threats  to  their  manly 
assertive  independence.”2 


Hypersecretion— an  atavistic  response. 

Stewart  Wolf,  who,  with  Harold  G.  Wolff, 
studied  the  personalities  of  duodenal  ulcer 
patients,  wonders  if  masculine  competitive- 
ness is  related  to  “an  atavistic  urge  to  devour 
an  adversary.”  It  is  striking,  he  reports,  that 
an  accentuation  of  gastric  acid  secretion  and 
motility  can  be  “induced  in  ulcer  patients  by 
discussions  that  arouse  feelings  of  inade- 
quacy, frustration  and  resentment.”2 


By  chance?  A lean,  hungry  lot.  Was  the 
link  between  emotions  and  gastric  hyper- 
acidity acquired  through  mutation  to  serve 
a purpose?  During  man’s  jungle  period  of 
evolution,  the  investigator  points  out,  a male 
dealt  with  a foe  by  killing  and  devouring  it. 
“It  may  be  more  than  coincidence,”  he  con- 
cludes, that  peptic  ulcer  patients  appear  to 
be  “a  lean,  hungry,  competitive  lot.”3 


Big  boys  don’t  cry.  If  more  men  criet 
maybe  fewer  would  wind  up  with  duodem 
ulcers.  But  men  will  be  men— the  sum  total  c 
their  genes  and  what  the 
are  taught.  Schottstaec 
observes  that  when 
mother  admonishes  he 
son  who  has  hurt  himsel 
that  big  boys  don’t  cry,  sh 
is  teaching  hii 
stoicism.4  Crying  is  th 
negation  of  everythin 
society  thinks  of  as  manlj 
A boy  starts  defending  hi 
manhood  at  an  early  ag< 


Take  away  stres: 
you  can  take  away  symptom: 

There  is  no  question  that  stress  plays 
role  in  the  etiology  of  duodenal  ulcei 
Alvarez5  observes  that  many  a man  with  a 
ulcer  loses  his  symptoms  the  day  he  shuts  u 
the  office  and  starts  out  on  a vacation.  Th 
problem  is,  the  type  of  man  likely  to  have  a 
ulcer  is  the  type  least  likely  to  take  Ion 
vacations  or  take  it  easy  at  work. 


The  rest  cure  vs.  the  two-way  action  o 
Librax.®  For  most  patients,  the  rest  cure  i 
as  unrealistic  as  it  is  desirable.  Still,  th 
stress  factor  must  be  dealt  with.  And  her 
is  where  the  dual  action  of  adjunctive  Libra 
can  help.  Librax  is  the  only  drug  that  com 


bines  the  tranquilizing 
action  of  Librium® 
(chlordiazepoxide 
HC1)  with  the  potent 
anticholinergic 
action  of  Quarzan 
(clidinium  Br).  ' 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 


Protects  man  from  his  own  hungry  per- 
sonality. The  action  of  Librium  reduces 
anxiety — helps  protect  the  vulnerable  patient 
from  the  psychological  overreaction  to  stress 
that  clutches  his  stomach.  At  the  same  time, 
the  action  of  Quarzan  helps  quiet  the  hyper- 
active gut,  decreasing  hypermotility  and 
hypersecretion. 

An  inner  healing  environment  with  1 
or  2 capsules,  3 or  4 times  daily.  Of  course, 
there’s  more  to  the  treatment  of  duodenal 
ulcer  than  a prescription  for  Librax.  The  pa- 
tient— with  your  guidance — will  have  to  ad- 
just to  a different  pattern  of  living  if  treat- 
ment is  to  succeed.  During  this  adjustment 
period,  1 or  2 capsules  of  Librax  3 or  4 times 
daily  can  help  establish  a desirable  environ- 
ment for  healing. 

Librax:  It  can’t  change  man’s  nature. 
But  it  can  usually  make  it  easier  for  men  to 
cope  with  the  discomfort  of  stress— both 
psychic  and  gastric — that  can  precipitate 
and  exacerbate  duodenal  ulcer. 

Librax:  Rx  #60  1 cap.  a.c.  and  2 h.s. 


Indications:  Indicated  as  adjunctive  therapy  to  control 
emotional  and  somatic  factors  in  gastrointestinal 
disorders. 

Contraindications:  Patients  with  glaucoma; 
prostatic  hypertrophy  and  benign  bladder 
neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or 
clidinium  bromide. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g.,  operating 
machinery,  driving).  Though  physical  and  psychological 
dependence  have  rarely  been  reported  on  recommended  doses, 
use  caution  in  administering  Librium  (chlordiazepoxide 
hydrochloride)  to  known  addiction-prone  individuals  or  those 
who  might  increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the  drug  and  similar 
to  those  seen  with  barbiturates,  have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women  of  childbearing  age 
requires  that  its  potential  benefits  be  weighed  against  its 
possible  hazards.  As  with  all  anticholinergic  drugs,  an  inhibiting 
effect  on  lactation  may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  over- 
sedation or  confusion  (not  more  than  two  capsules  per  day 
initially;  increase  gradually  as  needed  and  tolerated).  Though 
generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric  patients.  Employ  usual 
precautions  in  treatment  of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in  patients  receiving 
the  drug  and  oral  anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsi- 
ness, ataxia  and  confusion  may  occur,  especially  in  the  elderly 
and  debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally  observed 
at  the  lower  dosage  ranges.  In  a few  instances  syncope  has 
been  reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood  dyscra- 
sias  (including  agranulocytosis),  jaundice  and  hepatic  dys- 
function have  been  reported  occasionally  with  chlordiazepoxide 
hydrochloride,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy.  Adverse  effects 
reported  with  Librax  are  typical  of  anticholinergic  agents,  i.e., 
dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmolytics  and/or  low 
residue  diets. 

in  the  treatment  of 
duodenal  ulcer 
#i  adjunctive 

Librax 

Each  capsule  contains  5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  Br. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc, 

Nutley,  N.J.  07110 


Who’s  afraid  of  the 
big  bad  enema? 

We  all  are.  But  Dulcolax  is  the  cure  for  enemaphobia. 

It  can  do  almost  anything  an  enema  can  - except  look  scary. 

Just  one  suppository  usually  assures  a predictable  bowel 
movement  in  15  minutes  to  an  hour  Gone  are  the  tubing,  the  "accidents”, 
and  the  bruised  egos  associated  with  enemas 

For  preoperative  preparation,  the  combination  of  tablets 
at  night  and  a suppository  the  next  morning  usually  cleans  the  bowel  thor- 
oughly. Suppositories  may  also  be  particularly  helpful  when  straining  should 
be  avoided  as  in  postoperative  care. 

As  with  any  laxative,  abdominal  cramps  are  occasionally 
noted.  The  drug  is  contraindicated  in  the  acute  surgical  abdomen. 

Dulcolax... it’s  predictable 

bisacodyl 
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PRimER 

PLUS 

Flexoplast 


A practical, 
ambulatory  treatment 
for  leg  ulceration 

The  Flexible  Cast:  The  PRIMER  medi- 
cated bandage,  in  conjunction  with  the 
FLEXOPLAST  elastic  adhesive  bandage, 
comprise  the  cast. 

This  is  a more  comfortable  and  faster 
method  of  healing  than  Unna's  Boot.  Fre- 
quent changing  of  the  dressing  is  elimi- 
nated. The  newly  forming  granulation  and 
epithelium  are  left  undisturbed.  It  is  the 
modern  form  of  treatment. 


• ••  Edward  Taylor  Ltd.  ••••. 

A Division  of  Glenwood  Laboratories  Inc.  • 

Tenafly,  New  Jersey  07670  * 

Gentlemen:  • 

Please  send  me  * 

□ literature  • 

□ samples  of  PRIMER  medicated  bandage  * 

and  FLEXOPLAST  elastic  adhesive  • 

bandage.  * 

Name M.D.  * 

Address  , 

City  ® 

a 

State Zip o 


Brief  Summary  of  Prescribing  Information- 

9-9/22/69.  For  complete  information  consult 
Official  Package  Circular. 

Indications:  Essential  hypertension.  Use  cau- 
tiously in  patients  with  renal  insufficiency, 
particularly  if  they  are  digitalized. 
Contraindications:  Anuria,  oliguria,  active 
peptic  ulceration,  ulcerative  colitis,  severe  de- 
pression or  hypersensitivity  to  its  components 
contraindicates  the  use  of  Salutensin. 
Warnings:  Small-bowel  lesions  (obstruction, 
hemorrhage,  perforation  and  death)  have 
occurred  during  therapy  with  enteric-coated 
formulations  containing  potassium,  with  or 
without  thiazides.  Such  potassium  formula- 
tions should  be  used  with  Salutensin  only 
when  indicated  and  should  be  discontinued 
immediately  if  abdominal  pain,  distension, 
nausea,  vomiting  or  gastrointestinal  bleeding 
occurs.  Use  cautiously,  and  only  when  deemed 
essential,  in  fertile,  pregnant  or  lactating  pa- 
tients. Use  in  Pregnancy:  Thiazides  cross  the 
placenta  and  can  cause  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia, 
altered  carbohydrate  metabolism  and  possibly 
electrolyte  disturbances.  Fatal  reactions  may 
occur  with  reserpine  during  electroshock 
therapy;  discontinue  Salutensin  2 weeks  be- 
fore such  therapy.  Increased  respiratory 
secretions,  nasal  congestion,  cyanosis  and 
anorexia  may  occur  in  infants  born  to  reser- 
pine-treated  mothers. 

Precautions:  Azotemia,  hypochloremia,  hypo- 
natremia, hypochloremic  alkalosis  and  hypo- 
kaliemia  (especially  with  hepatic  cirrhosis 
and  cortieosteroid  therapy)  may  occur,  par- 
ticularly with  pre-existing  vomiting  and  diar- 
rhea. Potassium  loss  or  protoveratrine  A may 
cause  digitalis  intoxication.  Potassium  loss 
responds  to  potassium-rich  foods,  potassium 
chloride  or,  if  necessary,  discontinuation  of 
therapy.  Stop  therapy  if  protoveratrine  A 
induces  digitalis  intoxication.  Serum  am- 
monia elevation  may  precipitate  coma  in 
precomatose  hepatic  cirrhotics.  Discontinue 
therapy  2 weeks  before  surgery  or  if  myo- 
cardial irritability,  progressive  azotemia  or 
severe  depression  occur.  Exercise  caution  in 
patients  with  chronic  uremia,  angina  pec- 
toris, coronary  thrombosis  or  extensive  cere- 
bral vascular  disease  or  bronchial  asthma  and 
in  those  with  a history  of  peptic  ulceration  or 
bronchial  asthma;  in  post-sympathectomy  pa- 
tients; in  patients  on  quinidine;  and  in  pa- 
tients with  gallstones,  in  whom  biliary  colic 
may  occur.  Patients  who  have  diabetes 
mellitus  or  who  are  suspected  of  being  pre- 
diabetic should  be  kept  under  close  observa- 
tion if  treated  with  this  agent. 

Adverse  Reactions:  Hydroflumethiazide:  Skin 
rashes  (including  exfoliative  dermatitis),  skin 
photosensitivity,  urticaria,  necrotizing  angiitis, 
xanthopsia,  granulocytopenia,  aplastic 
anemia,  orthostatic  hypotension  (potentiated 
with  alcohol,  barbiturates  or  narcotics),  aller- 
gic glomerulonephritis,  acute  pancreatitis, 
liver  involvement  (intrahepatic  cholestatic 
jaundice),  purpura  plus  or  minus  throm- 
bocytopenia, hyperuricemia,  hyperglycemia, 
glycosuria,  malaise,  weakness,  dizziness,  fa- 
tigue, paresthesias,  muscle  cramps,  skin  rash, 
epigastric  distress,  vomiting,  diarrhea  and 
constipation.  Reserpine:  Depression,  peptic 
ulceration,  diarrhea,  Parkinsonism,  nasal  stuf- 
finess, dryness  of  the  mouth,  weight  gain, 
impotence  or  decreased  libido,  conjunctival 
injection,  dull  sensorium,  deafness,  glaucoma, 
uveitis,  optic  atrophy,  and,  with  overdosage, 
agitation,  insomnia  and  nightmares.  Proto- 
veratrine A:  Nausea,  vomiting,  cardiac  ar- 
rhythmia, prostration,  blurring  vision,  mental 
confusion,  excessive  hypotension  and  brady- 
cardia. (Treat  bradycardia  with  atropine  and 
hypotension  with  vasopressors.) 

Usual  Dose:  1 tablet  b.i.d. 

Supplied:  Bottles  of  60,  600,  and  1000  scored 
50  mg.  tablets. 

Salutensin* 

hydroflumethiazide,  50  mg./ reserpine, 

0.125  mg.  protoveratrine  A,  0.2  mg. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


BRISTOL 


The  antihypertensive  therapy 
that  is  easy  to  live  with: 


When  successive  blood  pressure  readings  confirm 
essential  hypertension,  consider  Salutensin  for: 
Easy-to-live-with  control.  Gradual  reduction  of 
blood  pressure  leading  to  decisive,  comfortable 
control  is  the  common  clinical  response. 

* Salutensin  is  usually  well-tolerated  (however, 
serious  side  effects  can  occur;  see  adjacent  column 
for  brief  summary  of  prescribing  information). 

■Si* 


Easy-to-live  with  dosage.  Two  tablets  a day 
usually  achieves  control.  One  to  two  tablets  a day 
often  maintains  control  without  need  for  additional 
antihypertensive  agents. 

^Easy-fd-lTve  with  cost  of  therapy.  The  one  to  two 

tablets  a day  maintenance  dose  makes  Salutensin 
j economical  to  stay  with.  Important,  because  long- 
/ term  control  calls  for  long-term  therapy. 


Salutensin' 

hydroflumethiazide,  50  mg./ reserpine, 
0.125  mg.  protoveratrine  A,  0.2  mg. 


. ......  £ 
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die  night  shift 
of  depression... 
insomnia 


Depression  is  a 24-hour-a-day  problem.  And  insomnia  is 
often  its  nocturnal  expression.  In  fact,  insomnia  may  be  a 
key  symptom  in  establishing  the  diagnosis  of  depression. 

ELAVIL  HCI  (Amitriptyline  HCI,  MSD)  may  prove  quite 
helpful  when  you  have  arrived  at  such  a diagnosis.  Unlike 
psychic  energizers  or  agents  that  merely  elevate  mood, 
ELAVIL  HCI  embodies  a mild  antianxiety  action  which 
manifests  itself  even  before  the  fundamental  antidepressant 
activity  of  the  drug  becomes  evident.  Daytime  drowsiness 
occurs  in  some  patients,  usually  within  the  first  few 
days  of  therapy. 

NOTE:  Not  recommended  during  the  acute  recovery  phase 
following  myocardial  infarction.  Patients  with  cardiovascular 
disorders  should  be  watched  closely;  arrhythmias,  sinus 
tachycardia,  and  prolongation  of  the  conduction  time  have 
been  reported,  particularly  with  high  doses;  myocardial 
infarction  and  stroke  have  been  reported  with  drugs  of  this 
class.  Close  supervision  is  required  for  hyperthyroid 
patients  or  those  receiving  thyroid  medication.  Concurrent 
electroshock  therapy  may  increase  the  hazards  of  therapy; 
such  treatment  should  be  limited  to  patients  for  whom  it  is 
essential.  Discontinue  the  drug  several  days  before  elective 
surgery  if  possible. 


Contraindications:  Known  hypersensitivity.  Should  not  be  given 
concomitantly  with  or  within  at  least  14  days  following  the  discontinuance 
of  a monoamine  oxidase  inhibitor.  Then  initiate  dosage  of  amitriptyline  HCI 
cautiously  with  gradual  increase  in  dosage  until  optimum  response  is 
achieved.  Not  recommended  during  the  acute  recovery  phase  following 
myocardial  infarction  or  for  patients  under  12  years  of  age. 

Warnings:  May  block  the  antihypertensive  action  of  guanethidine  or  similarly 
acting  compounds.  Should  be  used  with  caution  in  patients  with  a history  of 
seizures  or  urinary  retention,  or  with  narrow-angle  glaucoma  or  increased 
intraocular  pressure.  Patients  with  cardiovascular  disorders  should  be 
watched  closely;  arrhythmias,  sinus  tachycardia,  and  prolongation  of  the 
conduction  time  have  been  reported,  particularly  with  high  doses; 
myocardial  infarction  and  stroke  have  been  reported  with  drugs  of  this 
class.  Close  supervision  is  required  for  hyperthyroid  patients  or  those 
receiving  thyroid  medication.  May  impair  mental  and/or  physical  abilities 
required  for  performance  of  hazardous  tasks,  such  as  operating  machinery 
or  driving  a motor  vehicle.  Safe  use  during  pregnancy  and  lactation  has  not 
been  established;  in  pregnant  patients,  nursing  mothers,  or  women  who  may 
become  pregnant,  weigh  possible  benefits  against  possible  hazards  to 
mother  and  child. 

Precautions:  When  used  to  treat  the  depressive  component  of  schizophrenia, 
psychotic  symptoms  may  be  aggravated;  in  manic-depressive  psychosis, 
depressed  patients  may  experience  a shift  toward  the  manic  phase,  and 
paranoid  delusions,  with  or  without  associated  hostility,  may  be 
exaggerated;  in  any  of  these  circumstances,  it  may  be  advisable  to  reduce 
the  dose  of  amitriptyline  HCI,  or  to  use  a major  tranquilizing  drug,  such  as 
perphenazine,  concurrently. 


When  given  with  anticholinergic  agents  or  sympathomimetic  drugs,  close 
supervision  and  careful  adjustment  of  dosages  are  required.  May  enhance 
the  response  to  alcohol  and  the  effects  of  barbiturates  and  other  CNS 
depressants.  The  possibility  of  suicide  in  depressed  patients  remains  during 
treatment  and  until  significant  remission  occurs;  this  type  of  patient  should 
not  have  easy  access  to  large  quantities  of  the  drug.  Concurrent 
electroshock  therapy  may  increase  the  hazards  of  therapy;  such  treatment 
should  be  limited  to  patients  for  whom  it  is  essential.  Discontinue  the  drug 
several  days  before  elective  surgery  if  possible. 

Adverse  Reactions:  Note:  Included  in  this  listing  are  a few  adverse  reactions 
not  reported  with  this  specific  drug.  However,  pharmacological  similarities 
among  the  tricyclic  antidepressant  drugs  require  that  each  reaction  be 
considered  when  amitriptyline  is  administered. 

Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitation, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  CNS  and 
Neuromuscular:  Confusional  states;  disturbed  concentration;  disorientation; 
delusions;  hallucinations;  excitement;  anxiety;  restlessness;  insomnia; 
nightmares;  numbness,  tingling,  and  paresthesias  of  the  extremities; 
peripheral  neuropathy;  incoordination;  ataxia;  tremors;  seizures;  alteration 
in  EEG  patterns;  extrapyramidal  symptoms.  Anticholinergic:  Dry  mouth, 
blurred  vision,  disturbance  of  accommodation,  constipation,  paralytic  ileus, 
urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash,  urticaria, 
photosensitization,  edema  of  face  and  tongue.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura, 
thrombocytopenia.  Gastrointestinal:  Nausea,  epigastric  distress,  vomiting, 
anorexia,  stomatitis,  peculiar  taste,  diarrhea,  parotid  swelling.  Endocrine: 
Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement  and 
galactorrhea  in  the  female,  increased  or  decreased  libido.  Other:  Dizziness, 
weakness,  fatigue,  headache,  weight  gain  or  loss,  increased  perspiration, 
urinary  frequency,  mydriasis,  drowsiness,  jaundice.  Withdrawal  Symptoms: 
Abrupt  cessation  of  treatment  after  prolonged  administration  may  produce 
nausea,  headache,  and  malaise;  these  are  not  indicative  of  addiction. 

How  Supplied:  Tablets  containing  10  mg  and  25  mg  amitriptyline  HCI,  in 
single-unit  packages  of  100  and  bottles  of  100,  1000,  and  5000;  tablets 
containing  50  mg  amitriptyline  HCI,  in  single-unit  packages  of  100  and 
bottles  of  100  and  1000;  for  intramuscular  use,  in  10-cc  vials  containing 
per  cc:  10  mg  amitriptyline  HCI,  44  mg  dextrose,  and  1.5  mg  methylparaben 
and  0.2  mg  propylparaben  as  preservatives. 

For  more  detailed  information,  consult  your  MSD  representative  or  see  the  Direction 
Circular.  Merck  Sharp  & Dohme,  Division  of  Merck  & Co.,  Inc.,  West  Point,  Pa.  19486 


when  the  diagnosis  is  depression 


(AMITRIPTYLINE  HCI  I MSD) 


MSD  MERCK  SHARP  & DOHME 
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The  Remarkablv 


In  virtually  every  case  of  alcohol  addiction  there  is  a 
time-ordered  sequence  of  progressive  drinking.  Alco- 
holism begins  with  “social  drinking,”  then  progresses  to: 


□ Drinking  at  least  once  a week. 

□ Drinking  faster  and  more  than  the  “social 
drinker.” 

□ Experiencing  temporary  amnesia,  or 
“blackouts.” 

□ Becoming  more  drunk  than  the  “social 
drinker”  (drug  tolerance). 

□ Losing  control  over  ability  to  stop  drink- 
ing after  the  first  drink. 

□ Going  on  periodic  drinking  bouts. 

□ Losing  time  from  work. 

□ Protecting  and  hiding  liquor  supplies. 

□ Drinking  alone  in  the  morning  or  before 
breakfast. 

□ Getting  the  “shakes”  and  “butterflies” 
and  finding  liquor  mediates  them. 

□ Finding  it  takes  less  alcohol  to  get  drunk, 
(less  tolerance  to  the  drug,  probably  due 
to  brain  damage). 

□ Experiencing  delirium  tremens,  (D.T.’s). 

□ Feeling  vague  and  unreasoned  fears. 

□ Experiencing  insomnia. 

□ Dying  of  liver,  or  brain,  or  heart  disease, 
or  debilitating  diseases  such  as  tubercu- 
losis and  pneumonia  or  accidents. 
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SCHICK 

HOSPITAL 


4101  Frawley  Drive  / Fort  Worth,  Texas  76118 
AC  817  284-9217 


Intensive  10-Day  Treatment  Program  for  Alcoholism  . . . Based  on  the  Addictive  Concept 


When  Preventing  Constipation 
is  a Concern . . . 


HOECHST 

PHARMACEUTICAL  CO. 
Somerville,  N.J.  08876  U.S.A. 


Tocm&it/eb 


Surfak  prevents  constipation: 

■ naturally 

without  bowel  distention 
without  adding  sodium 
to  the  system 
without  requiring  unusual 
intake  of  water 

■ conveniently— one  240  mg. 

capsule  per  day 

■ economically— costs  less  per 

effective  daily  dose* 

Supplied:  Bottles  of  15,  100  (FSN  6505-926-8844)  and 
1000  (FSN  6505-890-1627)  and  Unit  Dose  100's  (10x10 
strips). 


*based  on  actual  drug  store  survey  of  prescribed  dosages 
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SURFdK 

dioctyl  calcium  sulfosuccinate 

(stool  softener) 


C-167 


Yes,  Kolantyll 

Kolantyl  Gel/ Wafers  contain 

aluminum  hydroxide/magnesium  hydroxide,  and 

Bentyl®  (dicyclomine  hydrochloride)  too. 


s n The  Wm.  S.  Merrell  Company 

( Merrell)  Division  of  Richardson-Merrell  Inc. 
' ^ Cincinnati,  Ohio  45215 


0*2872  121721 
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Emotional  stress  can  be  just  as  destructive  to  the 
individual  as  turbulent,  ravaging  flood  waters  are 
to  land  and  property.  Solfoton  will  contribute  to 
the  maintenance  of  a mental  climate  for  purpose- 
ful living. 

Solfoton 

SEDATION  WITHOUT  DEPRESSION 

EACH  TABLET  OR  CAPSULE  CONTAINS: 

Phenobarbital 16  mg. 

(Warning:  may  be  habit-forming) 

Bensulfoid  (See  PDR) 65  mg. 

Precaution:  same  as  16  mg.  phenobarbital 

DOSAGE:  One  tablet  or  capsule  every  6 hours  will 
sustain  mild  sedation. 

Available  in  three  forms  to  satisfy 
prescribing  circumstances: 

TABLETS  100s  500s  5000s 

CAPSULES  100s  500s  1000s 

TABLETS  S/C  100s  500s  4000s 

Federal  law  prohibits  dispensing  without  prescription 

WILLIAM  P.  POYTHRESS  & COMPANY,  INC. 
RICHMOND,  VIRGINIA  23261 

o^’cfsjrA/cad ’f^Aatonaceu/<ica&  tpince  /(Sd6 
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Although  raw  spinach  is  an  excellent  source  of  vitamin  C,  your  patient  would  have  to 
eat  40  pounds  a month  (about  I1/:  lbs.  a day)  to  get  as  much  ascorbic  acid  as  is  con- 
tained in  just  one  bottle  of  30  Allbee  with  C capsules  (taken  one  capsule  daily).  If  the 
spinach  is  cooked,  a person  would  have  to  ingest  more  than  twice  as  much  because 
cooking  destroys  much  of  the  vitamin  C,  and  still  more  is  lost  when  the  liquid  is 
drained  off.  Allbee  with  C also  contains  therapeutic  amounts  of  B-complex  vitamins. 
This  handy  bottle  of  30  capsules  gives  your  patient  a month's  supply  at  a very 
reasonable  cost.  Also  the  economy  size  of  100.  Available  at  pharmacies  on  your 
prescription  or  recommendation.  A.  H.  Robins  Company,  Richmond,  Va.  23220 

/HH'I^OBINS 


Thiamine  mono- 
nitrate (Vit.  B,)  15  mg 

Riboflavin  (Vit.  BJ  10  mg 
Pyridoxine  hydro- 
chloride (Vit.  B6)  5 mg 

Niacinamide  50  mg 

Calcium  pantothenate  10  mg 
Ascorbic  acid  (Vit.  C)  300  mg 


vacation  in 
a vial: 

the  spasm 
reactors 
in  your  practice 
deserve 


“the  ^Donnatal  ^Effect” 


each  tablet,  capsule  or  each  Donnatal  each 

5 cc.  of  elixir  (23%  alcohol)  No.  2 Extentab® 


hyoscyamine  sulfate  0.1037  mg. 
atropine  sulfate  0.0194  mg. 

hyoscine  hydrobromide  0.0065  mg. 
phenobarbital  (%  gr.)  16.2  mg. 
(Warning:  may  be  habit  forming) 


0.1037  mg.  0.3111  mg. 

0.0194  mg.  0.0582  mg. 

0.0065  mg.  0.0195  mg. 

(‘i  gr.)  32.4  mg.  (%  gr.)  48.6  mg. 


Brief  Summary.  Blurring  of  vision,  dry  mouth,  diffi- 
cult urination,  and  flushing  or  dryness  of  the  skin  may 
occur  on  higher  dosage  levels,  rarely  on  usual  dosage. 
Administer  with  caution  to  patients  with  incipient 
glaucoma  or  urinary  bladder  neck  obstruction.  Contra- 
indicated in  acute  glaucoma,  advanced  renal  or  hepatic 
disease  or  a hypersensitivity  to  any  of  the  ingredients. 
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A.  H.  ROBINS  COMPANY,  RICHMOND,  VIRGINIA  23220 


Tepanil  len-ta 

■ (continuous  release  form) 

(diethylpropion  hydrochloride,  N.  F.) 


When  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
this  drug;  in  emotionally  unstable  patients  susceptible  to  drug  abuse. 

Warning:  Although  generally  safer  than  the  amphetamines,  use  with  great  caution  in 
patients  with  severe  hypertension  or  severe  cardiovascular  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleasant symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
in  relatively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  it  may 
occasionally  cause  CNS  effects  such  as  insomnia,  nervousness,  dizziness,  anxiety. 


and  jitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  a few  epileptics 
an  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio- 
vascular effects  reported  include  ones  such  as  tachycardia,  precordial  pain, 
arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  a healthy  young  male  after  ingestion  of 
diethylpropion  hydrochloride,-  this  was  an  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash, 
urticaria,  ecchymosis,  and  erythema.  Gastrointestinal  effects  such  as  diarrhea, 
constipation,  nausea,  vomiting,  and  obdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow 
depression,  agranulocytosis,  and  leukopenia.  A variety  of  miscellaneous  adverse 
reactions  have  been  reported  by  physicians.  These  Include  complaints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets.  One  75  mg.  tablet 
daily,  swallowed  whole,  in  midmorning  ( 1 0 a.m.);  TEPANIL:  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  If  desired,  an  additional  tablet  may  be  given  In 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  age  is  not 
recommended.  T-107/4/71/u.s  patent  no.  3.001.910 
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unwe  come  beate  ow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully — 
gratefully — with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information  — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  ond  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  intestinal  cramps  in 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 
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Quinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 
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What  to  do 

until ..  . 

suppositories 

work: 


“War  and  Peace” 


Actually,  on  the  average,  evacuant  sup- 
positories take  about  an  hour  to  work.1-3  Some- 
times two.4  Sometimes  more.3  Also,  suppositories 
can  be  ineffective  in  up  to  38%  of  patients,5  and 
not  infrequently  produce  smarting,  burning  and  tenesmus.6 

Alternative  to  the  long  unpleasant  wait:  Fleetk  Enema. 

Fleet  Enema  works  within  2 to  5 minutes  without 
pain  or  spasm.  Fleet  Enema  induces  a physio- 
logical pattern  of  evacuation,  unlike  purga- 
tives and  laxatives  that  may  liquefy  the  stool. 

A Fleet  Enema  avoids  the  irritation  common 
I with  soapsuds  enema.  And  Fleet  Enema 
I is  leakproof:  a rubber  diaphragm  at  the 
I base  of  the  prelubricated  tube  prevents 
seepage  and  controls  the  rate  of  flow, 
illllllllll  assuring  comfortable  administration. 


Fleet  Enema.  Regular  and  pediatric. 
Both  completely  disposable— like 
suppositories,  only  better. 

Much  better. 


C.  B FLEET  CO..  INC. 
Lynchburg,  Va.  24505 
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pharmaceuticals 


Warning:  Frequent  or  prolonged  use  of  enemas  may  result  In  dependence.  Take  only  when  needed 
or  when  prescribed  by  a physician.  Do  not  use  when  nausea,  vomiting  or  abdominal  pain  is  present. 
Caution:  Do  not  administer  to  children  under  two  years  of  age  unless  directed  by  a physician 
References:  1.  Blumberg,  N.:  Med  Times  91:45,  Jan.,  1963.  2.  Sweeney,  W.  J.,  Ill:  Amer  J Obstet 
Gynec  85:908,  Apr.  1,  1963.  3.  Weinsaft.  P.:  J Amer  Geriat  Soc  12:295,  Mar.  1964  4 Baydoun.  A B : 
Amer  J Obstet  Gynec  85:905,  Apr.  1,  1963.  5.  Feder,  I.  A , Flores,  A and  Weiss,  J Amer  J Gastroent 
33:366,  Mar.,  1960.  6.  Smith,  J.  J.  and  Schwartz,  E.  D : Western  J Surg  72:177,  May-June,  1964. 


Not  too  little,  not  too  much... 
but  just  right! 


“Just  right”  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients’  precise  needs — 
without  regard  to  package  size. 

llosone  Liquid  250 

Erythromycin  Estolate 

(equivalent  to  250  mg.  of  base  per  5-ml.  teaspoonful) 


Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Oklahoma  State  Medical  Association 


Read  this  Bill. . .House  Bill  No  1384 

It  IS  A bad  bill.  It  was  authored  and  in- 
troduced by  Rep.  Heber  Finch,  Jr.,  of  Sa- 
pulpa,  Oklahoma.  Paid  lobbyists  are  at 
work  soliciting  the  support  of  members  of 
both  houses  of  the  state  legislature. 

AS  INTRODUCED:  AN  ACT  RELAT- 
ING TO  INSURANCE  . . . 

SECTION  1.  Services  or  procedures 
covered  by  the  terms  of  any  individual, 
group,  blanket,  franchise  policy,  non- 
profit contract  or  agreement,  whatsoever , 
providing  accident  or  health  benefits 
hereafter  reneived  or  issued  for  delivery 
in  Oklahoma  by  any  issuer,  whether  a 
stock  or  mutual  insurance  company,  a 
medical  service  corporation  or  association 
or  nonprofit  group,  or  any  other  type  of 
issuer  whatever,  and  covering  an  Okla- 
homa risk,  may  be  performed  by  any  prac- 
titioner licensed  under  the  healing  arts 
selected  by  the  insured,  or  by  his  parent 
or  guardian,  if  he  be  a minor,  ivho  is  duly 
licensed  under  the  laivs  of  this  state  to 
perform  such  services  or  procedures,  and 
said  practitioner  shall  be  equally  com- 
pensated for  such  services  on  the  basis  of 
charges  prevailing  in  the  same  community 
for  similar  services  or  precedures  to  like 
ill  or  injured  persons  regardless  of  the 
branch  of  the  healing  arts  to  which  he 
may  belong. 

SECTION  2.  Services  or  procedures  cov- 
ered by  the  terms  of  Section  1,  hereof, 
may  be  performed  at  any  hospital,  doc- 
tor’s office  or  clinic  at  the  choice  of  the 
insured,  or  his  parent  or  guardian,  and 
the  practitioner  of  the  healing  arts  who 
is  performing  such  service  or  procedure. 
SECTION  3.  Any  provision,  exclusion  or 
limitation  denying  an  insured,  or  his  par- 
ent or  guardian,  the  free  choice  of  such 
licensed  practitioner  of  the  healing  arts, 
or  the  use  of  any  hospital,  doctor’s  office 
or  clinic  shall,  to  the  extent  of  the  denial, 
be  void,  but  such  voidance  shall  not  af- 
fect the  validity  of  the  other  provisions 
of  the  policy,  plan  or  agreement  . . . 
Introduced  as  “AN  ACT  RELATING  TO 
INSURANCE  ...”  it  actually  is  an  act 
relating  to  the  prevailing  definition  of  the 
term  ‘healing  arts,’  the  right  of  a provider 
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to  define  that  which  he  will  provide  and 
the  place  where  it  will  be  provided,  the 
rights  of  hospital  employees  to  refuse  to 
promote  a cult  and  to  the  very  existence  of 
hospitals  as  health  care  facilities  through- 
out the  state. 

Imagine,  if  you  can,  a well  equipped  gen- 
eral hospital  filled  with  the  ‘patients’  of 
licensed  practitioners  of  the  healing  arts 
who,  by  law,  cannot  perform  surgery,  ad- 
minister or  prescribe  antibiotics  or  non- 
proprietary drugs ; who  do  not  accept  the 
germ  theory  of  disease,  who  insist  that  all 
illness  has  but  a single  cause  and  who, 
therefore,  would  have  no  need  for  the  many 
special  diagnostic  facilities  of  the  hospital ; 
who  prescribe  and  provide  a single  form  of 
‘treatment’  for  all  ailments  and  illnesses 
and  would,  therefore,  find  no  use  for  the 
pharmacy,  the  operating  room,  the  inten- 
sive care  unit,  the  radiotherapy  department 
or  any  of  the  skilled  and  highly  trained 
personnel  supporting  these  facilities.  Why 
would  such  practitioners  put  their  patients 
in  hospitals?  What  needs  exist  and  which 
would  be  satisfied  through  hospitalization? 
And  for  what  would  the  insuror  pay? 

Politically,  HB  1384  is  understable. 
Its  provisions  are  inane.  The  folly  of  its 
enactment  would  create  an  instant  plague 
across  the  state,  close  virtually  every  hos- 
pital, make  it  impossible  to  obtain  health 
insurance  in  Oklahoma  and  pose  the  great- 
est menace  to  the  public  health  since  small- 
pox and  typhoid  fever  ravaged  our  Indian 
and  pioneer  forebearers. 

If  we  are  dedicated  to  the  welfare  of  our 
patients;  if  we  are  concerned  with  provid- 
ing effective  health  care  for  our  community; 
if  we  practice  preventive  medicine,  we  must 
work  to  defeat  HB  1384.  It  is  a threaten- 
ing pestilence. 

And  while  we’re  at  it,  let’s  change  the 
definition  and  qualifications  of  the  ‘licensed 
practitioner  of  the  healing  arts.’  Politics 
notwithstanding,  there  is  no  groundswell 
for  the  preservation  and  propagation  of 
cultism  in  Oklahoma,  1971.  MRJ  □ 
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To  undermine  mutual 
trust  and  replace  com- 
mon goals  are  the  de- 
structive evils  of  Social- 
ism. How  much  division 
can  an  organization  tol- 
erate and  remain  active 
as  a unit,  one  can  but 
surmise.  The  only  real 
appeal  Socialism  has  is 
that  somehow  one’s  present  position  just 
might  be  improved.  The  best  way  to  com- 
bat present  status  is  through  work,  initia- 
tive and  enterprise.  These  principles  are 
stiffled  and  stalemated  under  Socialism. 
Around  every  corner,  in  every  recess  awaits 
further  orders  and  instructions  from  a 
merciless  hierarchy.  Think,  if  you  will, 
what  life  would  be  like  without  competition. 
The  sheer  joy  of  mastery  of  a problem  can 
only  be  summed  up  thus — “The  only  reward 
for  a job  well  done  is  to  have  done  it.” 

We  have  all  observed  the  gradual  vice-like 
grip  of  bureaucracies’  evil  noose.  Our  fees 
have  been  cut  without  recourse.  “Federal 
regulations”  they  say,  and  we  are  supposed 
to  roll  over  and  feign  acceptance.  Only  one 
call  per  visit  to  the  Nursing  Home  will  be 


paid  the  regular  fee,  we  are  told. 

In  my  lifetime  I have  observed  the  plight 
of  the  American  farmer.  One  of  his  main 
activities  now  consists  of  running  to  the 
local  board,  consulting  maps  to  be  sure  he 
is  in  compliance  and  really  subject  to  severe 
fine  and  penalty  should  he  venture  out  of 
the  subscribed  area.  It  can,  and  is,  happen- 
ing to  us.  Subsidies  is  the  word  the  bureau- 
crat has  for  it  in  most  areas;  ours,  at  the 
present,  is  “capitation  basis.”  I have  stout- 
ly and  vigorously  maintained  that  Okla- 
homa problems  are  unique  to  Oklahoma  and 
must  be  solved  by  us.  Grass  roots  level 
seems  the  place  to  solve  medicine’s  woes, 
not  orders  from  Capital  Hill. 

As  Omar,  the  tentmaker,  once  said  “the 
moving  hand  doth  write,  and  having  writ 
moves  on.”  Personally  this  year  has  been 
very  rewarding  by  your  continued  support. 
I leave  office  more  impressed  by  the  indi- 
vidual physician  and  the  job  he  is  doing. 
His  integrity,  foresight  and  sense  of  fair 
play  continue  to  inspire  me. 

Your  new  president,  Doctor  Pascucci,  is 
a man  of  sterling  character,  principles  and 
ability.  He  merits  your  cooperation.  He 
will  have  mine.  □ 

Sincerely, 
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Combined  Surgical  and  Irradiation  Treatment 
of  Invasive  Carcinoma  of  the  Cervix 


JOSEPH  W.  FUNNELL,  M.D. 

Deceased  January  31st,  1971 

JOSEPH  W.  KELSO,  M.D. 

JAMES  D.  FUNNELL,  M.D. 

A 24-year  review  of  230  previously 
untreated  cases  of  invasive  carcinoma  of 
the  cervix  are  reported.  The  overall 
results  and  especially  results  of  cervical 
stumps,  pregnancy  and  adenocarcino7na 
of  the  cervix  plus  a 59  percent  five-year 
survival  of  51  cases  of  proven  lymph 
node  metastasis  warrants  world 
tvide  comparison. 

We  HAVE  TREATED,  during  the  twenty- 
four  years  from  December  1945  to  Decem- 
ber 1969,  282  patients  with  invasive  car- 
cinoma of  the  cervix,  by  a method  employ- 
ing both  the  surgical  and  irradiation  mo- 
dalities of  treatment. 

This  method  of  treatment  was  undertaken 
in  December  1945  because  of  our  dissatis- 
faction with  the  results  of  irradiation  treat- 
ment alone,  the  then  generally  accepted 
method. 

This  paper  was  presented  by  Joseph  W.  Funnell,  M.D.,  to 
the  International  Cancer  Congress,  Houston,  Texas,  May  22nd- 
29th,  1970. 


We  felt  that,  because  cervical  cancer  us- 
ually remains  localized  in  the  pelvis  until 
relatively  late  in  the  course  of  the  disease, 
surgery  should  have  a place  in  its  treat- 
ment. However,  we  recognized  the  fact  that 
cancer  surgery  is  a macroscopic  approach 
to  a microscopic  disease  and  that,  despite 
the  most  meticulous  dissection,  small  foci 
of  malignant  cells  might  be  left  in  situ  or 
there  could  be  microscopic  extension  of  can- 
cer beyond  the  surgical  field.  To  overcome 
this  surgical  shortcoming,  we  elected  to 
treat  our  patients  postoperatively  with  total 
pelvic  irradiation. 

This  method  encompassing  both  the  sur- 
gical and  irradiation  modalities  of  treat- 
ment we  believed  in  1945,  and  are  now  cer- 
tain, offers  operable  patients  with  invasive 
carcinoma  of  the  cervix  a better  opportun- 
ity to  be  cured  than  either  method  alone. 

METHOD  OF  TREATMENT 

Surgical 

1.  Radical  en  bloc  extrafascial  total  ab- 
dominal hysterectomy  and  bilateral 
salpingo-oophorectomy,  with  removal 
of  the  parametrial  tissue  from  pelvic 
wall  to  pelvic  wall  and  from  the  blad- 
der anteriorly  to  the  rectum  posterior- 
ly, along  with  the  upper  one-third  to 
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one-half  of  the  vagina,  depending  upon 
the  extent  of  the  lesion. 

2.  A meticulous  pelvic  lymphadenectomy. 
Irradiation 

1.  Started  three  to  four  weeks  postopera- 
tively. 

2.  4,000  to  6,000  roentgen  units  to  the 
entire  pelvis  delivered  by  supervoltage 
or  cobalt  teletherapy  units. 

3.  In  the  earlier  days  of  this  study,  the 
total  pelvic  dosimetry  was  somewhat 
less,  being  limited  by  the  then  avail- 
able therapy  equipment. 

MATERIAL 

Two  hundred  and  eighty-two  patients 
with  biopsy  diagnosis  of  invasive  carcinoma 
of  the  cervix,  treated  surgically  followed  by 
postoperative  irradiation  during  the  twen- 
ty-four years  from  December  1,  1945  to 
December  1,  1969,  provide  the  material  for 
this  report. 

All  cases  were  staged,  according  to  the 
International  Classification  of  carcinoma 
of  the  cervix,  by  one  of  the  authors.  In 
each  case,  if  it  were  judged  that  the  lesion 
could  be  completely  surgically  removed  and 
there  were  no  evidence  by  preoperative 
studies  or  at  the  time  of  surgery  of  metas- 
tasis beyond  the  pelvis,  the  patient  was  in- 
cluded in  this  series. 

In  Table  I the  total  number  of  patients 
treated  and  their  staging  are  listed.  Sev- 
enty-three percent  of  these  patients  are 
from  our  private  practice  and  twenty-seven 
percent  from  the  charity  services  of  various 
hospitals  in  our  community. 

There  was  absolutely  no  selection  other 
than  the  operability  and  all  Stage  I,  Stage 
II,  and  a few  Stage  III  cases  who  consulted 
us  or  whom  we  saw  in  consultation  during 
this  twenty-four  year  period  are  included. 

Table  I 


patients  treated 

December  1,  1945  to  December  1,  1969 

INTERNATIONAL 

CLASSIFICATION 

STAGE  I 

155 

STAGE  II 

109 

STAGE  III 

18 

TOTAL 

282 

Table  II 

AGES  OF  PATIENTS  TREATED 
December  1,  1945  to  December  1,  1969 


Age 

No.  of  Cases 

Percentage 

15-20 

1 

.35 

21-29 

26 

9.21 

30-39 

85 

30.14 

40-49 

67 

23.76 

50-59 

57 

20.21 

60-69 

38 

13.48 

70-80 

8 

2.84 

TOTAL  TREATED  282 

73.4%  of  these  cases  came  from  our  private  practice. 
23  cases  were  65  years  old  or  above  and  would  have 
been  denied  surgery  in  most  clinics.  One  was  an 
operative  mortality. 

Table  II  and  Table  III  list  the  ages  and 
weights  of  the  patients  treated,  indicating 
the  absence  of  selectivity.  The  number  and 
staging  of  these  cases  also  indicates  there 
was  no  selection  of  patients.  It  is  to  be 
noted  that  operable  patients  with  invasive 
carcinoma  of  the  cervix  complicating  preg- 
nancy, carcinoma  of  the  cervical  stump  and 
adenocarcinoma  of  the  cervix  are  included. 

Every  case  was  operated  by  one  of  the 
authors.  The  preoperative  staging  was 
never  changed  regardless  of  the  operative 
findings. 

All  patients  once  included  in  the  series 
remained  in  the  series  regardless  of  the  en- 
suing circumstances.  All  patients  who  died 
following  the  institution  of  therapy  have 
been  considered  as  dying  of  cancer  regard- 
less of  the  cause.  Likewise,  all  patients  lost 

Table  III 

WEIGHTS  OF  PATIENTS  TREATED 
December  1,  1945  to  December  1,  1969 

Weights  of 


Patients 

No.  of  Cases 

Percentage 

75-100 

13 

4.61 

100-125 

91 

32.27 

125-150 

86 

30.50 

150-175 

60 

21.29 

175-200 

20 

7.10 

200-225 

6 

2.13 

225-250 

3 

1.08 

300  and  above 

1 

0.36 

TOTAL  TREATED  282 


One  case — weight  not  recorded 

One  case— not  weighed— paraplegia  secondary  to  spina 
bifida 

Approximately  10%  of  these  cases  would  have  been 
denied  surgery  on  account  of  weight  alone  in  many 
climes. 
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to  followup  have  been  considered  as  dying 
of  cancer  and  are  so  reflected  in  our  sta- 
tistics. 

RESULTS 

The  results  of  this  method  of  treatment 
may  be  evaluated,  as  measured  in  percent- 
age of  survival  without  evidence  of  recur- 
rence, in  five-,  ten-,  fifteen-,  and  twenty- 
year  groups  of  patients.  In  this  way  not 
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Table  IV 

5-YEAR  SURVIVAL 
CARCINOMA  OF  THE  CERVIX 
WITHOUT  EVIDENCE  OF  RECURRENCE 
December  1,  1945  to  December  1,  1964 


Stage 

Patients 

Treated 

Dead 

Survival 

Per- 

centage 

I 

130 

20 

110 

84.61 

II 

91 

20 

71 

78.02 

III 

9 

2 

7 

77.77 

TOTAL 

230 

42 

188 

81.74 

Combined  5-year  Survival  Stage  I and  Stage  II  81.90 

only  are  we  able  to  evaluate  the  five-year 
results,  which  is  the  acceptable  time  interval 
for  comparing  different  modalities  of  treat- 
ment of  cancer,  but  we  can  also  evaluate 
the  long-range  results  of  treatment.  These 
results  are  reflected  not  only  in  survival  but 
in  the  useful  lives  these  patients  lead  fol- 
lowing therapy,  indicating  that  their  future 
health  is  little  or  any  altered. 

Five-Year  Survival  Without 
Evidence  of  Recurrence 

Table  IV  summarizes  the  five-year  results 
of  treatment  and  the  status  of  the  patients 
by  stages. 

It  will  be  noted  that  52  patients  have  been 
deleted  from  this  analysis  because  of  per- 
sistent or  recurrent  disease  present  at  the 
time  of  surgery.  This  leaves  a total  of  230 
untreated  patients  who  were  operated  five 
or  more  years  ago.  One  hundred  and  thirty 
were  Stage  I lesions  and  of  these  110,  or 
84.61  percent,  are  alive  without  evidence  of 
recurrence  for  five  or  more  years.  Ninety 
were  Stage  II  lesions.  Of  these,  71,  or  78.02 
percent,  are  alive  and  well  at  five  or  more 
years.  Nine  were  Stage  III  lesions  and  of 
these  seven,  or  77  percent,  survived  five  or 
more  years. 

The  combined  five-year  survival  of  Stage 
I and  Stage  II  cases  without  evidence  of  re- 
currence is  81.90  percent. 

In  a non-selected  group  of  patients,  these 
statistics,  we  believe,  bear  out  our  convic- 
tion that  in  skilled  hands  this  method  of 
treatment  offers  patients  with  invasive  car- 
cinoma of  the  cervix  as  good,  if  not  better, 
chance  of  cure  than  any  heretofore  reported. 
Ten-Year  Survival  Without 
Evidence  of  Recurrence 

Table  V summarizes  the  10-year  results 
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Table  V 

10-YEAR  SURVIVAL 
CARCINOMA  OF  THE  CERVIX 
WITHOUT  EVIDENCE  OF  RECURRENCE 


December  1, 

1945  to 

December  1, 

1959 

Stage 

Patients 

Treated 

Dead 

Survival 

Per- 

centage 

I 

113 

27 

86 

76.11 

II 

92 

25 

67 

72.83 

III 

6 

2 

4 

66.66 

TOTAL 

211 

54 

157 

74.40 

9 cervical  stump  cases  and  12  cases  complicating  preg- 
nancy are  A&W. 

34  cases  with  proven  lymph  node  metastasis  15  Stage 
1—9  A&W 

23  Stage  II— 11  A&W.  Combined  Stage  I and  11—52.63% 
4 Stage  III— 3 A&W 

11  cases  of  adenocarcinoma— 6 A&W— 54.54%  survival 

of  treatment  and  the  status  of  patients  by 
stages. 

Of  the  total  of  230  patients  211  were 
treated  ten  years  ago  or  more.  One  hundred 
and  thirteen  were  Stage  I lesions.  Of  these, 
86,  or  76.11  percent,  are  alive  and  well  after 
ten  or  more  years.  Ninety -two  were  Stage 
II  lesions.  Of  these,  67,  or  72.83  percent, 
are  alive  and  well  after  ten  or  more  years. 
Six  were  Stage  III  lesions.  Of  these,  four, 
or  66.66  percent,  are  alive  and  well  after 
ten  or  more  years. 

The  combined  ten-year  survival  rate  of 
Stage  I and  Stage  II  cases  is  74.47  percent. 
This  is  only  seven  percent  less  than  the  five- 
year  survival  and  establishes  that  when 

Table  VI 

15-YEAR  SURVIVAL 
CARCINOMA  OF  THE  CERVIX 
WITHOUT  EVIDENCE  OF  RECURRENCE 
December  1,  1945  to  December  1,  1954 


Patients 

Per- 

Stage 

Treated 

Dead 

Survival 

centage 

I 

76 

17 

59 

77.63 

II 

57 

21 

36 

63.16 

III 

3 

1 

2 

66.66 

TOTAL 

136 

39 

97 

71.32 

3 Stage  I lost  to 

follow-up  and 

considered  dead 

10  Stage  I cases 

had  proven 

lymph  node 

metastasis 

—8  A&W 

21  Stage  II  cases  had  proven  lymph  node  metastasis 
—11  A&W 

3 Stage  III  cases  had  lymph  node  metastasis— 2 A&W 
6 cases  had  bilateral  lymph  node  metastasis — 4 A&W 
today 
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Table  VII 

20- YEAR  SURVIVAL 
CARCINOMA  OF  THE  CERVIX 
WITHOUT  EVIDENCE  OF  RECURRENCE 
December  1,  1945  to  December  1,  1949 


Stage 

Patients 

Treated 

Dead 

Survival 

Per- 

centage 

I 

29 

6 

23 

79.31 

II 

15 

7 

8 

53.33 

TOTAL 

44 

13 

31 

70.46 

3 Stage  I cases 
—2  A&W 

had  proven 

lymph  node 

metastasis 

7 Stage 

II  cases 

had  proven 

lymph  node 

metastasis 

— 1 A&W 


4 cases  complicated  by  pregnancy  all  are  A&W 
6 cases  with  proven  bilateral  node  metastasis — 4 are 
A&W 

treated  by  this  method,  patients  are  usually 
cured  not  just  palliated  for  a period  of  time. 
Fifteen-Y ear  Survival  Without 
Evidence  of  Recurrence 

Table  VI  summarizes  the  15-year  results 
of  treatment  and  the  status  of  the  patients 
by  stages.  Seventy-six  were  Stage  I and  of 
these,  59,  or  77.63  percent,  are  alive  and 
well.  Fifty-seven  were  Stage  II  and  of  these, 
36,  or  63.16  percent  are  alive  and  well. 

The  combined  Stage  I and  II  15-year  sur- 
vival is  71.4  percent,  which  is  only  three 
percent  less  than  the  10-year  survival, 
again  demonstrating  the  fact  that  once 
treated  and  past  the  immediate  post-treat- 
ment period,  persistent  or  recurrent  malig- 
nancy is  almost  non-existent. 

Twenty-Year  Survival  Without 
Evidence  of  Recurrence 

Table  VII  summarizes  the  20-year  results 

Table  VIII 
5-YEAR  SURVIVAL 

PATIENTS  WITH  PROVEN  PELVIC  LYMPH  NODE 
METASTASIS  WITHOUT  EVIDENCE  OF 
RECURRENCE 


December  1, 

1945  to 

December  1, 

1964 

Stage 

Patients 

Treated 

Dead 

Survival 

Per- 

centage 

I 

14 

6 

8 

57.14 

II 

28 

13 

15 

53.57 

III 

9 

2 

7 

77.77 

TOTAL 

51 

21 

30 

59.00 

Metastasis  demonstrated  in  51  of  230  cases  22.17% 

Metastasis  demonstrated  in  14  of  130 
Stage  I cases  10.77% 

Metastasis  demonstrated  in  28  of  91 
Stage  II  cases  30.76% 

Metastasis  demonstrated  in  7 of  9 Stage  III  cases  77.77% 
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Table  IX 

5-YEAR  SURVIVAL 

CARCINOMA  OF  THE  CERVIX  COMPLICATING 
PREGNANCY  WITHOUT  EVIDENCE  OF 
RECURRENCE 


December 

1,  1945  to 

December  1, 

1964 

Stage 

I 

II 

Patients 

Treated 

9 

4 

Dead 

0 

0 

Survival 

9 

4 

Per- 

centage 

100% 

100% 

TOTAL 

13 

0 

13 

100% 

CARCINOMA  OF  THE 
WITHOUT  EVIDENCE 

CERVICAL  STUMP 
OF  RECURRENCE 

Stage 

I 

II 

Patients 

Treated 

8 

7 

Dead 

0 

0 

Survival 

8 

7 

Per- 

centage 

100% 

100% 

TOTAL 

15 

0 

15 

100% 

of  treatment  and  the  status  of  patients  by 
stages.  A total  of  44  patients  are  in  this 
group  and  31  are  alive  and  well  twenty  years 
or  more  after  treatment.  Twenty-nine  of 
the  44  cases  were  Stage  I and  of  these,  23, 
or  79.31  percent,  are  alive  and  well  twenty 
or  more  years  after  treatment.  Fifteen  of 
the  44  were  Stage  II  cases  and  of  these, 
eight,  or  53.33  percent,  are  alive  and  well. 

The  combined  20-year  survival  rate  is 
70.46  percent,  which  is  truly  phenomenal  if 
one  considers  that  many  of  these  women 
treated  twenty  to  twenty-four  years  ago  are 
now  quite  elderly  and  subject  to  all  of  the 
ills  of  the  aged. 

This  group  is  also  unique  in  that  the  world 
literature  is  almost  devoid  of  reports  of  pa- 
tients whose  treatment  was  started  over 
twenty  years  ago  and  whose  lives  have  been 
closely  followed  for  this  length  of  time. 
Five-Year  Survival  in  Patients  with 
Microscopically  Proved  Pelvic 
Lymph  Node  Metastasis 

Table  VIII  outlines  the  results  in  51,  or 
22.17  percent,  of  the  230  patients  treated 
over  five  years  ago  in  whom  pelvic  lymph 
node  metastases  was  microscopically  dem- 
onstrated. Thirty,  or  59  percent,  of  these 
51  patients  were  alive  without  evidence  of 
recurrence  five  or  more  years.  Fifteen,  or 
10.77  percent,  of  Stage  I cases  had  lymph 
node  metastases.  Of  these,  eight,  or  57.15 
percent,  were  alive  without  evidence  of  re- 
currence after  five  or  more  years. 

Twenty-eight,  or  30.76  percent,  of  Stage 
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II  cases  had  lymph  node  metastases.  Of 
these,  15,  or  53.68  percent,  were  alive  and 
without  evidence  of  recurrence  five  or  more 
years.  Nine,  or  50  percent,  of  the  Stage  III 
cases  had  lymph  node  metastases.  Of  these, 
seven,  or  77  percent,  were  alive  without  evi- 
dence of  recurrence  after  five  or  more  years. 

This  group  of  patients  proves  beyond  a 
doubt  that  radical  surgery  followed  by 
therapeutic  total  pelvic  irradiation  can  cure 
over  50  percent  of  patients  with  pelvic 
lymph  node  metastases. 

Five-Year  Survival  in  Patients  with 
Invasive  Carcinoma  of  the 
Cervix  Complicating  Pregnancy 

Our  belief  is  that  patients  with  invasive 
carcinoma  of  the  cervix  complicating  preg- 
nancy, either  during  pregnancy  or  in  the 
immediate  postpartum  period,  should  be 
treated  in  exactly  the  same  way  as  they 
would  have  been  were  they  not  pregnant. 

Table  IX  shows  that  13,  or  6.5  percent, 
of  our  230  patients  treated  over  five  years 
ago  were  pregnant  or  in  the  immediate  post- 
partum period  when  therapy  was  instituted. 
One  hundred  percent  were  alive  and  well 
five  years  or  more  after  treatment. 

Many  physicians,  even  today,  consider 
patients  with  invasive  carcinoma  of  the 
cervix  complicating  pregnancy  as  having  an 
almost  hopeless  problem. 

The  record  of  this  group  of  13  patients, 
we  believe,  is  without  equal  and,  because  of 
this,  we  urge  the  adoption  of  our  method  of 
treatment  for  invasive  carcinoma  of  the 
cervix  complicating  pregnancy. 

Five-Year,  or  more,  Survival  in 
Invasive  Carcinoma  of  the  Cervical  Stump 
Table  IX  also  summarizes  the  results  of 
treatment  of  invasive  carcinoma  of  the  cer- 
vical stump.  Fifteen  of  230  patients  treated 
five  or  more  years  ago  were  diagnosed  as 
having  invasive  carcinoma  of  the  cervical 
stump.  Eight  were  Stage  I and  seven  were 
Stage  II  cases.  All  15,  or  100  percent,  sur- 
vived five  or  more  years  and,  in  fact,  are 
alive  and  well  at  the  time  of  this  report. 

Supracervical  hysterectomies  now  are 
rarely  done;  consequently  carcinoma  of  the 
cervical  stump  is  seldom  encountered.  How- 
ever, when  this  diagnosis  is  made  the  pa- 
tient should  be  treated  in  the  manner  which 
will  give  her  the  best  possible  chance  of 
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Table  X 

5- YEAR  SURVIVAL 
ADENOCARCINOMA  OF  THE  CERVIX 
WITHOUT  EVIDENCE  OF  RECURRENCE 
December  1,  1945  to  December  1,  1964 


Stage 

Patients 

Treated 

Dead 

Survival 

Per- 

centage 

I 

8 

1 

7 

87.5% 

II 

5 

3 

2 

40.0% 

III 

2 

0 

2 

100% 

TOTAL 

15 

4 

11 

73.33% 

15,  or  6.25%,  of  total  patients  treated,  3 of  the  15,  or 

20%,  had  pelvic  lymph  node 

metastasis. 

2 of  the  3 

are  alive  and  well  after  5 or  more  years. 

The  combined  survival  rate  of  73.33%  is  only  8.41% 
less  than  the  overall  5-year  survival  of  81.74%  for  the 
entire  series. 

cure  by  a method  that  is  not  prohibited  by 
frequent  major  complications. 

When  patients  with  carcinoma  of  the  cer- 
vical stump  are  treated  by  irradiation  alone, 
the  results  are  little  better  than  they  were 
twenty-five  years  ago.  Also,  in  those  meth- 
ods of  irradiation  that  employ  radium  or 
radioactive  material  applied  to  the  cervix, 
complications  are  frequent  due  to  irradia- 
tion hot  spots  of  intestines  and  bladder  with 
resulting  fistulae  and  intestinal  obstruc- 
tion due  to  adherence  of  these  structures  to 
the  cervical  stump.  For  these  reasons,  we 
are  convinced  that  the  surgical  approach 
followed  by  external  radiation  is  the  treat- 
ment of  choice  for  invasive  carcinoma  of 
the  cervical  stump. 


Five-Year  Survival  in  Patients  with 
Adenocarcinoma  of  the  Cervix 

In  Table  X are  summarized  the  results  of 
treatment  of  adenocarcinoma  of  the  cervix 
and  the  status  of  patients  by  stages. 

It  can  be  seen  that  of  our  230  cases  treat- 
ed five  or  more  years  ago,  15  or  6.5  percent 
were  primary  adenocarcinoma  of  the  cer- 
vix. There  were  eight  Stage  I,  five  Stage 
II  and  two  Stage  III  cases. 

The  combined  five-year  survival  rate  is 
73.33  percent,  which  points  out  the  fact  that 
adenocarcinoma  of  the  cervix  is  a more 
lethal  disease  than  squamous  cell  carcinoma 
of  the  cervix. 

We  fully  agree  with  developing  opinion 
that  adenocarcinoma  of  the  cervix  is  best 
treated  surgically.  We  are  also  convinced, 
from  our  results,  that  total  external  pelvic 
irradiation  is  of  value  and  should  be  utilized. 

COMPLICATIONS 

We  have  encountered  complications  sim- 
ilar in  number  and  kind  as  reported  by 
others  doing  radical  pelvic  surgery.  They 
have  included  pulmonary  emboli,  hemor- 
rhage, sepsis,  shock,  cardiac  arrest,  and  uri- 
nary tract  fistulae. 

Urinary  tract  fistulae  have  occurred  in 
9.22  percent  of  our  patients  and  50  percent 
of  these  have  healed  spontaneously  with  the 
aid  of  splinting  ureteral  catheters  and  prop- 
er bladder  drainage.  There  has  been  none 
we  could  not  manage. 

Operative  deaths  occurred  in  nine  pa- 


Table  XI 

5-YEAR  SURVIVAL 

COMPARATIVE  RESULTS  of  clinics  utilizing  only  RADIATION  treatment  in  invasive  carcinoma  of  the  cervix 
as  reported  in  Volume  14  Annual  Report  of  Results  of  Treatment  of  the  Uterus  and  Vagina,  with  the  series 
of  Doctors  Funnell,  Kelso  and  Funnell  utilizing  the  COMBINED  SURGERY  AND  POSTOPERATIVE  IRRADIA- 
TION. 


STAGE 

I 

STAGE 

II 

STAGE 

I & II 

No.  Cases 

Percent 

No.  Cases 

Percent 

No.  Cases 

Percent 

J.  W.  Funnell,  J.  W.  Kelso, 
and  J.  D.  Funnell 

130 

84.61 

91 

78.02 

221 

81.90 

Stockholm 

471 

86.4 

1094 

60.0 

1565 

67.92 

Manchester 

311 

69.5 

942 

46.6 

1253 

52.31 

Gliwise,  Poland 

377 

62.9 

892 

47.2 

1269 

51.85 

Paris  Institute  of  Radium 

71 

78.9 

414 

54.3 

485 

58.84 

University  Pennsylvania 
M.  D.  Anderson 

83 

83.1 

57 

54.4 

140 

71.43 

*G.  H.  Fletcher 

271 

90.3 

647 

72.6 

918 

77.8 

*M.  D.  Anderson  Statistics  obtained  in  personal  communication  from  G.  H.  Fletcher  by  Joseph  W.  Kelso. 
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tients,  all  operated  early  in  the  series.  Im- 
proved surgical  technique,  improved  anes- 
thesia, and  improved  management  of  catas- 
trophic operative  complications  have  essen- 
tially eliminated  operative  deaths.  Our  last 
— from  cardiac  arrest — was  in  1957. 

CONCLUSION 

We  are  convinced,  after  studying  our  re- 
sults and  reviewing  the  literature,  that  in 
skilled  hands  the  extended  Wertheim  hys- 
terectomy and  pelvic  lymphadenectomy,  fol- 
lowed by  total  pelvic  irradiation,  gives  pa- 
tients with  operable  invasive  carcinoma  of 
the  cervix  a better  opportunity  to  be  cured 
than  does  either  method  alone. 

Table  XI — This  conclusion  is  validated  by 
a comparison  of  our  results  with  those  re- 
ported in  Volume  14,  Annual  Report  of  Re- 
sults of  Treatment  of  Carcinoma  of  the 
Uterus  and  Vagina,  which  reveals  them  to 
be  as  good  or  better  than  the  majority  there- 
in reported. 

Due  to  the  fact  that  most  clinics  previ- 
ously using  surgery  alone  in  the  treatment 
of  invasive  carcinoma  of  the  cervix  have 
recently  been  utilizing  radiation  postopera- 
tively,  meaningful  statistics  are  almost  non- 


existent for  surgery  alone  in  this  disease 
in  Volume  1U,  Annual  Report  on  the  Results 
of  Treatment  of  Carcinoma  of  the  Uterus 
and  Vagina. 

Further  substantiation  of  this  conclusion 
is  gained  by  noting  our  long-range  results 
in  the  10,  15,  and  20-year  groups  of  patients. 
These  results  document  the  fact  that  pa- 
tients treated  by  this  method  are  usually 
cured,  not  just  palliated  for  a time  to  die 
later  of  persistent  carcinoma.  Indeed,  con- 
sidering the  age  group  treated,  one  would 
expect  a greater  number  to  have  been  lost 
through  the  attrition  of  age  than  has  oc- 
curred from  all  cases. 

By  observing  the  useful  lives  they  lead, 
we  know  that  once  treated  the  future  health 
of  these  patients  is  little  if  any  altered.  This 
cannot  be  said  when  irradiation  alone,  in 
huge  doses,  is  used. 

Finally,  we  urge  gynecologists  through- 
out the  world  to  consider  this  method  of 
treatment  for  operable  invasive  carcinoma 
of  the  cervix.  We  especially  urge  the 
adoption  of  this  method  of  treatment  in  in- 
vasive carcinoma  of  the  cervix  complicating 
pregnancy,  carcinoma  of  the  cervical  stump, 
and  in  adenocarcinoma  of  the  cervix. 

1211  North  Shartel,  Oklahoma  City,  Oklahoma  73103 


BEN  H.  NICHOLSON  MEMORIAL  LECTURESHIP 

J.  C.  Peterson,  M.D.,  Professor  of  Pediatrics  and 
Chairman  of  the  Department,  Marquette  School  of  Medi- 
cine, Milwaukee,  Wisconsin,  will  give  the  Ben  H.  Nichol- 
son Memorial  Lecture  on  Thursday,  April  22,  1971,  4:00 
p.m.,  at  the  Student  Education  Building,  University  of 
Oklahoma  Medical  Center,  Oklahoma  City,  Oklahoma.  The 
lectureship  has  been  established  in  memory  of  Doctor  Ben 
H.  Nicholson,  long-time  practicing  pediatrician  in  Okla- 
homa City  and  faculty  member  since  1931,  who  died  in 
1968.  All  physicians  are  cordially  invited  to  attend.  Fur- 
ther details  can  be  obtained  from : The  Department  of 
Pediatrics,  Children’s  Memorial  Hospital,  University  of 
Oklahoma  Medical  Center,  800  Northeast  13th,  Oklahoma 
City,  Oklahoma  73104.  □ 
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Safety  isn’t 
everything  in  an 
aiitibiotic. 

Until  you  need  it. 


Such  as  the  time  when  a penicillin-sensitive  patient 
presents  the  potential  for  a severe  allergic  reaction. 

Or  the  patient  has  impaired  kidney  function. 

Or  when  age  may  make  tooth  staining  a matter  of 
consideration. 

There  is  no  guarantee  of  safety — even  with  Erythrocin. 

Mild  allergic  reactions,  abdominal  discomfort  and  rare 
mondial  overgrowth  may  occur.  But  serious  reactions 
are  extremely  infrequent.  And  after  18  years,  there  are 
no  known  toxic  effects  on  vital  organs,  bone,  blood, 
nerves  or  teeth. 

We’ll  ask  you  the  question.  Have  you  ever  seen 
a serious  reaction  with  Erythrocin?  103305 


ERYTHROMYCIN,  ABBOTT 

The  potency  you  need- 
tile  safety  you  want 

See  next  page  for  brief  summary,  listing 
indicated  organisms,  precautions,  etc. 
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Erythrocin 

(ERYTHROMYCIN,  ABBOTT) 

Brief  Summary 


Indications 

Erythrocin  is  indicated  against  gram-posi- 
tive cocci  — staphylococci  (most  strains), 
pneumococci  and  streptococci  (including 
enterococci) . Active  against  other  pathogens, 
such  as  Corynebacterium,  Hemophilus,  Clos- 
tridium, Neisseria,  and  Treponema  pallidum, 
the  agents  causing  trachoma  and  lympho- 
granuloma venereum  and  primary  atypical 
pneumonia  caused  by  Mycoplasma  pneumo- 
niae (Eaton  agent).  Establish  susceptibility 
of  pathogenic  organism  when  practical.  Main- 
tain therapeutic  levels  for  ten  days  in  the 
treatment  of  streptococcal  infections  to  help 
prevent  rheumatic  fever  and  glomerulone- 
phritis. Also  consider  local  measures  or  sur- 
gery whenever  indicated. 

Contraindications 

Known  hypersensitivity  to  erythromycin. 

I.M.  preparation  also  contraindicated  in  pa- 
tients hypersensitive  to  the  “caine”  type  of 
local  anesthetics. 

Precautions,  Side  Effects 

Occasionally  abdominal  discomfort, 
cramping,  nausea  or  vomiting  may  occur; 
generally  controlled  by  reduction  of  dosage. 
Mild  allergic  reactions,  such  as  urticaria  and 
other  skin  rashes,  may  occur.  Serious  allergic 
reactions  have  been  extremely  infrequent;  if 
hypersensitivity  is  encountered  consider  ap- 
propriate countermeasures,  e.  g.,  epinephrine, 
steroids,  etc.,  and  withdraw  drug.  The  rare 
possibility  of  overgrowth  of  nonsusceptible 
organisms  should  be  kept  in  mind;  if  it  occurs 
withdraw  drug  and  institute  appropriate 
treatment.  Local  venous  discomfort,  gener- 
ally mild,  may  occur  with  I.  V.  administration. 
I.M.  preparation  is  suitable  for  deep  intra- 
muscular administration  only;  restrict  use  in 

132 


children  with  small  muscle  mass.  A mild 
transient  local  discomfort  sometimes  occurs 
following  rectal  insertion  of  Erythrocin  Sup- 
positories; discontinue  if  significant  discom- 
fort persists. 

Administration  and  Dosage 

I.  ORAL : In  adults  with  mild  to  moderate 
infections  caused  by  readily-susceptible  or- 
ganisms 1 .0  Gm.  daily;  more  severe  infections 
or  those  caused  by  less  susceptible  organisms 
2.0  Grams  daily;  unusually  severe  infections 
up  to  4 or  more  Gm./day.  Daily  dose  in  chil- 
dren is  1 5 to  25  mg. /lb. /day  depending  upon 
severity  of  infection.  Daily  dose  should  be 
administered  in  divided  doses  at  4-to-6  hour 
intervals.  Continue  treatment  for  at  least  48 
hours  after  symptoms  have  subsided  and  tem- 
perature has  returned  to  normal.  In  fulminat- 
ing or  life-threatening  infections,  a parenter- 
al form  of  erythromycin  is  preferred. 

II.  PARENTERAL:  Intravenous  admin- 
istration may  be  continuous  or  intermittent 
(6  to  8 hour  intervals);  1 to  4 Gm.  daily  in 
adults;  15  to  25  mg. /lb. /day  in  children, 
depending  upon  severity  of  infection.  Rec- 
ommended I.M.  dose  is  100  mg.  (2  ml.)  for 
adults,  50  mg.  ( 1 ml.)  for  children  30  lbs.  or 
more  and  1.4  to  1.8  mg. /lb.  in  smaller  chil- 
dren. Injections  are  usually  given  at  6 to  8 
hour  intervals;  may  be  given  at  4 to  6 hour 
intervals  for  severe  infections. 

III.  RECTAL:  Following  therapeutic 
doses  are  recommended  in  children:  to  20 
lbs.,  1-125  mg.  suppository  every  8 hours; 

20  to  40  lbs.,  1-125  mg.  suppository  every 
6 hours. 

Change  to  oral  therapy  as  soon 
as  practicable.  103305 
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Ocular  Vascular  Accidents 


HUNTER  L.  LITTLE,  M.D. 

Ocular  vascular  accidents  present  a 
perplexing  problem  to  the  physician. 

They  demand  immediate  ophthalmological 
attention,  and  when  therapy  is 
indicated,  it  must  be  prompt  to  be 
effective.  Underlying  systemic 
disease  must  be  pursued. 

SuDDEN  LOSS  of  vision  is  an  ophthal- 
mological emergency.  Ocular  vascular  acci- 
dents represent  a most  dramatic  cause  for 
sudden  loss  of  vision  and  demand  immedi- 
ate attention. 

Central  retinal  artery  occlusion  is  diag- 
nosed by  the  presence  of  diffuse  white 
retinal  edema,  markedly  attenuated  retinal 
arterioles,  and  box-carring  segmentation  of 
the  veins.  Such  arterial  occlusions  can  be 
segmental  or  total.  When  total,  there  is 
usually  an  associated  central  red  spot  with- 
in the  macula  surrounded  by  the  diffuse 
white  retinal  edema.  In  some  instances 
there  can  be  a central  retinal  artery  occlu- 
sion with  preservation  of  the  central  vision 
because  of  the  presence  of  a cilioretinal  ar- 
tery supplying  the  macular  region. 

Retinal  artery  occlusions  can  be  produced 
by  the  following  causes:  Arteriolar  spasm, 
which  is  quite  rare:  fibrinous  thrombus 

Presented  to  the  40th  Annual  Fall  Oklahoma  City  Clinical 
Society  Conference,  October  26th-28th,  1970. 


overlying  a sclerotic  plaque,  usually  situ- 
ated within  the  lumen  of  the  retinal  artery 
within  the  lamina  cribrosa  of  the  optic 
nerve;  emboli  arising  from  the  carotid  ar- 
tery; rarely,  bacterial  fibrinous  embuli  in 
subacute  bacterial  endocarditis ; arteritis, 
most  frequently  associated  with  cranial  ar- 
teritis (temporal  arteritis)  ; mechanical 
causes  related  to  pressure  on  the  globe  at 
the  time  of  ocular  surgery  or  by  the  mask 
in  general  anesthesia ; and  rarely  by  severe- 
ly elevated  intraocular  pressure  with  acute 
glaucoma.1 

Central  retinal  artery  occlusions  occur 
most  commonly  in  people  with  generalized 
vascular  disease,  including  systemic  hyper- 
tension, generalized  arteriolosclerosis,  and 
diabetes  mellitus.  It  is  imperative  to  rule 
out  treatable  underlying  diseases  such  as 
temporal  arteritis,  localized  carotid  vascular 
disease  with  atheromatous  emboli  to  the 
retina,  auricular  fibrillation  as  with  rheu- 
matic heart  disease,  and  subacute  bacterial 
endocarditis.  Because  of  the  possibility  of 
the  associated  above  diseases,  a general 
medical  evaluation  is  indicated. 

The  treatment  of  central  retinal  artery 
occlusion  is  usually  unrewarding  since  the 
loss  of  vision  is  frequently  permanent.  If 
the  clinical  picture  is  that  of  diffuse  retinal 
edema  with  a cherry-red  spot  in  the  macula, 
no  treatment  will  result  in  significant  im- 
provement of  the  vision  since  most  of  these 
eyes  are  usually  blind.  Treatment  consists 
of  the  following:  Ocular  massage,  inhalation 
of  five  percent  CO2  and  95  percent  O2  as 
carbogen,  paracentesis  of  the  anterior 
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chamber  to  produce  hypotony,  intravenous 
“Diamox”®  or  oral  glycerin  to  maintain 
ocular  hypotony,  fibrinolytic  agents  in  the 
form  of  thrombolysin  and  possibly  in  the 
future  urokinase,  anticoagulation  initially 
with  heparin  and  subsequently  converting 
to  “Coumadin,”®  the  use  of  corticosteroids 
when  the  diagnosis  of  temporal  arteritis  is 
suspected,  and  finally,  the  management  of 
the  underlying  systemic  disease. 

Central  retinal  vein  thrombosis  is  a more 
insidious  process  and  is  frequently  not  noted 
by  the  patient  since  his  visual  impairment 
does  not  come  on  abruptly.  The  clinical  pic- 
ture is  that  of  papilledema,  diffuse  retinal 
hemorrhages  throughout  the  four  quadrants 
of  the  eye,  marked  venous  engorgement,  and 
retinal  edema  which  always  involves  the 
macula  if  the  occlusion  blocks  the  central 
retinal  vein  or  one  of  its  temporal  branches. 

Retinal  vein  occlusion  results  from  one 
of  the  following  three  mechanisms : Occlus- 
ion by  external  compression  and  secondary 
endothelial  proliferation ; occlusion  by  pri- 
mary venous  disease  of  degeneration  or  in- 
flammation ; or  occlusion  by  stagnation 
thrombosis  which  occurs  in  leukemia  and 
polycythemia.2  Like  retinal  artery  occlu- 
sion, retinal  vein  occlusions  are  most  fre- 
quently associated  with  systemic  diseases  of 
diabetes,  essential  hypertension,  and  gen- 
eralized arteriolosclerosis.  However,  the 
following  underlying  diseases  must  be  ex- 
cluded : Hypergammaglobulinemia,  leukemia, 
polycythemia,  Wegner’s  granulomatosis,  and 
carotid  insufficiency.  In  younger  individ- 
uals with  central  retinal  vein  thrombosis, 
there  is  frequently  an  associated  vasculitis 
of  the  retinal  vein  for  which  reason  adrenal 
corticosteroid  therapy  is  strongly  indicated. 

The  treatment  of  central  retinal  vein 
thrombosis  consists  of  fibrinolytic  agents, 
including  thrombolysin  and  possibly,  in  the 
future,  urokinase.  Anticoagulation  is  used 
in  some  instances  and  is  particularly  indi- 
cated in  cases  of  marked  venous  engorge- 
ment without  significant  hemorrhages.  This 
is  accomplished  with  initial  heparinization 
and  then  subsequent  conversion  to  “Cou- 
madin.” In  younger  individuals  in  which 
an  associated  phlebitis  is  suspected,  the  use 
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of  corticosteroids  should  be  entertained.  In 
cases  with  dysproteinemia  the  treatment  is 
different  and  consists  of  plasmapheresis, 
penicillamine,  and  chlorambucil. 

The  association  of  glaucoma  with  ocular 
vascular  accidents  is  significant.  Glaucoma 
is  a predisposing  cause  for  both  central 
retinal  artery  and  central  retinal  vein  oc- 
clusions. In  fact,  it  has  been  estimated  that 
as  many  as  fifty  percent  of  the  patients  with 
retinal  vein  occlusions  have  an  underlying 
glaucoma  simplex.  It  is  also  noteworthy 
that  glaucoma  can  result  from  both  central 
retinal  artery  and  central  retinal  vein  oc- 
clusions. There  have  been  documented  case 
reports  in  which  a patient  had  no  evidence 
of  glaucoma  preceding  occlusion  of  a central 
retinal  artery  following  which  the  patient 
developed  advanced  glaucoma  in  the  eye 
with  the  occlusion.3  In  regard  to  retinal 
vein  thromboses,  there  is  a condition  called 
90-day  glaucoma  which  has  its  onset  ap- 
proximately three  months  following  the 
central  retinal  vein  thrombosis.  This  con- 
dition is  related  to  proliferation  of  new- 
formed  vessels  on  the  iris  surface  which 
blocks  the  anterior  chamber  angle  and  pro- 
duces hemorrhage  into  the  anterior  cham- 
ber. The  condition  is  called  hemorrhagic 
glaucoma  and  ultimately  causes  a blind, 
painful  eye  necessitating  enucleation  in 
many  cases.  In  regard  to  the  latter  condi- 
tion, studies  have  indicated  that  anticoagu- 
lation following  retinal  vein  thrombosis  re- 
duces the  incidence  of  hemorrhagic  glau- 
coma in  the  neighborhood  of  from  40  per- 
cent to  about  ten  percent.4  This  in  itself 
seems  indication  enough  for  anticoagula- 
tion of  cases  with  a recently-documented 
central  retinal  vein  thrombosis.  A favor- 
able prognostic  sign  in  cases  with  central 
retinal  vein  thrombosis  is  the  presence  of 
a higher  systolic  arterial  pressure  than  the 
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venous  pressure  of  the  occluded  retinal 
vein. 

Zweng1  has  noted  the  following  interest- 
ing observations  on  patients  with  ocular 
vascular  accidents.  There  is  a 12  percent 
incidence  of  bilaterality  of  ocular  vascular 
accidents  which  was  noted  to  occur  either 
preceding  the  onset  of  the  second  eye  or 
which  occurred  in  the  second  eye  during  the 
time  of  observation.  He  has  noted  only  one 
patient  of  97  treated  with  anticoagulants 
who  developed  hemorrhagic  glaucoma.  Three 
percent  of  the  patients  in  his  series  actually 
developed  an  ocular  vascular  accident  while 
on  anticoagulants. 

The  use  of  intravenous  fluorescein  angi- 
ography aids  one  in  evaluating  the  presence 
of  ocular  vascular  occlusions.  These  studies 
are  particularly  helpful  with  branch  artery 
and  vein  occlusions  where  one  can  note  late 
filling  of  the  affected  vessels  with  fluores- 
cein and  actual  pooling  of  the  dye  in  the 
stagnant  vessels  on  delayed  angiographic 
pictures.  Furthermore,  fluorescein  angiog- 
raphy is  useful  in  evaluating  the  effect  of 
treatment  with  the  fibrinolytic  agents  and 
with  anticoagulants  in  noting  whether  the 
treatment  has  affected  the  patency  of  the 
previously-occluded  vessel. 

Special  mention  should  be  given  to  the 
subject  of  amaurosis  fugax  or  so-called  tran- 
sient ischemic  attacks.  Walsh  and  Hoyt5 
have  listed  the  following  ten  possible  causes 
of  transient  ischemic  attacks:  Vasospasm, 
emboli,  hypotension,  glaucoma,  mechanical 
with  head  turning,  temporal  arteritis,  Ray- 
naud’s disease,  increased  intracranial  pres- 
sure with  papilledema,  severe  anemia,  and 
migraine.  They  state  that  emboli  from 
atheromatous  plaques  of  the  ipsilateral  caro- 
tid artery  account  for  by  far  the  majority 
of  cases  of  transient  ischemic  attacks.  Fish- 
er6 in  1959  first  reported  the  observation 
of  an  embolus  passing  through  the  retinal 
arterial  tree  in  a patient  with  transient 
monocular  blindness.  Emboli  from  athero- 
matous plaques  of  the  ipsilateral  carotid  ar- 
tery are  now  well  documented  in  the 
ophthalmological  and  neurological  litera- 
ture as  a most  common  cause  for  amaurosis 
fugax.7’ 8’  9 

Marshall  and  Meadows10  in  1968  per- 
formed a follow-up  study  on  the  natural 
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history  of  patients  with  amaurosis  fugax. 
In  their  series  of  80  patients  with  amaurosis 
fugax,  20  percent  had  bruits  over  the  ipsi- 
lateral carotid  artery,  12  percent  developed 
transient  or  permanent  hemiperesis.  Ten 
percent  developed  loss  of  vision  and  four 
percent  had  hemiplegia.  Even  more  strik- 
ing is  the  figure  of  16  of  the  27  patients  on 
whom  carotid  angiography  was  performed 
showed  a stenosed  carotid  artery.  In  this 
small  sub-series  of  the  27  patients  studied, 
there  were,  in  fact,  55  percent  with  stenosed 
carotids.  This  figure  is  in  marked  contrast 
to  the  17  percent  incidence  of  carotid  stan- 
osis  in  an  unselected  series  of  cases  with 
acute  strokes  performed  by  Bull,  Marshall 
and  Shaw.11  In  an  earlier  report,  Marshall 
reported  that  16  of  34  patients  with  tran- 
sient ischemic  attacks  developed  a major 
stroke  within  one  month  of  their  first  attack. 
Furthermore,  only  one  or  two  attacks  occur- 
red before  major  strokes  in  75  percent  of 
the  cases.  This  would  indicate  that  if  one  had 
had  multiple  ischemic  attacks  over  a period 
of  many  months  the  prognosis  might  not 
be  as  grave.  Acheson  and  Hutchinson12 
also  had  a follow-up  on  patients  with  tran- 
sient cerebral  ischemia.  In  their  series  of 
82  patients  followed  for  40  months,  18  or 
22  percent  became  disabled  or  died  from 
stroke.  One  notes  from  the  above  studies 
that  serious  complications  including  stroke 
or  blindness  occur  in  22  percent  to  55  per- 
cent of  cases  with  transient  ischemic  at- 
tacks. 

In  regard  to  therapy,  fibrinolytic  agents 
are  probably  not  extremely  helpful  in  this 
disease  since  the  embolic  atheromatous 
plaque  plugging  up  the  retinal  artery  will 
probably  not  be  affected  by  the  fibrinolytic 
agent.  On  the  other  hand,  carotid  angiog- 
raphy with  subsequent  carotid  endarterec- 
tomy when  indicated  seems  advisable  in  a 
large  number  of  these  cases.  Ehrenfeld, 
Hoyt  and  Wylie13  reported  a follow-up  on 
44  patients  with  amaurosis  fugax  and  prov- 
ed carotid  disease.  Thirty-two  of  these  pa- 
tients underwent  carotid  endarterectomy 
without  sequelae.  Thirty  remained  asympto- 
matic entirely,  whereas  two  showed  no  im- 
provement following  surgery.  Of  the  re- 
maining 12  patients  that  were  not  operated 
on,  ten  had  stroke  or  subsequent  blindness, 
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and  the  remaining  two  have  had  no  serious 
sequelae. 

Ischemic  optic  neuropathy  deserves  spe- 
cial comment.  This  is  a syndrome  in  which 
there  is  a vascular  occlusion  involving  the 
optic  nerve  itself,  sparing  the  retinal  ves- 
sels. The  condition  is  usually  manifested  by 
sudden  loss  of  vision  with  a clinical  picture 
of  an  edematous  pale  optic  nerve,  occasion- 
ally associated  with  adjacent  retinal  hemor- 
rhage.14 If  the  occlusion  is  further  posterior 
in  the  optic  nerve,  there  may  be  no  swelling 
of  the  nervehead.  Rarely,  this  disease  can 
have  an  insidious  onset  showing  only  optic 
pallor.  The  visual  fields  typically  show  an 
altitudinal  visual  field  loss.  The  patients 
are  usually  60  years  of  age  or  older  even 
though  the  condition  has  been  reported  in 
the  fifth  decade  of  life.  Ischemic  optic 
neuropathy  should  always  arouse  suspicion 
of  temporal  arteritis  necessitating  sedimen- 
tation rate  determination  and  temporal  ar- 
tery biopsy.15' ir>i  17'  18  When  these  are  posi- 
tive, corticosteroid  therapy  is  mandatory  in 
an  attempt  to  prevent  subsequent  ischemic 
optic  neuropathy  in  the  second  eye  which  if 
untreated  can  result  in  bilateral  blindness. 

The  author  had  a 44-year-old  diabetic  fe- 
male who  presented  at  4:00  a.m.  with  sud- 
den loss  of  vision  after  a three-day-history 
of  amaurosis  fugax.  Because  of  a pale, 
swollen  optic  nervehead,  with  adjacent  hem- 
orrhage, the  diagnosis  of  ischemic  optic 
neuritis  was  made.  The  sedimentation  rate 
and  temporal  artery  biopsies  were  both  neg- 
ative. It  was  felt  that  the  cause  for  this 
patient’s  ischemic  optic  neuropathy  was  on 
the  basis  of  diseased  blood  vessels  supplying 
the  optic  nerve.  She  had  a severe  altitudin- 
al scotoma  with  less  than  20/400  vision 


which  improved  (after  three  days  of  re- 
trobular  steroids,  intravenous  fibrinolysin 
and  oral  prednisone  given  80  mg.  daily 
ultimately  to  20/20  vision  with  persistence 
of  an  altitudinal  scotoma.  The  patient  was 
maintained  on  anticoagulation  for  six 
months. 

In  summary,  ocular  vascular  accidents 
present  a perplexing  problem  to  the  phy- 
sician. They  demand  immediate  ophthalmo- 
logical  attention,  and  when  therapy  is  indi- 
cated it  must  be  prompt  to  be  effective. 
Underlying  systemic  diseases  must  be 
searched  for  and  treated.  □ 

300  Homer  Avenue,  Palo  Alto,  California  94301 
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When  protein  is  the  focal  point  in  your  patients’ 
special  diets,  Campbell’s  Soups  can  be  a convenient 
supplementary  source  of  that  essential  nutrient. 


Bean  with  Bacon 
Beef 

Chicken  Broth 
Chicken  'N  Dumplings 
Chili  Beef 
Green  Pea 


6.8 

8.0 

5.5 

5.8 
6.2 

6.9 


* From  “Nutritive  Composition  of  Campbell’s  Products” 
which  gives  values  of  important  nutritive  constituents  of  all 
Campbell’s  Products.  For  your  copy,  write  to  Campbell  Soup 
Company,  Dept.  365,  Camden,  New  Jersey  08101. 
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A once-popular  treatment  for  back  pains 
was  to  have  the  seventh  son  of  a seventh  son 
j stand  or  walk  on  the  patient's  back. 


The  pain  of  earache  was  allegedly  relieved 
by  holding  a hot  roasted  onion  to  the  ear. 


A realistic 
approach 
to  pain 
relief 


Empirin’ 

Compound  with  Codeine 
Phosphate  gr.  1/2  No.  3 

Each  tablet  contains: 

Codeine  Phosphate  gr.  1/2  (Warning- 
May  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 

Aspirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

keeps  the  promise 
of  pain  relief 

'B.W.  & Co.'  narcotic  products  are 
Class  "B",  and  as  such  are  available  on  oral 
prescription,  where  State  law  permits. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
1\ickahoe,  N.Y. 


You  can't  fell  a redwood 
with  a hatchet 


With  vitamins,  too,  relative  needs  determine  the  choice. 

Alow  potency  vitamin  formula  may  be 
"a  good  thing."  But  when  the  need  for  vitamins  is 
great,  only  a high  potency  formula  will  do. 

THERAGRAN  is  often  indicated  as  a high  potency 
vitamin  formula  pre-  and  postoperatively,  and  in  many 
patients  with:  arthritis,  diabetes,  pancreatitis, 
infectious  disease,  hepatic  disease,  cardiac  disease, 
degenerative  disease,  osteoporosis,  alcoholism, 
dermatologic  conditions,  psychiatric  disorders,  malabsorption 
syndrome,  peptic  ulcer,  ulcerative  colitis,  other 
gastrointestinal  disease,  and  during  the  menopause. 

Also  available  with  minerals  as  THERAGRAN-M. 


Theragran 

High  Potency  Vitamin  Formula 


SQUIBB 


The  Priceless  Ingredient  of  every  product 
is  the  honor  and  integrity  of  its  maker.'™ 


E.R.  Sfluibb  & Sons,  Ire.  1970 


Conduction  Abnormalities  in  the 


Presence  of  Acute  Myocardial  Infarction 


JAMES  J.  SNIPES,  M.D. 
R.  WAYNE  NEAL,  M.D.,  F.A.C.P. 

Temporary  transvenous  pacing  for  ■ 
acute  myocardial  infarction  ivith  a heart 
rate  below  50,  not  readily  responsive 
to  drugs,  may  prevent  asystole, 
increase  a low  cardiac  output  and/or 
suppress  ectopic  beats. 


SYNOPSIS  ABSTRACT 

FrOM  A SERIES  of  259  monitored  pa- 
tients with  acute  myocardial  infarctions,  64 
developed  an  atrioventricular  conduction 
abnormality  or  sinus  arrest. 

Mobitz  I block  was  seen  only  in  the  group 
with  inferior  wall  myocardial  infarction, 
and  Mobitz  II,  only  in  the  group  with  an- 
terior wall  myocardial  infarction.  The  lat- 
ter progressed  to  ventricular  asystole  much 
more  frequently  than  the  former  (nine  per- 
cent compared  to  100  percent).  Third-de- 

From  Saint  John's  Hospital,  Tulsa,  Oklahoma. 

Journal  / April  1971  / Volume  64 


gree  A-V  block  progressed  to  ventricular 
asystole  in  22  percent  of  patients  with  acute 
inferior  wall  myocardial  infarction  and  in 
67  percent  of  patients  with  acute  anterior 
wall  myocardial  infarction.  Therefore, 
second-degree  or  third-degree  block  in  a 
patient  with  an  acute  anterior  wall  myo- 
cardial infarction  represents  a serious 
threat  of  ventricular  asystole ; and  third- 
degree  block  in  the  presence  of  an  acute  in- 
ferior wall  myocardial  infarction  represents 
a moderate  risk  for  ventricular  asystole. 

The  mortality  from  acute  myocardial  in- 
farction associated  with  sinus  arrest  or 
atrioventricular  conduction  abnormalities 
varied  significantly  with  the  location  of  the 
infarction.  In  our  series,  the  mortality  was 
32  percent  in  the  presence  of  an  acute  an- 
terior wall  myocardial  infarction  and  13 
percent  in  the  presence  of  an  inferior  wall 
myocardial  infarction. 

Careful  monitoring  of  patients  with  acute 
myocardial  infarction  has  demonstrated  the 
occurrence  of  arrhythmias  in  90  to  95  per- 
cent of  the  cases.1  The  incidence  of  atrio- 
ventricular conduction  abnormalities  with 
acute  myocardial  infarction  in  several  mon- 
itored series  has  been  reported  as : First- 
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degree  block  occurring  in  twelve  percent, 
second-degree  block  occurring  in  eight  per- 
cent, and  third-degree  block  occurring  in 
seven  percent.  Mortality  rates  were  15  to 
26  percent,  25  percent,  and  44  percent  re- 
spectively.1’ 2’ 3- 4 These  series  have  the  dis- 
advantage of  not  correlating  the  exact  type 
of  rhythm  and  infarct  location  with  the 


mortality. 

Occlusion  of  a coronary  artery  may  seri- 
ously compromise  the  blood  flow  to  pacing 
and/or  conducting  tissues  in  the  heart. 
James  has  shown  that  the  right  coronary 
artery  supplies  the  A-V  node  in  82  percent 
of  cases,  and  the  S-A  node,  in  52  percent  of 
cases.5  It  is,  therefore,  to  be  expected  that 
the  frequency,  but  not  necessarily  the  se- 
verity of  conduction  abnormalities  associ- 


Figure  1 

ACUTE  MYOCARDIAL  INFARCTION— INFERIOR  WALL 
Block 


Case 

Age 

1° 

M I 

M II  3° 

Asystole 

Death 

Comments 

1 

58-F 

X 

X 

x<50)* 

2 

57-M 

X 

x ( 40 ) 

3 

49-F 

X 

X 

x(55)* 

X 

X 

Cardiogenic  Shock 

4 

48-M 

X 

x(62) 

5 

79-M 

X 

x(33) 

X 

Acute  Infection,  Previous  A-S  MI 

6 

61-M 

x(56) 

X 

7 

69-M 

X 

x(52) 

8 

53-M 

x(56)* 

9 

54-F 

x(62) 

10 

51-M 

x(36)* 

11 

48-M 

Sinus  Arrest 

12 

64-F 

x(33)* 

X 

Vent.  Fib. — Previous  A-S  MI 

13 

68-M 

x(70) 

14 

55-M 

X 

X 

X 

15 

70- M 

X 

16 

76-M 

X 

17 

44-M 

X 

18 

78-F 

X 

19 

57-M 

X 

20 

53-M 

X 

21 

51-F 

X 

22 

75-M 

X 

23 

73-F 

X 

X 

X 

Sinus  mechanism;  Morphine;  3rd 
degree  block;  Refractory  Pulmonary 
Edema 

24 

33-M 

X 

25 

69-F 

X 

26 

66-M 

X 

27 

82-F 

X 

28 

54-M 

X 

29 

69-M 

X 

30 

81-M 

X 

Y 

X 

X 

Admitted  - 3°  - Paced;  Cardio- 
genic shock 

31 

77-F 

X 

32 

52-M 

X 

33 

80-F 

X 

34 

72-F 

X 

35 

67-M 

X 

36 

57-M 

X 

Previous  A-S  MI 

37 

68-M 

X 

38 

64-M 

X 

39 

71-F 

X 

40 

79-F 

X 

13% 

TOTAL: 
^Slowest  rate 

33 

11 

-0-  9 

2 
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ated  with  the  occlusion  of  the  right  coronary 
artery,  will  be  greater  than  those  with  oc- 
clusion of  the  left  coronary  artery.  It  must 
be  kept  in  mind  that  edema  of  pacing  or 
conducting  tissues  without  infarction  can 
also  cause  transient  arrhythmias.  Atrio- 
ventricular block  may  result  from  inter- 
ruption of  conduction  in  the  A-V  junctional 
tissue  or  in  both  bundles  simultaneously. 
It  is  recognized  that  the  patient  with  an- 
terior wall  myocardial  infarction  who  de- 
velops an  atrioventricular  conduction  ab- 
normality is  in  danger  of  a fatal  arrhythmia 
and/or  cardiac  failure.  This  is  because  of 
the  marked  loss  of  myocardium,  which  is 
necessary  to  extend  far  enough  posteriorly 
to  involve  the  posteriorly  located  conduct- 
ing tissue.  The  bundles  are  also  frequent- 
ly involved  by  the  anterior  wall  infarction. 

Between  August  1,  1967,  and  July  31, 
1969,  259  patients  with  a confirmed  diag- 
nosis of  acute  myocardial  infarction  have 
been  monitored  in  the  Intensive  Coronary 
Care  Unit  at  St.  John’s  Hospital  in  Tulsa, 


Oklahoma.  Sixty-four  cases  (24  percent) 
developed  an  atrioventricular  conduction 
defect  or  sinus  arrest  (one  case),  34  per- 
cent occurred  in  patients  with  anterior  wall 
myocardial  infarction,  and  62  percent  oc- 
curred in  patients  with  inferior  wall  infarc- 
tion, and  four  percent  in  patients  with  a 
periapical  myocardial  infarction.  The  anal- 
ysis of  these  64  cases,  noting  the  degree  of 
atrioventricular  block,  progression  of  the 
degree  of  block,  and  the  mortality  rate, 
comprise  our  report.  The  diagnosis  of  acute 
myocardial  infarction  was  based  on  the  his- 
tory, physical  examination,  electrocardio- 
gram, and  enzyme  abnormalities.  Our  cri- 
teria for  atrioventricular  conduction  defects 
were : 

A.  First-degree  block — the  P-R  interval 
exceeds  0.2  seconds. 

B.  Second-degree  block 

1.  Mobitz  I — typical  Wenckebach 
Phenomenon. 

2.  Mobitz  II — constant  P-R  interval 
with  intermittently  blocked  A-V 


Figure  2 

ACUTE  MYOCARDIAL  INFARCTION— ANTERIOR  WALL 


Block 


Case 

Age 

1° 

MI  M II 

3° 

Asystole 

Death 

Comments 

1 

57-F 

x(64) 

X 

X 

Cardiogenic  Shock 

2 

84-M 

x(52) 

X 

X 

Intractable  Cardiac  Failure; 
Pulmonary  Edema 

3 

50-M 

X 

X 

x<66) 

X 

4 

67-F 

X 

X 

X 

X 

Ruptured  Vent.,  Previous  MI 

5 

83-F 

X 

X 

X 

Pulmonary  Edema  and  Shock 

6 

79-F 

x(74) 

X 

Vent.  Fib.;  Previous  MI 

7 

79-M 

X 

8 

81-M 

X 

9 

67-M 

X 

10 

77-M 

X 

11 

60-M 

X 

12 

54-M 

X 

13 

67-F 

X 

14 

57-F 

X 

15 

66-M 

X 

16 

86-F 

X 

17 

75-M 

X 

X 

X 

Demerol;  1°  block;  G.I.  Bleeding, 
Pneumonia;  Cardiogenic  Shock 

18 

62-M 

X 

19 

51-M 

X 

20 

74-M 

X 

21 

90-M 

X 

22 

84-M 

X 

X 

Intractable  Cardiac  Failure; 
Pulmonary  Edema 
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conduction  (may  result  from  bi- 
lateral bundle  branch  block). 

C.  Third-degree  block — complete  A-V  dis- 
association. 

D.  Ventricular  asystole — no  ventricular 
contractions  in  a period  of  six  seconds. 

The  cases  reviewed  were  divided  accord- 
ing to  the  types  of  myocardial  infarctions 
present.  There  were  40  patients  with  an 
acute  inferior  wall  myocardial  infarction 

present  (Figure  1),  22  patients  with  an 
acute  anterior  wall  myocardial  infarction 

(Figure  2),  and  two  patients  with  massive 
infarction  involving  the  periapical  region 

(Figure  3),  who  developed  first-degree 
block,  second-degree  block,  third-degree 
block,  ventricular  asystole,  or  sinus  arrest. 
These  comprise  the  series  studied. 

RESULTS 

( Figure  4)  Of  the  40  patients  with  an 
acute  inferior  wall  myocardial  infarction 

and  conduction  abnormality  in  our  study,  83 
percent  developed  first-degree  block,  28  per- 
cent developed  Mobitz  I block,  none  devel- 
oped Mobitz  II  block,  23  percent  developed 
third-degree  block,  five  percent  (two  pa- 
tients) developed  ventricular  asystole,  both 
of  whom  were  in  cardiogenic  shock,  and  2.5 
percent  (one  patient)  developed  sinus  ar- 
rest. In  this  group  with  inferior  wall  myo- 
cardial infarction,  five  deaths  occurred : 
Two  in  cardiogenic  shock,  one  in  refractory 
pulmonary  edema,  one  in  ventricular  fibril- 
lation, and  one  with  overwhelming  infec- 
tion. 

In  the  group  of  22  patients  with  acute 
anterior  wall  myocardial  infarction  with 
conduction  defects,  82  percent  developed 


Figure  4 

INCIDENCE  OF  ATRIOVENTRICULAR  CONDUC- 
TION ABNORMALITIES  IN  THE  PRESENCE  OF 
ACUTE  MYOCARDIAL  INFARCTION 


Block 

Inferior 

Anterior 

1° 

40  Patients 
83% 

22  Patients 
82% 

2° 

Mobitz  I 

28% 

0% 

Mobitz  II 

0% 

18% 

3° 

23% 

14% 

Asystole 

5% 

27% 

first-degree  block,  none  developed  Mobitz  I 
block,  18  percent  developed  Mobitz  II  block, 
14  percent  developed  third-degree  block,  and 
27  percent  developed  ventricular  asystole. 
Seven  deaths  occurred  in  this  group,  three 
in  cardiogenic  shock,  one  with  a ruptured 
ventricle,  one  with  ventricular  fibrillation, 
and  two  with  intractable  cardiac  failure 
and  pulmonary  edema. 

(Figure  5)  This  compares  the  progres- 
sion in  degree  of  atrioventricular  conduc- 
tion abnormalities  in  the  presence  of  acute 
inferior  wall  and  acute  anterior  wall  myo- 
cardial infarctions. 

Of  the  group  of  33  patients  with  acute 
inferior  wall  myocardial  infarction  and 
first-degree  A-V  block,  nine  percent  pro- 
gressed to  Mobitz  I block,  none  progressed 
to  Mobitz  II  block,  15  percent  progressed 
to  third-degree  block,  and  three  percent 
progressed  to  ventricular  asystole. 

In  the  group  of  18  patients  with  acute 
anterior  wall  myocardial  infarction  and 
first-degree  A-V  block,  none  progressed  to 
Mobitz  I block,  11  percent  progressed  to 
Mobitz  II  block,  six  percent  progressed  to 
third-degree  block,  and  17  percent  developed 
ventricular  asystole. 

Of  those  patients  with  acute  inferior  wall 


Figure  3 

ACUTE  MYOCARDIAL  INFARCTION— PERIAPICAL 
Block 

Case  Age  1°  MI  M II  3°  Asystole  Death  Comments 

1 81-M  x x Repeated  Vent.  Fib.;  Cardiac 

Failure;  sudden  death 

2 63-F  xxx  xx  Intractable  Cardiac  Failure; 

Pulmonary  Edema;  Hydrothorax 


TOTAL:  2 


2 
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Figure  5 

PROGRESSION  IN  DEGREE  OF  ATRIOVENTRICU- 
LAR CONDUCTION  ABNORMALITY  IN  THE 
PRESENCE  OF  ACUTE  MYOCARDIAL 
INFARCTION 


Location  of 

Degree  of  Block 

Myocardial 

Infarction 

Inferior 

Anterior 

I.  First  Degree  to: 

33  Patients 

18  Patients 

A.  Mobitz  I 

9% 

0% 

B.  Mobitz  II 

0% 

11% 

C.  Third  Degree 

15% 

6% 

D.  Ventricular  Asystole 

3% 

17% 

II.  Second  Degree 

A.  Mobitz  I to: 

11  Patients 

0 Patients 

1.  Mobitz  II 

0% 

0% 

2.  Third  Degree 

45% 

0% 

3.  Ventricular  Asystole 

9% 

0% 

B.  Mobitz  II  to: 

0 Patients 

4 Patients 

1.  Third  Degree 

0% 

25% 

2.  Ventricular  Asystole 

0% 

100% 

III.  Third  Degree  to: 

9 Patients 

3 Patients 

A.  Ventricular  Asystole 

22% 

67% 

myocardial  infarction  and  Mobitz 

I second- 

degree  block,  none  progressed  to  Mobitz  II 
block,  45  percent  progressed  to  third-degree 
block,  and  nine  percent  developed  ventricu- 
lar asystole.  There  were  no  patients  in  this 
group  with  Mobitz  II  block. 

There  were  no  patients  with  acute  an- 
terior wall  myocardial  infarctions  and  Mo- 
bitz I block.  Four  patients  in  our  series 
were  found  to  have  an  anterior  wall  myo- 
cardial infarction  and  Mobitz  II  block.  Of 
these,  25  percent  progressed  to  third-degree 
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Figure  6 

MORTALITY  RATE  OF  PATIENTS  WITH  ATRIO- 
VENTRICULAR CONDUCTION  DEFECTS  FOLLOW- 
ING ACUTE  MYOCARDIAL  INFARCTION 


Degree  of  Block 

1 

Inferior 

4/33  (12%) 

Anterior 

3/18  (16%) 

2° 

Mobitz  I 
Mobitz  11 

3/11  (27%) 

0/0  ( 0%  ) 

0/0  ( 0%  ) 
3/4  (75%) 

3° 

4/9  (44%) 

2/3  (66%) 

Ventricular  Asystole 
TOTAL: 

2/2  (100%) 
5/40  (13%) 

5/6  (83%) 
7/22  (32%) 

block  and  100  percent  developed  ventricular 
asystole. 

Of  nine  patients  with  acute  inferior  wall 
myocardial  infarction  and  third-degree 
block,  22  percent  developed  ventricular 

asystole.  Of  the  patients  with  acute  anterior 
wall  myocardial  infarction  and  third-degree 
block,  67  percent  proceeded  to  ventricular 
asystole. 

The  atrioventricular  conduction  abnor- 
malities seen  with  acute  inferior  wall  myo- 
cardial infarctions  were  often  transient  and 
frequently  responded  to  atropine  alone.  No 
patient  who  survived  developed  a permanent 
third-degree  block. 

(Figure  6)  In  the  group  of  patients  with 
acute  inferior  wall  myocardial  infarction, 
the  mortality  was  12  percent  for  those  with 
first-degree  block  and  27  percent  for  those 
with  Mobitz  I block.  There  were  no  patients 
in  this  group  with  a Mobitz  II  block.  The 
mortality  was  44  percent  for  those  patients 
with  third-degree  block  and  100  percent  for 
those  with  ventricular  asystole.  The  over- 
all mortality  for  patients  with  acute  inferior 
wall  myocardial  infarction  and  an  atrio- 
ventricular conduction  defect  or  sinus  ar- 
rest was  13  percent. 

In  the  group  of  patients  with  acute  an- 
terior wall  myocardial  infarction,  the  mor- 
tality was  16  percent  for  those  with  first- 
degree  block.  There  were  no  patients  in  this 
group  with  Mobitz  I block ; however,  the 
mortality  was  75  percent  for  those  patients 
with  Mobitz  II  block.  Sixty-six  percent  of 
the  patients  in  this  group  with  third-degree 
block  and  83  percent  of  those  with  ventric- 
ular asystole  died.  The  overall  mortality 
for  patients  with  acute  anterior  wall  myo- 
cardial infarction  and  an  atrioventricular 

145 


Abnormalities  / SNIPES,  NEAL 


Figure  7 

INDICATIONS  FOR  A PACEMAKER  IN  THE  PRESENCE  OF  AN  ACUTE  MYOCARDIAL  INFARCTION 

A.  Prevent  asystole 

B.  Increase  a low  cardiac  output  by  increasing  resting  heart  rate 

C.  Suppress  escape  of  repetitive  subsidiary  ectopic  beats 


1.  Complete  A-V  block  with  a 
ventricular  rate  below  50  per 
minute 

2.  Incomplete  A-V  disassociation ; 
Mobitz  Type  II  block 

3.  Sinus  arrest 

4.  Sinus  bradycardia  with  a rate 
below  50  per  minute 

5.  Incomplete  A-V  disassociation: 
Mobitz  Type  I block 
(Wenckebach  Phenomenon)  with 
a ventricular  rate  below  50 

per  minute 


Indications  for  Pacemaker 

A*,  B,  and  occasionally  C 

A*,  occasionally  B and  C 
A* 

B,  C (atrial  pacing) 

B,  occasionally  C 


Medical  Management 
Isoproterenol  and/or  Atropine  for 
acute  management  only 

// 


// 

Try  before  pacing  (for  B> 


// 


•^Indication  for  immediate  insertion  of  a pacing  catheter 

The  probability  of  asystole  occurring  is  increased  when  an  A-V  conduction  abnormality 
is  seen  in  conjunction  with  an  anteroseptal  infarction,  particularly  when  associated  with 
bilateral  bundle  branch  block. 


conduction  abnormality  was  32  percent.  The 
overall  mortality  for  the  group  of  259  pa- 
tients with  a confirmed  diagnosis  of  acute 
myocardial  infarction  was  26  percent.  The 
mortality  of  the  group  with  acute  periapical 
infarction  was  100  percent;  however,  there 
were  only  two  patients  in  this  group. 

DISCUSSION 

In  this  series,  the  Mobitz  I block  was  con- 
fined to  the  group  with  acute  inferior  wall 
myocardial  infarction,  while  the  Mobitz  II 
block  occurred  only  in  the  group  with  acute 
anterior  wall  myocardial  infarction.  It  has 
generally  been  agreed  that  the  Mobitz  I 
block  is  seen  when  the  atrioventricular  con- 
duction abnormality  occurs  in  the  A-V  con- 
ducting tissue  above  the  bifurcation  of  the 
bundle  of  His;  whereas,  the  Mobitz  II  block 
occurs  when  the  block  is  present  within  the 
left  and  right  bundles.  The  former  region 
is  affected  by  ischemia  and/or  edema  pri- 
marily in  the  presence  of  an  acute  inferior 
wall  myocardial  infarction;  whereas  the 
latter,  primarily  in  the  presence  of  an  acute 
anterior  wall  myocardial  infarction  involv- 
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ing  the  septum.  The  Mobitz  I block  pro- 
gressed much  less  frequently  to  ventricular 
asystole  than  did  the  Mobitz  II  block  in  our 
series,  supporting  the  previously  held  thesis. 
The  subsidiary  pacemaker  is  higher  in  the 
presence  of  a Mobitz  I than  with  the  Mobitz 
II  block,  perhaps  accounting  for  its  being  a 
more  reliable  pacing  site.  The  mortality  of 
patients  with  acute  anterior  wall  myocardial 
infarction  and  Mobitz  II  block  was  consid- 
erably higher  than  the  group  with  acute 
inferior  wall  myocardial  infarction  and  Mo- 
bitz I.  This  may  be  related  to  the  instability 
of  the  pacemaker  with  Mobitz  II  as  well  as 
to  the  fact  that  a greater  amount  of  myo- 
cardium has  been  lost  with  the  anterior 
wall  infarction  and  block,  as  noted  previ- 
ously. It  was  also  noted  that  the  mortality 
of  third-degree  heart  block  was  higher  in 
the  anterior  than  inferior  wall  myocardial 
infarction  group,  perhaps  for  the  same 
reason. 

It  should  be  appreciated  that  the  patients 
with  acute  myocardial  infarction  who  de- 
veloped a severe  A-V  conduction  defect,  ven- 
tricular asystole,  and  death  had  severe  dis- 
ease with  contributing  complications.  It  has 
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been  observed  by  others  that  associated  evi- 
dence of  severe  myocardial  damage,  such  as 
shock,  adds  significantly  to  the  mortality 
seen  with  heart  block.6' 7 

The  beneficial  effect  of  inserting  a trans- 
venous pacemaker  in  a given  patient  is  of- 
ten dramatic ; however,  it  is  difficult  to  dem- 
onstrate its  effect  in  a series  because  of  the 
frequent  association  with  complicating 
events.  When  a slow  or  unreliable  ventricu- 
lar rate  is  detrimental  to  the  patient  because 
of  (a)  the  possibility  of  ventricular  asys- 
tole occurring,  (b)  a low  cardiac  output,  or 
(c)  the  occurrence  of  repetitive  subsidiary 
ectopic  beats,  a pacemaker  appears  to  be 
indicated.  Figure  7 outlines  our  indications 


for  a temporary  transvenous  pacemaker. 
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His  makeup  is  unique  by  tradition. 

His  ulcer  treatment  is  unique 
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ureteral  or  urinary  bladder 
spasm.  Its  fame  as  an 
anticholinergic  is  worldwide. 

When  you  want  a 
performer  you  can  count  on 
. . . remember  Pro-Banthine. 
Tradition  does. 
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(propantheline  bromide) 

die  traditional  ulcer  treatment 


Pro-Banthine  15  mg. 

propantheline  bromide 


Pro-Banthine  15  mg. 
propantheline  bromide 
with 

Dartal  5 mg. 
thiopropazate 
.dihydrochloride 


Pro-Banthine  15  mg. 

propantheline  bromide 
with 

Phenobarbital  15  mg. 
warning: 

may  be  habit  forming 
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propantheline  bromide 
in  time-release  form 
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Indications:  Peptic  ulcer,  gastroenteritis, 
pylorospasm,  biliary  dyskinesia,  functional 
hypermotility  and  irritable  colon. 
Contraindications:  Glaucoma,  severe  cardiac 
disease. 

Precautions:  Since  varying  degrees  of  urinary 
hesitancy  may  occur  in  elderly  men  with  pros- 
tatic hypertrophy,  this  should  be  watched  for 
in  such  patients  until  they  have  gained  some 
experience  with  the  drug.  Although  never  re- 
ported, theoretically  a curare-like  action  may 
occur  with  possible  loss  of  voluntary  muscle 
control.  Such  patients  should  receive  prompt 
and  continuing  artificial  respiration  until  the 
drug  effect  has  been  exhausted. 

Side  Effects:  The  more  common  side  effects, 
in  order  of  incidence,  are  xerostomia,  mydri- 
asis, hesitancy  of  urination  and  gastric  fullness. 
Dosage:  The  maximal  tolerated  dosage  is  usu- 
ally the  most  effective.  For  most  adult  patients 
this  will  be  four  to  six  15-mg.  tablets  daily  in 
divided  doses.  In  severe  conditions  as  many 
as  two  tablets  four  to  six  times  daily  may  be 
required.  Pro-Banthine  is  supplied  as  tablets 
of  15  mg.,  as  prolonged-acting  tablets  of  30 
mg.  and,  for  parenteral  use,  as  serum-type  vials 
of  30  mg.  The  parenteral  dose  should  be  ad- 
justed to  the  patient’s  requirement  and  may 
be  up  to  30  mg.  or  more  every  six  hours,  intra- 
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(propantheline  bromide) 
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Dartal®  5 mg. 

(thiopropazate  dihydrochloride) 

Indications:  Peptic  ulcer,  spastic  constipation, 
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nal disorders,  pylorospasm,  hyperhidrosis, 
irritable  bowel  syndrome,  mucous  or  ulcerative 
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Contraindications:  Glaucoma,  severe  cardiac 
disease. 

Warnings:  Pro-Banthine  with  Dartal  should 
not  be  administered  to  patients  who  are  under 
the  influence  of  barbiturates,  alcohol  or  nar- 
cotics. The  drug  should  be  administered 
cautiously  to  epileptic  patients  or  those  in 
depressed  states,  patients  with  liver  disease 
and  to  pregnant  women.  Hypersensitivity  to 
Dartal  may  occur  rarely  in  patients  with 
known  sensitivity  to  similar  drugs. 

Side  Effects:  Dryness  of  the  mouth,  mydria- 
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extrapyramidal  (restlessness,  dystonia  and 
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commonly  in  patients  who  are  also  afflicted 
by  other  medical  disorders  such  as  mitral 
insufficiency  or  pheochromocytoma,  and  par- 
ticular attention  should  be  paid  to  such  a 
possibility  although  this  has  not  been  observed 
with  Dartal. 

Adult  Dosage:  One  tablet  three  times  a day. 

Pro-Banthine®  15  mg. 

( propantheline  bromide  ) 
with 

Phenobarbital  15  mg. 

Warning:  May  be  habit-forming. 

For  Indications,  Contraindications,  Precau- 
tions, Side  Effects  and  Dosage  see  Pro-Ban- 
thine. In  addition,  phenobarbital  should  be 
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Pro-Banthine  P.  A.® 

prolonged  acting  brand  of  propantheline  bromide 
For  Indications,  Contraindications,  Precau- 
tions and  Side  Effects  see  Pro-Banthine. 
Dosage  Form:  Capsule-shaped,  compression- 
coated,  peach  tablets  of  30  mg.  for  oral  use. 
Dosage:  The  recommended  initial  dosage  is 
one  tablet  in  the  morning  and  one  at  night. 
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Management  of  Urinary  Tract  Injuries 
Following  Surgery 


VINCENT  J.  O’CONOR,  Jr.,  M.D. 

Injury  of  bladder  and  ureters  can 
occur  after  gynecologic  or  general 
surgery  'procedures.  Techniques  of 
diagnosis  and  treatment  of  these 
are  discussed. 

The  EXACT  INCIDENCE  of  injury  to 
the  lower  urinary  tract  following’  surgery 
is  unknown:  Many  injuries  to  the  bladder 
and  ureter  are  unreported  as  they  are  usual- 
ly recognized  immediately  and  repaired 
promptly.  Nevertheless,  fistulas  from  either 
the  ureter  or  bladder  to  the  vagina  continue 
to  develop;  a distressing  problem  for  the 
operating  surgeon.  Many  injuries  to  the 
ureter  remain  unrecognized  as  the  kidney 
often  ceases  function  and  quietly  atrophies 
without  producing  symptoms.  Recent  re- 
views suggest  that  obvious  ureteral  injury 
occurs  in  appromixately  2.5  percent  of  pa- 
tients undergoing  hysterectomy  for  benign 
conditions  and  in  eight  to  30  percent  of  pa- 
tients having  radical  procedures  for  uterine 
malignancy.  Postoperative  radioisotope 
renograms  performed  in  our  institution 
showed  some  degree  of  ureteral  impairment 
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in  46  percent  of  patients  undergoing  gyne- 
cologic operations.  Since  injury  to  the  uri- 
nary tract  occurs  even  in  the  best  of  hands 
and  is  most  easily  handled  when  immedi- 
ately recognized,  the  principles  of  early  rec- 
ognition and  definitive  correction  should  be 
familiar  to  everyone  undertaking  pelvic 
surgery.  This  discussion  will  be  limited  to 
injuries  of  the  urinary  bladder  and  ureter. 

BLADDER  INJURIES 

A.  Prevention 

Routine  catheterization  of  the  bladder 
seems  worthwhile  for  obstetric  delivery; 
however,  when  operating  in  the  pelvis  the 
recognition  of  bladder  injury  often  depends 
upon  a gush  of  fluid  from  this  structure 
after  puncture.  We  believe  the  bladder 
should  not  be  emptied  before  abdominal  or 
pelvic  surgery  and  if  catheterization  is  nec- 
essary to  perform  a preliminary  pelvic  ex- 
amination, the  bladder  should  be  filled  with 
several  ounces  of  sterile  saline  prior  to  the 
surgical  procedure. 

B.  Recognition  and  Management 
I.  During  Vaginal  Procedures 

The  presence  of  urine  in  the  operative 
field  indicates  injury  to  the  urinary  tract. 
If  the  source  is  not  readily  apparent  a col- 
ored solution  such  as  methylene  blue  or  in- 
digo carmine  can  be  instilled  into  the  blad- 
der to  delineate  the  area  of  injury.  If  the 
solution  does  not  appear  and  leakage  of 
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urine  continues,  ureteral  injui'y  is  suspect- 
ed and  further  search  must  be  made  for 
the  exact  site  of  the  injury. 

When  the  area  of  the  bladder  injury  is 
exposed  immediate  repair  should  be  under- 
taken to  develop  watertight  closure  of  the 
bladder  wall.  Our  preference  is  for  a first 
layer  of  continuous  3-0  plain  catgut  since 
placing  a submucosal  layer  without  per- 
forating the  mucosa  is  difficult  and  calculi 
frequently  form  on  chromic  catgut  as  they 
invariably  do  with  silk  or  cotton.  The  mus- 
cularis  and  serosa  are  then  closed  with  in- 
terrupted 2-0  chromic  catgut.  A *18  Foley 
catheter  is  left  indwelling  and  the  bladder 
is  irrigated  to  detect  any  remaining  leak. 
If  the  bladder  defect  is  extensive  or  if  a 
segment  of  bladder  has  been  inadvertently 
excised  a suprapubic  cystostomy  may  be  per- 
formed with  proper  drainage  of  the  preves- 
ical space. 

Postoperative  urethral  catheter  drainage 
is  continued  for  seven  to  ten  days  depend- 
ing upon  the  extent  of  the  injury.  We  do 
not  routinely  irrigate  these  catheters  unless 
they  become  plugged  or  bleeding  becomes 
troublesome.  Either  a sulfonamide  or  me- 
thanamine  mandelate  is  given  during  the 
period  of  catheter  drainage.  A urine  cul- 
ture is  obtained  before  removing  the  cathe- 
ter and  when  sensitivities  are  determined, 
specific  medication  is  then  given  to  eradi- 
cate any  residual  infection. 

II.  During  Abdominal  Procedures 

Injuries  to  the  bladder  during  abdominal 
procedures  usually  occur  during  mobiliza- 
tion of  the  peritoneum  from  the  anterior 
bladder  wall  or  at  the  base  of  the  bladder 
while  freeing  or  removing  the  cervix.  If 
the  bladder  defect  is  promptly  recognized 
the  usual  three  layer  closure  is  effected  with 
Foley  catheter  drainage  as  described.  If 
the  defect  is  extensive,  suprapubic  drainage 
is  instituted  with  appropriate  split  rubber 
or  penrose  drains  being  led  out  extraperi- 
toneally  to  drain  the  prevesical  space,  after 
definitive  reperitonealization  of  the  floor. 
These  drains  are  generally  removed  in  48 
hours.  Several  points  regarding  cystotomy 
are  worth  emphasizing.  The  tube  should  be 
placed  high  at  the  dome  of  the  bladder  so 
that  the  mushroom  or  the  Foley  bag  is  held 
snugly  at  the  roof  to  avoid  postoperative 


trigonal  irritation  and  so-called  “bladder 
spasm.”  The  superior  exit  of  the  tube  avoids 
contact  with  the  symphysis  and  prevents 
the  peritoneum  from  becoming  adherent  in 
the  prevesical  space.  Fixation  which  results 
from  an  unusually  low  suprapubic  cystos- 
tomy makes  subsequent  bladder  surgery 
more  difficult.  When  a cystotomy  is  used 
the  tube  can  usually  be  removed  on  the  fifth 
to  seventh  postoperative  day,  and  a urethral 
catheter  inserted  which  is  removed  48  hours 
later. 

C.  Recognition  in  the  Early  Postoperative 
Period 

Small  perforations  of  the  bladder  may 
close  spontaneously  or,  if  the  opening  is 
extraperitoneal,  may  wall  off  without  dif- 
ficulty. Unless  the  patient  develops  hema- 
turia, the  defect  may  be  unnoticed.  If  hema- 
turia develops,  some  damage  to  the  bladder 
wall  has  usually  occurred  and  an  indwelling 
catheter  should  be  inserted  and  left  in  for 
at  least  seven  days.  If  there  is  evidence  of 
urine  extravasation  such  as  marked  ten- 
derness or  rebound  or  muscle  spasm,  a cysto- 
gram  should  be  made  after  insertion  of  the 
Foley  catheter.  When  obvious  extravasation 
is  present,  immediate  exploration  is  advised 
with  closure  of  the  defect  and  drainage  of 
the  prevesical  space.  Many  of  the  late  com- 
plications of  bladder  injury  result  from 
small  tears  which  partially  close  in  the  im- 
mediate postoperative  period  only  to  develop 
into  fistulas  two  or  three  weeks  following 
surgery. 

D.  Late  Complications 

The  most  ominous  complication  of  un- 
recognized bladder  injury  is  the  develop- 
ment of  a vesico-vaginal  fistula.  This  usual- 
ly becomes  evident  two  to  three  weeks  after 
surgery  and  is  heralded  by  the  sudden  de- 
velopment of  total  urinary  incontinence. 
The  first  step  in  treatment  is  the  insertion 
of  an  indwelling  catheter  with  instillation 
of  a colored  solution  which  will  appear  in 
the  vagina.  Excretory  urography  should  be 
carried  out  since  many  patients  with  vesico- 
vaginal fistulas  also  have  uretero-vaginal 
fistulas  which  must  be  recognized  before 
surgical  correction  is  considered.  Cysto- 
scopic  examination  is  then  carried  out  since 
more  than  one  fistula  may  be  present  and 
all  openings  should  be  delineated  before  re- 
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pair  is  contemplated. 

Some  vesico-vaginal  fistulas  will  close 
spontaneously  with  proper  catheter  drain- 
age. Endoscopic  and  vaginal  electrocoagu- 
lation of  the  fistulous  tract  often  aids  heal- 
ing of  these  small  fistulas  and  may  be  car- 
ried out  at  the  time  of  initial  cystoscopic 
examination.  We  generally  continue  ure- 
thral catheter  drainage  for  several  weeks  to 
one  month. 

If  the  defect  does  not  respond  to  these 
simple  methods  of  treatment  ultimate  sur- 
gical closure  is  necessary.  Since  the  early 
repair  of  vesico-vaginal  fistula  is  often  de- 
fied by  the  initial  inflammatory  process 
which  prevents  proper  tissue  healing,  these 
repairs  should  be  postponed  for  at  least 
three  to  six  months.  This  is  an  extremely 
difficult  period  of  time  for  the  surgeon  in 
caring  for  a patient  who  is  continually  wet; 
however  the  ultimate  good  result  is  often 
dependent  upon  such  a period  of  waiting. 

Small  low  lying  fistulas  can  be  best  ap- 
proached by  the  vaginal  route  with  excision 
of  the  tract  and  double  layer  closure  of  the 
bladder  and  vagina  attempting  to  interpose 
some  normal  tissue  between  the  suture  lines. 
Either  an  indwelling  catheter  or  suprapubic 
cystostomv  is  maintained  for  three  weeks 
postoperatively. 

Large  defects  on  the  floor  of  the  bladder 
and  those  which  have  been  unsuccessfully 
closed  by  the  vaginal  approach  are  best 
handled  using  a suprapubic  approach.  This 
method  involves  bisection  of  the  posterior 
bladder  wall  with  a tennis  racket  excision 
of  the  fistula  and  primary  closure  with  ad- 
equate suprapubic  and  urethral  catheter 
drainage  for  at  least  three  weeks.  A cure 
is  expected  and  has  been  effected  in  over 
95  percent  of  the  last  70  patients  subjected 
to  this  type  of  closure. 

URETERAL  INJURIES 

A.  Prevention  of  Ureteral  Injuries 

Damage  to  the  ureter  is  best  avoided  by 
maintaining  a continuous  conscious  aware- 
ness of  the  presence  of  the  ureter  through- 
out any  operative  procedure  in  the  lower 
abdomen  or  pelvis.  Preoperative  pyelog- 


raphy is  not  imperative  in  all  patients  un- 
dergoing pelvic  surgery;  however,  in  those 
patients  with  large  fibroids,  uterine  malig- 
nancy or  endometriosis,  preoperative  urog- 
raphy often  may  be  helpful.  The  passing 
of  ureteral  catheters  before  surgery  is  not 
necessary  for  most  procedures  and  in  no 
way  prevents  ureteral  injury  since  the  small 
catheter  may  be  difficult  to  palpate  in  the 
ureter.  If  such  a catheter  is  placed  it  should 
be  of  large  caliber,  either  six  or  seven 
French.  The  most  valuable  method  for 
avoiding  injury  to  the  ureter  is  adequate  ex- 
posure and  continued  visualization  of  the 
structure  during  the  operative  procedure. 
Most  ureteral  injuries  occur  when  bleeding 
is  troublesome  and  result  from  indiscrimi- 
nate or  blind  clamping  of  the  bleeding 
vessels. 

B.  Management  of  Ureteral  Injuries 
I.  During  Surgery 

Ureteral  injuries  include  temporary 
clamping  with  a hemostat,  partial  angula- 
tion by  a suture,  complete  transection  of  the 
ureter  or  even  excision  of  a segment  of  the 
ureter.  If  a clamp  has  been  inadvertently 
placed  on  the  ureter  and  is  promptly  recog- 
nized it  may  often  be  removed  with  no  sub- 
sequent difficulty.  If  the  ureter  appears 
viable  and  has  good  peristalsis  it  can  be 
merely  splinted  by  a ureteral  catheter  placed 
endoscopically  before  closing  the  abdomen. 
As  a rule  such  a splint  is  left  in  place  for 
five  to  seven  days  and  fixed  to  an  indwelling 
Foley  catheter.  If  the  tissue  does  not  ap- 
pear healthy  or  viability  is  questionable,  the 
splinting  catheter  is  left  in  for  several 
weeks,  by  which  time  longitudinal  healing 
is  complete. 

Complete  transection  of  the  ureter  should 
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be  repaired  primarily  but  not  necessarily 
immediately.  When  such  injury  becomes 
evident  the  primary  operative  procedure 
should  be  completed  before  direct  attack 
upon  the  ureter  is  contemplated.  The  pref- 
erable method  is  end  to  end  anastomosis 
spatulating  the  opposite  ends  of  the  ureter 
to  produce  an  elliptical  anastomosis  which 
results  in  increased  circumference  at  this 
point  and  decreases  the  tendency  to  subse- 
quent stricture  formation.  We  use  inter- 
rupted sutures  of  4-0  catgut  and  try  to  ef- 
fect a watertight  closure.  A splint  may  be 
used  if  there  appears  to  be  tension  on  the 
anastomotic  site;  however,  this  can  be  avoid- 
ed by  doing  a proximal  ureterotomy  and 
carrying  a drain  out  from  this  area. 

If  the  distal  segment  of  the  ureter  has 
been  excised  or  cannot  be  identified,  re- 
implantation of  the  ureter  is  preferable. 
This  is  done  similar  to  a Leadbetter-Poli- 
tano  antireflux  procedure  where  the  ureter 
is  brought  obliquely  through  the  bladder 
muscle  and  a tunnel  is  made  for  approxi- 
mately four  cm  before  doing  a mucosal  an- 
astomosis with  four  or  five  4-0  catgut  su- 
tures. When  adequate  length  does  not  seem 
to  be  available  the  bladder  may  be  fixed 
laterally  to  the  iliac  muscles  bridging  a con- 
siderable gap,  allowing  for  a tension  free 
anastomosis.  Again,  a splint  may  or  may 
not  be  used  according  to  the  condition  of 
the  ureter  and  the  appearance  of  the  anas- 
tomotic procedure. 

If  the  ureter  cannot  be  reimplanted  with- 
out tension,  a Boari  bladder  flap  may  be 
turned  upward  from  the  wall  of  the  bladder 
and  the  ureter  reimplanted  into  this  tube 
which  may  measure  from  seven  to  eight 
cm.  When  this  is  done  a splinting  ureteral 
catheter  is  generally  left  indwelling  for  ten 
to  14  days.  All  of  these  procedures  involve 
standard  urological  techniques  and  most 
practicing  urologists  utilize  them  frequent- 
ly. For  this  reason  it  is  often  wise  to  have 
the  advice  or  assistance  of  a urologic  sur- 
geon when  such  complications  develop. 

II.  Recognition  in  the  Early  Postoperative 
Period 

Anuria  following  pelvic  surgery  is  quite 
suggestive  of  bilateral  ureteral  obstruction. 
The  most  helpful  diagnostic  test  is  a radio- 
isotope renogram  which  will  show  a charac- 


teristic tracing  of  ureteral  obstruction  dif- 
ferentiating this  condition  from  acute  tu- 
bular necrosis.  If  an  obstructive  pattern  is 
evident  on  the  renogram,  cystoscopic  exami- 
nation should  be  carried  out  with  an  attempt 
at  passing  ureteral  catheters.  Occasionally 
the  major  problem  is  merely  edema  and  if 
catheters  can  be  passed  this  may  be  a cura- 
tive procedure.  If  catheters  do  not  pass  and 
an  adequate  period  of  time  has  elapsed  for 
rehydration  and  the  cessation  of  edema,  re- 
exploration should  be  carried  out.  Nephros- 
tomy has  been  suggested  often  in  the  past; 
however,  a direct  approach  to  the  primary 
problem  seems  more  justified. 

Ureteral  injury  is  often  manifested  by 
flank  pain  and  a persistent  fever.  When 
this  occurs  following  pelvic  surgery,  ex- 
cretory urography  should  be  performed  im- 
mediately and  if  obstruction  is  present,  an 
attempt  at  ureteral  catheterization  carried 
out.  Again,  the  mere  presence  of  a ureteral 
catheter  may  serve  to  allow  adequate  heal- 
ing. If  transection  has  occurred  or  if  a 
uretero-vaginal  fistula  becomes  evident, 
ureteral  catheterization  should  be  attempt- 
ed again  and  if  the  catheter  will  pass  be- 
yond the  area  of  leakage,  it  should  be  left 
in  place  for  two  weeks  and  a pyelogram 
made  prior  to  removal.  Many  uretero-vag- 
inal fistulas  will  close  spontaneously  by 
proper  splinting  with  a ureteral  catheter. 

When  uretero-vaginal  fistula  is  present 
and  a catheter  will  not  pass  the  point  of  ob- 
struction, surgical  re-exploration  with  re- 
implantation of  the  ureter  should  be  car- 
ried out  if  the  patient’s  condition  is  satis- 
factory. If  the  patient  is  severely  ill  or 
sepsis  is  present,  a nephrostomy  may  be  in- 
dicated during  the  period  of  initial  healing 
and  the  secondary  operation  can  be  delayed 
until  the  patient’s  condition  improves. 

III.  Late  Recognition  of  Ureteral  Damage 

When  partially  or  completed  obstructed 
ureter  is  found  in  late  convalescence  a diffi- 
cult decision  presents.  It  is  uncertain  how 
long  a ureter  may  be  completely  obstructed 
before  renal  function  permanently  ceases 
but  somewhere  between  three  or  four  weeks 
seems  to  be  the  critical  period.  In  this  situ- 
ation one  can  well  consider  temporary  ne- 
phrostomy to  allow  more  complete  evalua- 
tion of  renal  function.  If  adequate  renal 
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function  does  not  return,  nephrectomy  must 
be  considered.  The  development  of  a ure- 
tero-vaginal  fistula  late  after  pelvic  sur- 
gery affords  a better  prognosis  in  terms  of 
unilateral  renal  function ; however,  again, 
re-exploration  with  reimplantation  of  the 
ureter  should  be  carried  out  at  the  earliest 
opportunity.  A procedure  which  is  of  value 
when  an  extensive  segment  of  ureter  has 
been  damaged  is  the  anastomosis  of  the  in- 
volved ureter  to  the  contralateral  normal 
ureter,  a so-called  transureteral  ureteros- 
tomy. Results  with  this  procedure  are  most 
gratifying  and  it  is  technically  easier  to 
perform  than  a replacement  of  the  segment 
with  portions  of  small  intestine.  Occasion- 


ally if  the  initial  operation  was  done  for 
carcinoma  and  the  prognosis  poor  it  may 
be  most  judicious  to  perform  nephrectomy, 
assuming  the  contralateral  kidney  function 
is  proved  adequate.  □ 
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Colorado,  Kansas,  Missouri,  Nebraska  and  Oklahoma  Medical 
Schools 


May  21 


Association  of  House  Staff  Physicians  Annual  Meeting 

*Afternoon  short  courses— 4 hours  of  instruction 


For  further  information  write  to 

THE  OFFICE  OF  POSTGRADUATE  EDUCATION 
University  of  Oklahoma  Medical  Center,  800  N.E.  13th  Street,  Oklahoma  City  73104 
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The  Beverly  Hills  Hospital 
The  Beverly  Hills  Clinic 

Acute  Psychiatric  Diagnostic  and  Treatment  Center 

☆ New  Outpatient  and  Hospital  Facilities  ☆ Beautiful  New  Buildings  On  a Secluded 
Scenic  and  Wooded  Site  ☆ Open  Cottage  System  and  Regulated  Intensive  Treatment 
Units  ☆ All  Established  Methods  of  Diagnosis  and  Treatment  Utilized.  ☆ 

PSYCHIATRY 
Joseph  L.  Knapp,  M.D. 

Jackson  H.  Speegle,  M.D. 

Fred  H.  Jordan,  M.D. 

Joseph  H.  Lindsay,  M.D. 

Jack  R.  Tomlinson,  M.D. 

1353  N.  Westmoreland  ★ Dallas  11,  Texas  ★ 331-8331 


Journal  / April  1971  / Volume  64 


155 


OKLAHOMA  STATE  MEDICAL  ASSOCIATION 


Orient 

Adventure 


Oklahoma  City,  Oklahoma 
October  17,  1971 

VIA  WORLD  AIRWAYS  PRIVATE  707  JET 


14  Fun  Filled  Days  in  Exotic  and  Colorful  Japan  and  Hong  Kong  . . . No  Regimentation  ! 
Do  as  You  Please  . . . Sightsee  . . . Golf  . . . Shop  or  participate  in  Group  Activities. 

Deluxe  Hotels  . . . Two  Gourmet  meals  each  day  ...  All  Transfers  . . . Five  hosts  in 
each  city  . . . 100  lbs.  baggage  allowance. 

Now  — Two  can  travel  for  little  more  than  the  price  of  one. 

ONLY  $898 

PLUS  $35  TAX  AND  SERVICE 

DON'T  MISS  THIS  TRIP  OF  A LIFETIME! 

RETURN  THIS  COUPON  NOW! 

Send  to:  Oklahoma  State  Medical  Association 

601  N.W.  Expressway,  Oklahoma  City,  Oklahoma  73118 

Enclosed  is  my  check  for  $ ($100  per  person)  as  ORIENT  ADVENTURE  deposit 

NAME  

ADDRESS  

CITY  STATE  ZIP  PHONE 


MAKE  YOUR  RESERVATIONS  EARLY  — SPACE  STRICTLY  LIMITED! 


Announcing  the  OSMA 
ANNUAL  MEETING 


Index 

ANNUAL  MEETING  PROGRAM 

Officers,  Trustees  and  Annual  Meeting  Committee  . 159 

Digest  of  Events  . . . . . . . .160 

Program  162 

Entertainment  Schedule  ......  165 

Technical.  Scientific  and  Institutional  Exhibitors  . 166 

Agenda,  House  of  Delegates  . . . . . .167 

Delegates  and  Alternates  ......  168 

Woman’s  Auxiliary  ........  170 


ANNUAL  MEETING 

TELEPHONE  MESSAGE  CENTER 

ATTENTION: 

While  you  are  attending  the  OSMA  Annual  Meeting  in  Tulsa,  your 
emergency  calls  may  be  referred  to: 

584-3659 

A courtesy  message  center  will  be  maintained  by  Southwestern  Bell 
Telephone  during  the  65th  OSMA  Annual  Meeting  in  the  Tulsa  Assembly 
Center. 
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TRUSTEES 


District  1:  Craig,  Delaware,  Mayes,  Nowata,  Ottawa, 
Rogers,  Washington 

Trustee  (1973)  Jess  D.  Green,  Jr.,  M.D.,  Bartlesville 
Alternate  (1973)  Edward  W.  Allensworth,  M.D.,  Vinita 
District  2:  Kay,  Noble,  Osage,  Pawnee,  Payne 
Trustee  (1973)  . James  A.  Webb,  M.D.,  Ponca  City 
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District  6:  Oklahoma 

Trustee  (1971)  . Marvin  K.  Margo,  M.D.,  Okla.  City 
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Alternate  (1971)  . John  W.  DeVore,  M.D.,  Okla.  City 
District  7:  Cleveland,  Creek,  Lincoln,  Okfuskee, 
Pottawatomie,  McClain 
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Alternate  (1971)  . . W.  C.  McCurdy,  M.D.,  Purcell 
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Trustee  (1971)  . . Paul  A.  Bischoff,  M.D.,  Tulsa 
Trustee  (1971)  . Jack  L.  Richardson,  M.D.,  Tulsa 
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E.  C.  Yeary,  M.D.,  Ponca  City 
Mrs.  Donald  W.  Bobek 


Journal  / April  1971  / Volume  64 


159 


Digest  of  Events 


HOTEL  ACCOMMODATIONS 

Headquarters  for  the  65th  Annual  Meet- 
ing will  be  the  Fairmont-Mayo  Hotel,  Tulsa, 
where  a large  block  of  rooms  has  been  re- 
served for  members  of  the  Oklahoma  State 
Medical  Association.  Physicians  are  re- 
quested to  make  their  own  reservations  by 
writing  directly  to  the  Fairmont-Mayo, 
115  West  5th,  Tulsa — providing  the  hotel 
with  dates  and  times  of  arrival  and  depar- 
ture. 

REGISTRATION 

General  registration  will  be  located  on 
the  third  floor  of  the  Tulsa  Assembly  Cen- 
ter. Hours  will  be  from  8:00  a.m.  until 
5:00  p.m.  on  Thursday,  Friday  and  Satur- 
day, April  29th-May  1st. 

Members  of  the  House  of  Delegates  (in- 
cluding the  Board  of  Trustees  and  Officers) 
may  register  from  9:00  a.m.  until  5:00  p.m. 
at  the  General  Registration  Desk,  Tulsa  As- 
sembly Center.  At  6 :00  p.m.  on  Thursday, 
prior  to  the  opening  session  of  the  House, 
registration  will  be  moved  to  the  Pompeian 
Court,  Fairmont-Mayo  Hotel.  Registration 
for  the  House  of  Delegates  will  continue  on 
Friday  and  Saturday  mornings  at  9 :00  a.m. 
at  the  Tulsa  Assembly  Center. 

The  presentation  of  Delegates’  credentials 
cards  will  be  necessary  to  receive  special 
badges  and  portfolios  containing  the  busi- 
ness items  to  be  considered. 

BOARD  OF  TRUSTEES 

The  OSMA  Board  of  Trustees  will  con- 
duct its  annual  business  meeting  Thursday 
morning  at  9:00  a.m.  in  the  Emerald  Room 
of  the  Fairmont-Mayo  Hotel. 

HOUSE  OF  DELEGATES 

The  OSMA  House  of  Delegates  will  con- 
duct two  sessions  during  the  1971  annual 
meeting. 

The  opening  session  will  be  held  at  7 :00 
p.m.  on  Thursday,  April  29th,  in  the  Pom- 
peian Court,  Fairmont-Mayo,  and  the  clos- 
ing session  will  be  on  the  fourth  floor  of 
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the  Tulsa  Assembly  Center  beginning  at 
9:00  a.m.,  Saturday,  May  1st. 

The  opening  session  will  feature  the  ap- 
pearances of  special  guests,  introduction  of 
reports  and  resolutions,  nominations  of 
OSMA  general  officers,  AM  A delegate  and 
candidates  for  the  Board  of  Trustees. 

All  items  of  business  introduced  during 
the  opening  session  will  be  referred  to  Ref- 
erence Committees  which  will  meet  at  9:00 
a.m.  on  Friday  in  meeting  rooms  situated 
on  the  third  and  fourth  floors  of  the  Tulsa 
Assembly  Center.  Open  hearings  on  the  re- 
ports and  resolutions  will  be  conducted  by 
the  four  committees,  providing  all  OSMA 
members  with  an  opportunity  to  present 
their  views. 

The  Reference  Committees  will  prepare 
reports  containing  recommendations  for 
presentation  to  the  House  of  Delegates  at 
the  Saturday  morning  closing  session.  Elec- 
tions will  also  be  held  during  the  closing 
session. 

SCIENTIFIC  SESSIONS 

The  scientific  and  educational  portion  of 
the  annual  meeting  will  be  held  in  the  Tulsa 
Assembly  Center  on  Thursday  afternoon 
and  all  day  on  Friday  and  Saturday. 

A complete  program  appears  in  this  is- 
sue of  The  Journal. 

FREE  PICNIC  LUNCHEONS 

The  proverbial  free  lunch  will  be  offered 
to  all  physicians  and  exhibitors  on  Friday 
and  Saturday  when  Oklahoma  Blue  Shield 
and  the  Insurance  Company  of  North 
America  will  host  picnic-type  spreads. 

Corned  beef  and  pastrami  sandwiches, 
beer,  soft  drinks,  assorted  relishes  and  side 
dishes  will  be  served  in  an  infoi'mal  atmos- 
phere. The  Friday  event  will  be  located  on 
the  stage  in  the  exhibit  area  and  the  Satur- 
day luncheon  will  be  in  the  foyer  near  the 
General  Registration  Desk. 

WINE  TASTING  PARTY 

Friday  night’s  social  event  will  be  the 
always-popular  California  Wine  Tasting 
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Party  co-sponsored  by  the  OSMA  and  the 
California  Wine  Growers  Association.  A 
variety  of  outstanding  California  wines  will 
be  introduced  to  physicians  and  their  wives 
by  a professional  wine  taster.  The  event 
will  be  in  the  Fairmont-Mayo’s  Crystal  Ball- 
room at  6:00  p.m. 


APPEARANCE  OF  AL  CAPP 

A highlight  of  the  programming  will  be 
a 2 :30  p.m.  Saturday  appearance  of  famed 
cartoonist-lecturer  A1  Capp  in  the  Tulsa 
Assembly  Center.  The  satirical  humorist 
will  speak  from  a question  and  answer  for- 
mat under  the  label  “Ask  A1  Capp.” 


PRESIDENT'S  INAUGURAL  DINNER-DANCE 

On  Saturday  night,  May  1st,  the  Annual 
President’s  Inaugural  Dinner-Dance  will  be 
held  at  7 :00  p.m.  in  the  Crystal  Ballroom 
of  the  Fairmont-Mayo,  preceded  by  a 6:00 
p.m.  social  hour  in  the  hotel’s  Pompeian 
Court. 

Lucien  M.  Pascucci,  M.D.,  Tulsa,  will  suc- 
ceed Ed  L.  Calhoon,  M.D.,  Beaver,  as  Presi- 
dent of  the  Oklahoma  State  Medical  Asso- 
ciation. The  inaugural  ceremony  will  fol- 
low the  banquet  and  entertainment. 

Featured  entertainment  for  the  evening 
will  be  the  internationally-known  World 
Action  Singers  of  Tulsa’s  Oral  Roberts  Uni- 
versity. 

The  banquet  menu  will  include  steak 
complimented  by  red  wine.  During  the 
dance  — played  by  the  popular  Sammy 
Pagna  Orchestra — setups  may  be  obtained 
from  the  hotel. 

Social  hour,  dinner  with  wine,  inaugural 
ceremony,  dancing  and  entertainment — a 
delightful  evening  all  for  the  below-cost 
price  of  $10.00.  Order  your  tickets  in  ad- 
vance from  the  OSMA,  601  N.W.  Express- 
way, Oklahoma  City  73118. 


GOLF  AND  TENNIS  TOURNAMENTS 

The  annual  OSMA  Golf  Tournament  will 
be  held  at  the  beautiful  new  Cedar  Ridge 
Country  Club  at  Broken  Arrow.  Contestants 
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may  tee  off  anytime  on  Friday,  April  30th, 
except  between  the  hours  of  11:00  a.m.  and 
1:00  p.m.  (restricted  for  club  members). 
Greens  fee  is  $5.00,  payable  at  the  club 
house.  Pull  carts  are  not  permitted,  but 
electric  carts  may  be  rented.  Trophies  will 
be  provided  by  the  OSMA. 

Tennis  players  will  compete  for  OSMA 
trophies  at  the  Oral  Roberts  University  out- 
door courts  on  Friday,  April  30th,  begin- 
ning at  9:00  a.m.  Two  tournaments  in  sin- 
gles and  doubles  will  be  conducted,  with  age 
50  being  the  dividing  line  for  the  age  groups. 
There  will  be  no  entry  fee,  balls  will  be  fur- 
nished by  players  or  purchased  at  the  courts. 
Playoffs  will  be  completed  by  noon  on  Sat- 
urday. Entries  should  be  sent  in  advance 
to  Hugh  Perry,  Jr.,  M.D.,  6465  South  Yale, 
Tulsa  74136. 

PAST-PRESIDENTS'  BREAKFAST 

The  traditional  breakfast  for  Past-Presi- 
dents of  the  Oklahoma  State  Medical  Asso- 
ciation will  be  held  at  7 :30  a.m.,  Saturday, 
in  Room  A.  Fairmont-Mayo  Hotel. 

EXHIBITS 

Primary  financial  support  for  the  annual 
meeting  will  be  provided  by  fifty  technical 
exhibitors  (see  roster  on  page  166).  The 
exhibit  area,  which  will  also  feature  scien- 
tific and  institutional  displays,  will  be  on 
the  third  floor  of  the  Tulsa  Assembly  Cen- 
-ter.  Viewing  hours  will  be  9:00  a.m.  until 
5:00  p.m.  on  Thursday,  Friday  and  Satur- 
day. 

PRIZES 

Physicians  who  visit  the  exhibits  will  be 
eligible  to  receive  valuable  prizes  at  a draw- 
ing to  be  held  during  the  Saturday  night 
Inaugural  Dinner-Dance.  A Sony  TV  and 
three  fishing  rods  custom  made  by  Joe 
Farthing  will  be  offered,  and  two  of  the 
rods  will  come  equipped  with  Ambassador 
reels.  Provision  will  be  made  for  physicians 
to  register  at  each  exhibit  booth,  and  the 
more  booths  visited  the  better  the  odds  of 
winning.  □ 
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PROGRAM 

All  Events  Will  Re  in  the  Tulsa  Assembly  Center  Unless  Otherwise  Noted 

Thursday  Morning,  April  29th 

9:00  a.m.  BOARD  OF  TRUSTEES  MEETING  The  annual  meeting 
of  the  Board  of  Trustees  will  be  held  in  the  Emerald  Room 
of  the  Fairmont-Mayo  Hotel. 

Thursday  Afternoon,  April  29th 

2:00  p.m.  “LUMPS  IN  THE  NECK— INCLUDING  THYROID  DIS- 
EASES”-— John  Gaisford,  M.D.,  Pittsburgh,  Pennsylvania. 
Panel — Joe  L.  Spann,  M.D.  and  Michael  H.  Berkey,  M.D. 
Doctor  Spann  presiding.  Room  A. 

Thursday  Evening,  April  29th 

7:00  p.m.  HOUSE  OF  DELEGATES  MEETING  The  opening  session 
of  the  House  of  Delegates  will  be  held  in  the  Pompeian 
Court  of  the  Fairmount-Mavo  Hotel. 

Friday  Morning,  April  30th 

9:00  a.m.  “GASTROENTEROLOGY  WITH  SPECIAL  EMPHASIS  ON 
CHANGING  CONCEPTS  OF  HEPATITIS”  Leslie  J.  Schon- 
field,  M.D.,  Los  Angeles,  California.  Panel — David  W.  Jen- 
kins, M.D.  and  Dale  E.  Van  Wormer,  M.D.  Doctor  Jenkins 
presiding.  Room  A. 

9:00  a.m.  HOUSE  OF  DELEGATES  REFERENCE  COMMITTEE 
MEETINGS  Four  House  of  Delegates  Reference  Commit- 
tees will  hold  open  hearings  on  all  business  items  in  meeting 
rooms  located  on  the  third  and  fourth  floors  of  the  Tulsa 
Assembly  Center,  Rooms  C,  E,  H,  J. 

9:00  a.m.  OSMA  ANNUAL  GOLF  TOURNAMENT  The  tournament 
will  be  held  at  the  beautiful  new  Cedar  Ridge  Country  Club 
at  Broken  Arrow.  Tee  off  at  9:00  a.m.  (tee  off  is  restricted 
to  club  members  between  11:00  a.m.  and  1:00  p.m.).  Tro- 
phies will  be  provided  by  the  OSMA.  Greens  fee  is  $5.00. 

9:00  a.m.  OSMA  ANNUAL  TENNIS  TOURNAMENT  The  tourna- 
ment will  be  held  at  the  Oral  Robei'ts  University  outdoor 
courts.  Men’s  singles  and  doubles  will  be  played  in  two  di- 
visions, one  for  physicians  over  age  50.  Playoffs  will  be 
completed  on  Saturday  morning.  Entries  should  be  made 
with  Hugh  Perry,  Jr.,  M.D.,  6465  S.  Yale,  Tulsa  74136.  Tro- 
phies to  be  provided  by  OSMA. 
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11:00  a.m.  “WOUNDS  AND  ILLNESSES  THAT  MAY  HAVE 
CHANGED  THE  COURSE  OF  THE  CIVIL  WAR”— R.  Mau- 
rice Hood,  M.D.,  Austin,  Texas.  Ed  L.  Calhoon,  M.D.,  pre- 
siding. Room  A. 

Friday  Afternoon,  April  30th 

12:00  p.m.  FREE  PICNIC  LUNCHEON  Pastrami  and  corned  beef 
sandwiches,  assorted  side  dishes  and  relishes,  plus  beer  and 
soft  drinks,  will  be  served  on  the  stage  in  the  exhibit  area, 
third  floor  of  the  Tulsa  Assembly  Center.  Sponsored  by 
Oklahoma  Blue  Shield. 

2:00  p.m.  “DIABETES  SYMPOSIUM”— Marvin  E.  Levin,  M.D.,  St. 

Louis,  Missouri.  Panel — Robert  L.  Scott,  M.D.  and  Robert 
K.  Endres,  M.D.  Doctor  Scott  presiding.  Room  A. 

3:00  p.m.  “SYMPOSIUM  ON  CANCER  OF  THE  HEAD  AND  NECK” 

Cancer  of  the  Antrum — A.  Munson  Fuller,  M.D. 

Radical  Dissection  in  Cancer  of  the  Neck — Rollie  E.  Rhodes, 
M.D. 

Cancer  of  the  Tongue — Willard  B.  Moran,  Jr.,  M.D. 

Cancer  of  the  Tonsils — C.  Lawrence  Neal,  M.D. 

David  O.  Merifield,  M.D.,  presiding.  Room  B. 

Friday  Evening,  April  30th 

6:00  p.m.  WINE  TASTING  PARTY  A variety  of  select  vintages  will 
be  offered  for  sampling  at  the  free  Wine  Tasting  Party  to 
be  held  in  the  Crystal  Ballroom  of  the  Fairmont-Mayo 
Hotel.  Sponsored  by  the  Wine  Institute,  California  Wine 
Growers  Association. 

Saturday  Morning,  May  1st 

9:00  a.m.  “DERMATOLOGY  SYMPOSIUM” 

Brown  Spider  Bite — Mage  Honeycutt,  M.D.,  Little  Rock, 
Arkansas 

Cytotoxic  Drugs  and  Psoriasis — Mark  A.  Everett,  M.D. 
Drug  Interactions — Vincent  P.  Barranco.,  M.D. 

Tetracycline  Photosensitivity — Dennis  A.  Weigand,  M.D. 
Panel  Discussion — What’s  New  in  Dermatology 
Doctor  Barranco  presiding.  Room  C. 

9:00  a.m.  “INTERNAL  MEDICINE  SYMPOSIUM” 

The  Newer  Antibiotics:  Their  Therapeutic  Indications  and 
Effectiveness — Frank  J.  Carey,  M.D.,  St.  Louis,  Missouri 
Allied  Health  Personnel — Frank  A.  Riddick,  Jr.,  M.D.,  New 
Orleans,  Louisiana 

The  Physicians  Assistant  Program  in  Oklahoma — Thomas  N. 

Lynn,  M.D.  and  Mr.  William  Stanhope 
Rayburne  W.  Goen,  M.D.,  presiding.  Room  A. 


Journal  / April  1971  / Volume  64 


163 


9:00  a.m.  “OPHTHALMOLOGY  SECTION— MISCELLANEOUS  RET- 
INAL PROBLEMS,  FLUORESCEIN  ANGIOGRAPHY  AND 
PHOTOCOAGULATION”— William  B.  Snyder,  M.D.,  Dallas, 
Texas.  Ronald  F.  Gates,  M.D.,  presiding.  Room  E. 

9:00  a.m.  HOUSE  OF  DELEGATES  MEETING  The  closing  session 
of  the  House  of  Delegates  will  be  held  on  the  fourth  floor 
of  the  Tulsa  Assembly  Center. 

9:30  a.m.  “ACUTE  ARTERIAL  INJURY”  Panel  — Lazar  J.  Green- 
field, M.D.,  Kemper  Lain,  M.D.,  G.  Rainey  Williams,  M.D., 
Edward  W.  Jenkins,  M.D.  Doctor  Greenfield  presiding. 

Room  B. 

Saturday  Afternoon,  May  1st 

12:00  p.m.  FREE  PICNIC  LUNCHEON  Pastrami  and  corned  beef 
sandwiches,  assorted  side  dishes  and  relishes,  plus  beer  and 
soft  drinks  will  be  served  in  the  foyer,  third  floor  of  the 
Tulsa  Assembly  Center.  Sponsored  by  the  Insurance  Com- 
pany of  North  America. 

1:00  p.m.  “EXPERIENCE  OF  CANADIAN  PHYSICIANS  WITH  GOV- 
ERNMENT CONTROLLED  MEDICINE”— Eugene  F.  Balan- 
gero,  M.D.,  Montreal,  Canada.  Hillard  E.  Denyer,  M.D., 
presiding.  Room  A. 

2:30  p.m.  “ASK  AL  CAPP”  Cartoonist-philosopher  A1  Capp  will  speak 
to  questions  submitted  by  the  audience.  Floyd  F.  Miller, 
M.D.,  presiding.  On  the  stage,  third  floor,  Tulsa  Assembly 
Center. 

Saturday  Evening,  May  1st 

6:00  p.m.  PRESIDENT’S  INAUGURAL  DINNER-DANCE  The  social 
highlight  of  the  year  will  begin  with  a 6:00  p.m.  cocktail 
party  in  the  Pompeian  Court,  Fairmont-Mayo  Hotel,  followed 
by  the  banquet,  inaugural  ceremony  and  entertainment  in 
the  hotel’s  Crystal  Ballroom.  A gourmet  dinner  and  wine 
will  be  the  served,  entertainment  will  feature  the  World 
Action  Singers  of  Oral  Roberts  University,  and  dancing  will 
be  to  the  music  of  popular  Sammy  Pagna.  Tickets  from 
OSMA  at  $10.00  each. 


/ Hbxowe  \ 
/ v»ollege  \ 

5415  N.  Pennsylvania 

Oklahoma  City,  Oklahoma  73112 

(across  from  Penn  Square) 

Area  Code  405  848-2888 

U „ i 

Professional  Placement  Service  exclusively  for  the  physician's  office 

\o  m y 

and  clinic. 

'vX  ^ .S/ 

Medical  Assistants,  professionally  trained,  for  permanent  or  temporary 

employment. 

“ Founded  to  meet  the  demand  for  the 

No  fee. 

trained  professional  assistant." 

Call  Sue  Draughon,  administrator 
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Entertainment  Schedule 


WINE  TASTING  PARTY 

6:00  p.m.  • April  30th  • 


For  the  third  time  in  recent  years,  the 
Oklahoma  State  Medical  Association  will 
co-sponsor  a Wine  Tasting  Party  in  coopera- 
tion with  the  Wine  Institute  of  the  California 
Wine  Growers  Association.  A variety  of 


Crystal  Ballroom,  Fairmont-Mayo 

California  wines  will  be  provided  with  ap- 
propriate commentary  from  a professional 
wine  authority.  There  will  be  no  charge 
for  this  entertainment  feature. 


"ASK  AL  CAPP" 

2:30  p.m.  • May  1st  • Tulsa  Assembly  Center 

For  over  30  years  you  have  shared  your  morning 
coffee  with  L’il  Abner.  At  the  1971  OSMA  Annual  Meet- 
ing, you  may  share  an  hour  or  so  with  the  cartoon’s  cre- 
ator, Mr.  A1  Capp.  His  appearance  will  be  held  on  the 
stage  in  the  exhibit  area,  third  floor  of  the  Tulsa  Assembly 
Center.  Mr.  Capp  will  work  in  an  informal  style,  reading 
and  answering  questions  from  a stack  of  cards  submitted 
by  the  audience.  Don’t  miss  this  witty,  caustic,  contem- 
porary philosopher  who,  in  his  own  words,  is  “An  au- 
thority on  nothing  with  opinions  on  everything.”  Doc- 
tors and  their  wives  are  invited. 


INAUGURAL  DINNER-DANCE 

6:00  p.m.  • May  1st  • Fairmont-Mayo 


WORLD  ACTION  SINGERS 


Tickets  should  be  pur- 
chased in  advance  from  the 
Oklahoma  State  Medical  As- 
sociation, $10.00  each.  □ 


Beginning  with  a cocktail  party  at  6:00 
p.m.  in  the  Fairmont-Mayo’s  Pompeian 
Court  and  concluding  with  dancing  ’til  mid- 
night, the  President’s  Inaugural  Dinner- 
Dance  is  the  highlight  of  the  OSMA’s  An- 


nual social  calendar.  After  cocktails,  there 
is  a gourmet  banquet  with  wine  service,  the 
inauguration  of  Lucien  M.  Pascucci,  M.D., 
as  OSMA  President,  entertainment  by  the 
internationally-known  World  Action  Sing- 
ers of  Oral  Roberts  Univer- 
sity, and  dancing  to  the  pop- 
ular Sammy  Pagna  Orches- 
tra. 


The  World  Action  Singers 
appear  weekly  on  television 
and  have  had  several  highly 
successful  network  specials. 
They  tour  the  world  in  their 
“ministry  of  music,”  special- 
izing in  entertaining  youth 
groups  with  their  “Now  Gen- 
eration” singing. 
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Technical  Exhibitors 


The  Technical  Exhibits  of  the  65th  Annual  Meeting  of  the  Oklahoma  State  Medical 
Association  may  be  seen  on  the  third  floor  of  the  Tulsa  Assembly  Center. 


American  Medical  Facilities  Corporation 
American  Pension  Investments,  Inc. 

Astra  Pharmaceutical  Products,  Inc. 

Ay  erst  Laboratories 
Bristol  Laboratories 
Brunswick  Laboratories,  Inc. 

Coca  Cola  USA 
Dairy  Council,  Inc. 

Encyclopaedia  Britanniea 
Endo  Laboratories,  Inc. 

Flint  Laboratories 
*Geigv  Pharmaceuticals 
Hoechst  Pharmaceutical  Company 
Ives  Laboratories,  Inc. 

Eli  Lilly  and  Company 
Marion  Laboratories,  Inc. 

Medco  Products  Co.,  Inc. 

The  Medi-Fund  Corporation 
Medical  Consultants  of  America,  Inc. 
Medical  Services,  Inc. 

Mid-Continent  Surgical  Supply  Co. 
Niagara  Cyclo-Massage  of  Oklahoma 
Oklahoma  Blue  Cross  & Blue  Shield  Plans 

Contributor  to  Scientific  Program 


Oklahoma  Regional  Medical  Program 
Ortho  Pharmaceutical  Corporation 
OSMA  Insurance  Program 
Parke,  Davis  & Company 
Physicians  Planning  Service 
*Roche  Laboratories 
William  H.  Borer,  Inc. 

Rucker  Pharmacal  Co.,  Inc. 

Sandoz  Pharmaceuticals 
Scholastic  Systems  Inc. 

G.  D.  Searle  & Co. 

Seven-LTp  Bottling  Company  of  Oklahoma 
City,  Inc. 

Skyline  Terrace  Nursing  Center 
Soft  Inc. 

E.  R.  Squibb  & Sons,  Inc. 

Stuart  Pharmaceuticals,  Division  of  Atlas 
Chemical  Ind.,  Inc. 

S.  J.  Tutag  & Company 
The  Upjohn  Company 
L'pjohn-Homemakers 
Wyeth  Laboratories 


Scientific  And  Institutional  Exhibitors 


“Skin  Allotransplantation  and  Selected  Sur- 
gical Office  Procedures” — D.  B.  Stough, 
III,  M.D.,  Hot  Springs,  Arkansas 

“Surgery  for  Coronary  Artery  Disease” — 
Joseph  M.  St.  Ville,  M.D.,  Tulsa,  Oklahoma 

“Splenic  Arteriography” — Daniel  T.  Sulli- 
van, M.D.,  Oklahoma  City,  Oklahoma 

American  Cancer  Society 

American  College  of  Pathologists 
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Central  Child  Abuse  Registry 

Children's  Convalescent  Hospital 

Children's  Medical  Center,  Tulsa 

The  Kidney  Foundation 

Oklahoma  Chapter,  American  Association 
for  Inhalation  Therapy 

Oklahoma  Medical  Political  Action 
Committee 

Saint  John's  Hospital,  Tulsa 

Oklahoma  State  Medical  Association 


AGENDA* 

House  of  Delegates  Meetings 


ANNUAL  MEETING-OPENING  SESSION 
7:00  p.m.,  April  29th,  Pompeian  Court,  Fairmont-Mayo  Hotel 


I. 

Call  to  Order 

VII. 

Board  of  Trustees’  Report 

II. 

Report  of  Credentials  Committee 

VIII. 

Treasurer’s  Report 

III. 

Introduction  of  Guests 

IX. 

Council,  Committee  Reports 

IV. 

Remarks  of  Speaker 

X. 

Introduction  of  Resolutions 

V. 

Nominations  for  Elections 

XI. 

Necrology  Report 

VI. 

Report  of  President 

(Reference  Committees  will  meet  at  9:00  a.m.,  April  30th,  in  the  Tulsa  Assembly  Center) 


ANNUAL  MEETING-CLOSING  SESSION 
9:00  a.m.,  May  1st,  3rd  Floor,  Tulsa  Assembly  Center 

I.  Call  to  Order  IV.  Elections 

II.  Report  of  Credentials  Committee  V.  Adjournment 

III.  Reference  Committee  Reports 

^Condensed  Version,  Subject  to  Modification 


OFFICERS  TO  BE  ELECTED 

President-Elect  (One-Year  Term) 

Vice-President  (One-Year  Term) 

Delegate  to  the  AMA  (Two-Year  Term) 

Alternate  Delegate  to  the  AMA  (Two-Year  Term) 
Trustees  From  Districts  VI  through  X 
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Oklahoma  State  Medical  Association 
1971  DELEGATES  AND  ALTERNATES 


SOCIETY 

DELEGATE 

ALTERNATE  DELEGATE 

ALFALFA,  WOODS 

John  X.  Blender,  M.D. 

J.  L.  Scates,  M.D. 

ATOKA,  BRYAN, 

Alfred  T.  Baker,  M.D. 

B.  B.  Coker,  M.D. 

COAL 

BECKHAM 

William  M.  Leebron,  M.D. 

H.  K.  Speed,  M.D. 

BLAINE 

Billy  Dale  Dotter,  M.D. 

CADDO 

A.  C.  Roberson,  M.D. 

L.  0.  Short,  M.D. 

CANADIAN 

F.  W.  Hollingsworth,  M.D. 

E.  W.  Young,  M.D. 

CARTER,  LOVE, 

Frank  W.  Clark,  M.D. 

Edward  L.  Koger,  M.D. 

MARSHALL 

James  V.  Miller,  M.D. 

Michael  W.  Brown,  M.D. 

CHOCTAW,  PUSH 

Bill  E.  Woodruff,  M.D. 

Austin  W.  Haddox,  M.D. 

MATAHA 

CLEVELAND, 

William  C.  McCurdy,  M.D. 

W.  George  Long,  M.D. 

McCLAIN 

E.  A.  McGrew,  M.D. 

Charles  J.  Shaw,  M.D. 

Y.  E.  Parkhurst,  M.D. 

T.  A.  Ragan,  M.D. 

COMANCHE, 

William  A.  Matthey,  M.D. 

Robert  H.  Drewry,  M.D. 

COTTON 

Robert  R.  Hillis,  M.D. 

Paul  N.  Vann,  M.D. 

COOKSON  HILLS 

CRAIG,  DELAWARE, 

David  Carson,  M.D. 

Donald  H.  Olson,  M.D. 

OTTAWA 

CREEK 

M.  S.  Bartlett,  M.D. 

0.  H.  Patterson,  M.D. 

CUSTER 

Ross  Deputy,  M.D. 

James  Harold  Tisdal,  M.D. 

EAST  CENTRAL 

Ann  K.  Kent,  M.D. 

M.  0.  Lewis,  M.D. 

Richard  E.  Witt,  M.D. 

Chester  K.  Mengel,  M.D. 

Glen  L.  Berkenbile,  M.D. 

Harvey  P.  Randal,  M.D. 

Tom  S.  Gafford,  M.D. 

Emil  F.  Stratton,  M.D. 

GARFIELD 

Mark  D.  Holcomb,  M.D. 

Robert  D.  Shuttee,  M.D. 

P.  H.  Rempel,  M.D. 

J.  W.  Stafford,  M.D. 

A.  B.  Wight,  M.D. 

Joe  B.  Jarman,  Jr.,  M.D. 

GARVIN 

M.  E.  Robberson,  M.D. 

John  M.  Moore,  M.D. 

GRADY 

B.  C.  Chatham,  M.D. 

GREER,  HARMON 

David  D.  Fried,  M.D. 

Phillip  N.  Kingery,  M.D. 

HUGHES,  SEMINOLE  Claude  B.  Knight,  M.D. 

Jack  W.  Parrish,  M.D. 

JACKSON 

Lowell  N.  Templer,  M.D. 

Malcolm  Mollison,  M.D. 

JEFFERSON 

Harold  Stout,  M.D. 

0.  J.  Hagg,  M.D. 

KAY,  NOBLE 

T.  C.  Glasscock,  M.D. 

Vernon  C.  Merrifield,  M.D. 

D.  E.  Becker,  M.D. 

Robert  W.  Gibson,  M.D. 

KINGFISHER 

Frank  C.  Lattimore,  M.D. 

Carroll  E.  Hoisted,  M.D. 

KIOWA,  WASHITA 

Roy  Anderson,  M.D. 

M.  W.  Mahone,  M.D. 

LeFLORE, HASKELL 

R.  L.  Hampton,  M.D. 

R.  W.  Lowrey,  M.D. 

LINCOLN 

LOGAN 

Robert  J.  Hogue,  M.D. 

Curtis  0.  Bohlman,  M.D. 

McCURTAIN 

Thomas  E.  Rhea,  M.D. 

Thomas  D.  Howard,  M.D. 

MURRAY 

NORTHWEST 

Richard  H.  Burgtorf,  M.D. 

Howai'd  B.  Keith,  M.D. 

M.  K.  Braly,  M.D. 

Thomas  P.  Bigbee,  M.D. 

OKFUSKEE 

Charles  C.  Elliott,  M.D. 

C.  A.  Cashman,  M.D. 

OKLAHOMA 

H.  T.  Avey,  M.D. 

D.  D.  Albers,  M.D. 

Jack  A.  Barney,  M.D. 

Charles  N.  Atkins,  M.D. 

Paul  A.  Barrett,  M.D. 

H.  T.  Avey,  M.D. 

James  P.  Bell,  M.D. 

Charles  D.  Bodine,  M.D. 

John  A.  Blaschke,  M.D. 

M.  T.  Buxton,  Jr.,  M.D. 

D.  Kent  Braden,  M.D. 

Donald  R.  Carter,  M.D. 

R.  B.  Carl,  M.D. 

Wm.  0.  Coleman,  M.D. 

Charles  W.  Cathey,  M.D. 

Wm.  J.  Craig,  M.D. 

Arthur  F.  Elliott,  M.D. 

Ernest  R.  Daffer,  M.D. 

J.  B.  Eskridge,  III,  M.D. 

Charles  E.  Delhotal,  M.D. 

Lynn  H.  Harrison,  M.D. 

James  P.  Dewar,  M.D. 

Charles  M.  Harvey,  M.D. 

Leonard  R.  Diehl,  M.D. 

El  wood  Herndon,  M.D. 

John  W.  Drake,  M.  D. 
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OKMULGEE 

OSAGE 

PAYNE,  PAWNEE 

PITTSBURG 

PONTOTOC 

POTTAWATOMIE 

ROGERS,  MAYES 

STEPHENS 

TEXAS,  CIMARRON 

TILLMAN 

TULSA 


WASHINGTON, 

NOWATA 


Wm.  E.  Hood,  Jr.,  M.D. 
Richard  L.  Hughes,  M.D. 
Edmond  H.  Kalmon,  Jr.,  M.D. 
David  C.  Lowry,  M.D. 

Haven  W.  Mankin,  M.D. 

James  E.  Mays,  M.D. 

Robert  J.  Morgan,  M.D. 

James  B.  Pitts,  M.D. 

Don  F.  Rhinehart,  M.D. 
Clarence  Robison,  M.D. 

Bob  J.  Rutledge,  M.D. 

Marcus  B.  Shook,  M.D. 

Bobby  G.  Smith,  M.D. 

J.  B.  Snow,  Jr.,  M.D. 

Armond  H.  Start,  M.D. 

Robert  Sukman,  M.D. 

C.  Jack  Young,  M.D. 

R.  L.  Alexander,  M.D. 

Richard  W.  Loy,  M.D. 

Thomas  0.  Nicklas,  M.D. 
Clifford  M.  Bassett,  M.D. 
George  M.  Brown,  Jr.,  M.D. 
Hartzell  V.  Schaff,  M.D. 

David  C.  Ramsay,  M.D. 

Frank  J.  Martin,  M.D. 

Leon  D.  Combs,  M.D. 

Roy  0.  Kelly,  Jr.,  M.D. 

Larry  Young,  M.D. 

C.  H.  Smith,  M.D. 

E.  L.  Buford,  M.D. 

Jack  D.  Honaker,  M.D. 

Robert  L.  Anderson,  M.D. 
Sumner  Y.  Andelman,  M.D. 
Donald  W.  Bobek,  M.D. 
Rayburne  W.  Goen,  M.D. 

John  E.  Kauth,  M.D. 

Norman  L.  Dunitz,  M.D. 

Homer  D.  Hardy,  M.D. 

Robert  A.  Northrup,  M.D. 
Duane  E.  Brothers,  M.D. 
Robert  D.  Grubb,  M.D. 

Emil  D.  Palik,  M.D. 

James  E.  White,  M.D. 

Byron  W.  Steele,  M.D. 

Roger  V.  Haglund,  M.D. 
Bernard  E.  Guenther,  M.D. 
Frank  A.  Clingan,  M.D. 

Clayton  E.  Woodard,  M.D. 

C.  S.  Lewis,  Jr.,  M.D. 

Floyd  F.  Miller,  M.D. 

Jerry  Sisler,  M.D. 

Clair  Liebrand,  M.D. 

Elvin  M.  Amen,  M.D. 

Orville  L.  Grigsby,  M.D. 


Jim  G.  Duckett,  M.D. 

Paul  D.  Erwin,  M.D. 

James  F.  Hammarsten,  M.D. 
Thomas  H.  Henley,  M.D. 

Jess  Hensley,  M.D. 

Felix  R.  Kay,  M.D. 

Neil  B.  Kimerer,  M.D. 
Bertha  M.  Levy,  M.D. 

John  F.  Montroy,  M.D. 

Wm.  L.  Parry,  M.D. 

Wm.  R.  Paschal,  M.D. 

Donald  R.  Resler,  M.D. 

John  W.  Richardson,  M.D. 

Lai  D.  Threlkeld,  M.D. 
Stephen  Tkach,  M.D. 

Marion  C.  Wagnon,  M.D. 
Julian  W.  Swann,  M.D. 

T.  C.  Alexander,  M.D. 
Richard  F.  Harper,  M.D. 
Taylor  D.  Wagner,  M.D. 
George  R.  Smith,  M.D. 

Joe  W.  McCauley,  M.D. 

C.  E.  Lively,  M.D. 

Clarence  P.  Taylor,  M.D. 
Ollie  McBride,  M.D. 

William  C.  Click,  M.D. 

Jake  Jones,  Jr.,  M.D. 

Robert  G.  Bissell,  M.D. 

W.  K.  Walker,  M.D. 

Joe  C.  Horton,  M.D. 

Byron  L.  Bailey,  M.D. 

Emil  M.  Childers,  M.D. 

Curtis  N.  Clifton,  M.D. 

Philip  D.  Diggdon,  M.D. 
Joseph  K.  Farish,  M.D. 

Jack  E.  Hale,  M.D. 

Edward  W.  Jenkins,  M.D. 
Leonard  L.  Kishner,  M.D. 

C.  Frank  Knox,  Jr.,  M.D. 
Harry  E.  Livingston,  M.D. 
Donald  F.  Mauritson,  M.D. 
Victor  R.  Neal,  M.D. 

Jack  W.  Newport,  M.D. 
Edward  0.  Nonweiler,  M.D. 
Wm.  J.  O’Meilia,  M.D. 

Hugh  Perry,  Jr.,  M.D. 

Rollie  E.  Rhodes,  Jr.,  M.D. 
Earl  E.  Smith,  Jr.,  M.D. 

Dale  E.  Van  Wormer,  M.D. 
William  B.  Scimeca,  M.D. 

J.  W.  Cochran,  M.D. 

John  E.  Scott,  M.D. 

John  R.  Reid,  M.D. 
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WOMAN'S  AUXILIARY 

OKLAHOMA  STATE  MEDICAL  ASSOCIATION 
APRIL  29th,  30th  and  MAY  1st,  1971  FAIRMONT-MAYO  HOTEL 

TULSA,  OKLAHOMA 


MRS.  WILLIAM  M.  LEEBRON 
Elk  City 
President 


te, 


MRS.  E.  COTTER  MURRAY 
Oklahoma  City 
President-Elect 


MRS.  R.  C.  L.  ROBERTSON 
Houston,  Texas 
President,  Auxiliary  to  the 
American  Medical  Association 


MRS.  RAMSAY  H.  MOORE 
Dallas,  Texas 
President,  Auxiliary  to  the 
Southern  Medical  Association 
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MRS.  PORT 
JOHNSON 
Muskogee 
1st  Vice-President 


MRS.  ED  L.  CALHOON 
Beaver 

2nd  Vice-President 


MRS.  DANIEL  R.  STORTS 
Tulsa 

Recording  Secretary 


MRS.  LEONARD  W. 
ROZIN 

Oklahoma  City 
Treasurer-Elect 


MRS.  DONALD  W. 
BOBEK 
Tulsa 

Convention  Chairman 


MRS.  JOSEPH  L. 
MCDONALD 
Tulsa 

Convention  Co-Chairman 


MRS.  WILLIAM  B. 
RENFROW 
Oklahoma  City 
Treasurer 


GENERAL  INFORMATION 


REGISTRATION 

Mezzanine— Founders  Room 
Fairmont-Mayo  Hotel 

Mrs.  Warren  G.  Gwartney,  Chairman 

Thursday,  April  29th  12:00  noon-5:00  p.m. 

Friday,  April  30th  8:00  a. m. -5:00  p.m. 

Saturday,  May  1st  8:00  a.m.-12  noon 

HOSPITALITY  ROOM 

Mezzanine— Founders  Room 
Fairmont-Mayo  Hotel 

Mrs.  Harold  W.  Calhoon,  Chairman 

This  room  will  be  open  during  registration  hours, 
Thursday,  Friday  and  Saturday,  for  the  convenience 
of  guests.  Refreshments  will  be  available,  including 
a Continental  breakfast  Friday  and  Saturday. 

DOCTORS'  DAY  EXHIBITS 

Mezzanine— Founders  Room 
Fairmont-Mayo  Hotel 
Thursday,  Friday  and  Saturday 

Mrs.  Benjamin  H.  Gaston,  Chairman 


MEDICAL  ADVISORS 

Scott  Hendren,  M.D. 
Hillard  Denyer,  M.D. 
Ed  L.  Calhoon,  M.D. 


CONVENTION  COMMITTEE 

CHAIRMAN:  Mrs.  Donald  W.  Bobek 
CO-CHAIRMAN:  Mrs.  Joseph  L.  McDonald 


Courtesy  Mrs.  Allen  B.  Eddington 

Credentials  _________  Mrs.  Frank  L.  Flack 

Decorations  Mrs.  James  E.  Winslow 

Hospitality  Mrs.  Harold  W.  Calhoon 

Luncheon.--  Mrs.  Robert  B.  Williams 

Gifts _ Mrs.  Robert  S.  White 

Page  and  Timekeeper  Mrs.  Bruce  E.  Wenger 

Mrs.  G.  E.  Andreskowski 
Publicity^  --Mrs.  Floyd  Miller 

Registration  Mrs.  Warren  G.  Gwartney 

Past-Presidents’ Breakfast  Mrs.  I.  H.  Nelson 

Style  Show—.  Mrs.  Roger  Paul 

Tickets  Mrs.  Raymond  Peeples 


Tickets  for  Past-Presidents’  Breakfast,  Luncheon  and 
Style  Show,  and  the  Workshop  Breakfast  will  be  on 
sale  at  the  Registration  Desk  in  the  Founders  Room. 
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PROGRAM 


THURSDAY,  APRIL  29th,  1971 

1:30  p.m.-5:00  p.m.— REGISTRATION  AND  HOSPI- 
TALITY 

Mezzanine  — Founders  Room  — Fairmont-Mayo 
Hotel 

2:00-4:00  p.m.— PRE-CONVENTION  BOARD  MEET- 
ING, Summit  Club— Governor’s  Suite,  Mrs.  Wil- 
liam M.  Leebron,  President,  presiding 


FRIDAY,  APRIL  30th,  1971 

8:00  a. m.—  PAST-PRESIDENTS'  BREAKFAST,  Studio 
Room,  Mezzanine,  Fairmont-Mayo  Hotel,  Mrs. 
I.  H.  Nelson,  Chairman 

8:00  a. m. -5:00  p.m.— REGISTRATION  AND  HOSPI- 
TALITY, Founders  Room,  Mezzanine,  Fairmont- 
Mayo  Hotel 

9:00  a. m. —FIRST  GENERAL  SESSION,  Emerald 
Room,  Mezzanine,  Fairmont-Mayo  Hotel,  Mrs. 
William  M.  Leebron,  President,  Woman’s  Aux- 
iliary to  the  Oklahoma  State  Medical  Association, 
presiding 

CALL  TO  ORDER:  Mrs.  William  M.  Leebron 
INVOCATION:  Mrs.  Louis  Floyd 

PLEDGE  OF  LOYALTY:  Mrs.  Lucien  Pascucci, 
wife  of  the  President-Elect  of  the  Oklahoma  State 
Medical  Association 

WELCOME:  Mrs.  George  Krietmeyer 
RESPONSE:  Mrs.  Richard  Taliferro 
ANNOUNCEMENTS:  Mrs.  Donald  Bobek 

GREETINGS:  Ed  L.  Calhoon,  M.D.,  President, 
Oklahoma  State  Medical  Association 

INTRODUCTION  OF  SPECIAL  GUESTS:  Mrs. 
R.  C.  L.  Robertson,  Houston,  Texas,  President, 
Woman’s  Auxiliary  to  the  American  Medical  As- 
sociation; Mrs.  Ramsay  H.  Moore,  President, 
Woman’s  Auxiliary  to  the  Southern  Medical  As- 
sociation 

ROLL  CALL  BY  COUNTIES:  Mrs.  Daniel  Storts, 
Secretary 

REPORT  OF  CREDENTIALS  COMMITTEE: 
Mrs.  Frank  Flack 

READING  OF  MINUTES:  Mrs.  Daniel  R.  Storts, 
Secretary 

TREASURER’S  REPORT:  Mrs.  William  B.  Ren- 
frew 

REPORTS  OF  OFFICERS:  (Two  minute  reports) 
First  Vice-President:  Mrs.  Port  Johnson 
Second  Vice-President:  Mrs.  Ed  L.  Calhoon 
Editor  of  Sooner  Physician’s  Wife:  Mrs.  Rich- 
ard Witt 
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Editor  of  Auxiliary  Page  in  The  Journal:  Mrs. 
M.  Thomas  Buxton,  Jr. 

Report  of  Nominating  Committee:  Mrs.  E.  Cot- 
ter Murray,  President-Elect 
Election  of  Officers 

12:00  noon— LUNCHEON  AND  STYLE  SHOW,  Crystal 
Ballroom,  16th  floor,  Fairmont-Mayo  Hotel 
INSTALLATION  OF  OFFICERS:  Mrs.  R.  C.  L. 
Robertson 

SPEAKER:  Mrs.  R.  C.  L.  Robertson,  President, 
Woman’s  Auxiliary  to  the  American  Medical 
Association 

STYLE  SHOW:  Fashions  by  Woolf  Bros. 

2:30  p.m.— SECOND  GENERAL  SESSION,  Emerald 
Room,  Mezzanine,  Fairmont-Mayo  Hotel,  Mrs. 
William  M.  Leebron,  presiding 

ANNOUNCEMENTS:  Mrs.  Joseph  L.  McDonald 

REPORTS  OF  COMPONENT  AUXILIARY  PRES- 
IDENTS: 

Atoka-Bryan-CoaL  .Mrs.  Bob  Bruton 

Carter-Love-Marshall Mrs.  David  Rose 

Cleveland-McClain  Mrs.  Hayden  Donahue 

Comanche-Cotton  _ Mrs.  John  Penrod 

Custer  __  ...  Mrs.  John  M.  Huser,  Jr. 
East  Central  . Mrs.  R.  L.  Pentecost 

Garfield  __  Mrs.  Harlan  L.  Steffen 

Grady-Caddo  ___  Mrs.  Ronald  Orr 

Kay-Noble Mrs.  Wayne  Ghormley 

Kiowa-Washita  Mrs.  Jim  Couch 

Oklahoma  Mrs.  Charles  D.  Bodine 

Okmulgee  __  __  Mrs.  R.  L.  Alexander 

Pittsburg _ Mrs.  Ross  Rumph 

Pontotoc-Johnston  Mrs.  Gordon  H.  Deen 

Pottawatomie  _ Mrs.  William  Click 

Stephens  Mrs.  W.  L.  Edwards 

Tulsa __  _ Mrs.  George  Krietmeyer 

Washington-Nowata  Mrs.  George  R.  Kennedy 

UNFINISHED  BUSINESS 
NEW  BUSINESS 

ELECTION  OF  DELEGATES  TO  NATIONAL 
CONVENTION 

PRESENTATION  OF  PRESIDENT’S  GAVEL 
AND  PIN:  Mrs.  William  M.  Leebron 

INAUGURAL  ADDRESS:  Mrs.  E.  Cotter  Mur- 
ray, President,  Woman’s  Auxiliary  to  the  Okla- 
homa State  Medical  Association 

PRESENTATION  OF  PAST-PRESIDENT’S  EM- 
BLEM: Mrs.  J.  Hartwell  Dunn 

MEMORIAL  SERVICE:  Mrs.  E.  C.  Mohler 
ADJOURNMENT 

5:15  p.m. — Members-at-Large  Tea,  President’s  Suite, 
Fairmont-Mayo  Hotel 


SATURDAY,  MAY  1st,  1971 

8:30  a.m.-12  noon— REGISTRATION  AND  HOSPITAL- 
ITY, AMA-ERF  Booth 

Oklahoma  State  Medical  Association 


8:30  a.m.— POST-CONVENTION  WORKSHOP  BREAK- 
FAST 

9:00  a.m.— POST-CONVENTION  WORKSHOP 

Outgoing  Board  Members,  Councilors,  Compon- 
ent Auxiliary  Presidents,  Incoming  Board  Mem- 
bers, Councilors,  Component  Auxiliary  Presidents 
and  any  auxiliary  member  who  would  like  to 
attend.  Members-at-Large  are  cordially  urged 


to  attend. 

2:30  p.m.—  AL  CAPP,  admittance  by  ticket  only. 
Tickets  are  complimentary. 

6:00  p.m.  — Social  Hour,  Pompeian  and  Founders 
Room,  Fairmont-Mayo  Hotel 

7:00  p.m.— President’s  Inaugural  Dinner-Dance,  Crys- 
tal Ballroom,  Fairmont-Mayo  Hotel 


Special  Notice: 
24-MONTH  LEASE 

1.  Caprice  - $133.00  per  month,  plus 
tax. 

2.  Impala  - $123.00  per  month,  plus 
tax. 

3.  Pickup  - $69.00  per  month,  plus 
tax. 

4.  El  Camino  - $123.00  per  month, 
plus  tax. 

5.  Cash  for  the  car  you  now  own. 

6.  Personalized  service  by  a local  busi- 
nessman whose  future  business  de- 
pends on  keeping  yours. 

Tg&lTOLD  RELIABLE" 

DOWNTOWN 

CHEVROLET 

604  West  Main 

Oklahoma  City,  Oklahoma  Code  405  232-0281 


Chas.  Walker 
Lease  Mgr. 
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HOMEMAKERS* 

Home  and  Health  Care  Services,  Inc.,  Subsidiary  of  The  Upjohn  Co. 


Some  of  the  services  available  through  the  Upjohn-Homemakers  service  program  are: 

( ) PERSONAL  CARE  FOR  CONVALESCENT,  DISABLED,  ELDERLY.  INCLUDES  MEAL  PREPARA- 
TION BATHING,  CLEANING 

( ) FAMILY  CARE,  LIGHT  HOUSEKEEPING  IN  CASES  OF  HOSPITALIZATION  OR  DISABILITY 
( ) NURSING  SERVICES  AS  ORDERED  BY  THE  DOCTOR  PERFORMED  BY  LICENSED  NURSES 
( ) EMPLOYEES  ARE  SCREENED,  INSURED,  BONDED  AND  SUPERVISED 

( ) SERVICE  PROVIDED  BY  DAY,  PART-  DAY,  24-HOUR,  WEEKLY,  LIVE-IN  . . AS  NEEDED  BY  THE 
CUSTOMER 

( ) STAFF  OF  OVER  50  INCLUDES  HOMEMAKERS,  NURSE  AIDES,  LPN's,  RN's. 

Service  may  be  provided  in  the  customer's  home  or  in  an  institution.  Upjohn-Homemakers  is 
not  an  employment  agency  or  a government  bureau.  The  company  is  responsible  for  employee 
performance,  satisfaction  guaranteed.  Upjohn-Homemakers  is  not  a Medicare  agency.  The  cus- 
tomer is  billed  weekly  for  services  rendered  and  payment  is  made  directly  to  the  company. 
Service  is  carefully  planned  to  minimize  cost  to  the  customer  bringing  the  service  within 
reach  of  the  average  family. 

OKLAHOMA  CITY  OFFICE:  1411  Classen  Blvd.  PHONE  525-6571  A/C  405 
TULSA  OFFICE:  2651  East  21st.  PHONE  749-2217  A/C  918 
WICHITA  OFFICE:  625  Maple.  PHONE  262-1852  A/C  316 


Miscellaneous  Advertisements 


GENERAL  PRACTITIONERS— 
Have  you  been  thinking  about  tak- 
ing a residency?  Some  of  our  best 
residents  come  from  your  ranks. 
We  have  openings  in  approved 
three-year  internal  medicine,  four- 
year  general  surgery,  and  four-year 
pathology  programs.  Contact  F.  H. 
McGregor,  M.D.,  Director  of  Medi- 
cal Education,  Baptist  Memorial 
Hospital,  5800  N.W.  Grand  Boule- 
vard, Oklahoma  City,  Oklahoma 
73112.  Phone  405  946-6411. 


DILLON,  COLORADO  — Luxury 
condominum  on  lake,  sleeps  six,  au- 
tomatic kitchen,  two  bedrooms,  two 
bathrooms,  fireplace,  magnificent 
view.  Maid  service.  Ski  Arapahoe, 
Keystone,  Vail,  Loveland  and  Breck- 
enridge.  Summer— fishing,  sailing, 
pool,  tennis.  $60.00  nightly  for  six, 
less  by  week.  S.  C.  Perceful,  M.D., 
3535  South  Lafayette,  Englewood, 
Colorado  80110.  Phone  303  781-7824. 


NUCLEAR  MEDICINE  - RADIA- 
TION BIOLOGY  FELLOWSHIP— A 
Fellowship  in  Nuclear  Medicine-Ra- 
diation Biology  is  available  at  the 
Little  Rock  Veterans  Hospital:  This 
is  a research  oriented  program  for 
graduate  MD’s  or  dentists  who  wish 
to  become  familiar  with  the  Field 
of  Radiation  Research;  the  train- 
ing provides  experience  in  general 
cellular  and  molecular  radiation  bi- 
ology, biometry,  computer  applica- 
tions, radiologic  physics,  etc.  The 
salary  for  the  first  year  is  $13,000- 
$15,000.  For  information  contact 
Chief  Nuclear  Medicine  SVC,  Vet- 
erans Hospital,  Little  Rock,  Arkansas 
72201. 


SENIOR  GENERAL  SURGICAL 
RESIDENT  with  family  seeking  a 
locums  tenens  position  for  all  or 
part  of  July,  1971,  in  general  prac- 
tice or  general  surgical  practice. 
Experienced  in  practice  coverage 


and  emergency  room  medicine.  Re- 
ply to  Key  F.,  The  Journal,  Okla- 
homa State  Medical  Association, 
601  N.W.  Expressway,  Oklahoma 
City,  Oklahoma  73118. 

ARKANSAS-PSYCHIATRY  RESI- 
DENCY in  an  excellent,  dynamic 
diversified,  non-obligated  UNIVER- 
SITY program.  Stipends:  $11,000- 

$14,000  plus  fringe  benefits.  Write 
Wm.  G.  Reese,  M.D.,  4301  W.  Mark- 
ham (Slot  506),  Little  Rock,  Arkan- 
sas 72201.  Phone  501  664-5000. 

EXCELLENT  GENERAL  PRAC- 
TICE OPPORTUNITY  in  community 
which  needs  several  additional  phy- 
sicians. Desire  to  retire  soon.  Near- 
ly new  clinic  for  sale  or  lease;  in- 
cludes laboratory,  x-ray,  physio-ther- 
apy, pharmacy,  and  necessary  space 
to  accommodate  two  physicians. 
Contact  Russel  W.  Lewis,  M.D.,  1901 
West  Broadway,  Sulphur,  Oklahoma 
73086.  □ 
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Oklahoma  State  Medical  Association 


A 

BUILDING  BLOCK 
TO  RECOVERY 


As  adjunctive  therapy 

DOUBLE  STRENGTH 

Orenzyme 
Bitabs 


One  tablet  q.i.d. 


Trypsin:  1 00.000  N.F  Units, Chymolrypsin:  8.000  N.F.  Units; 
equivalent  in  tryptic  activity  to  40  me.  ot  N.F.  trypsin 

Reduces  swelling 
Hastens  healing 
Speeds  recovery 


One  fala/efq.i.d. 


Bitabs 


Indications:  When  used  as  adjunctive  therapy  for  the  rapid 
resolution  of  inflammation  and  edema,  good  results  have 
been  obtained  in: 

□ Accidental  Trauma  □ Postoperative  Tissue  Reactions. 
Other  conventional  measures  of  treatment  should  be  used 
as  indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given 
to  patients  with  a known  sensitivity  to  trypsin  or  chymotrypsin. 
Precautions:  It  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo- 
philia, or  with  severe  hepatic  or  renal  disease.  Safe  use  in 
pregnancy  has  not  been  established. 

Adverso  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrequently.  Reports  include  allergic  mani- 
festations (rash,  urticaria,  itching),  gastrointestinal  upset 
and  Increased  speed  of  dissolution  of  animal-origin  surgical 
sutures.  There  have  been  isolated  reports  of  anaphylactic 
shock,  albuminuria  and  hematuria.  Increased  tendency  to 
bleed  has  also  been  reported  but,  in  controlled  studies,  it 
has  been  seen  with  equal  incidence  In  placebo-treated 
1 <\  groups.  (See  Precautions.)  It  is  recommended  that  if  side 
| effects  occur  medication  be  discontinued 
Dosage:  One  tablet  q.i.d. 

I I Fyrv  I THE  NATIONAL  DRUG  COMPANY 

#1  I HN  I division  of  ricmardson  merrell  inc. 

■ -lunul  PHILADELPHIA.  PENNSYLVANIA  19*44 

TRADEMARK  BITABS  U S.  FATeNT  NO.  3,004.893  9170  0 009A  161 


Trypsin:  100,000  N.F.  Units,  Chymotrypsin:  Mm  8,000  N.F.  Units;  equivalent  in  tryptic  activity  to  40  mg.  of  N.F.  trypsin 


The  causes  of  vaginitis 
are  multiple 


Trichomonads . . . monilia . . . bacteria 

You  can  depend  on  AVC  — comprehe 
therapy  that  combats  all  three  major  vc 
pathogens,  alone  or  in  combination. 


AVC 

Cream  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
1 5.0%,  allantoin  2.0%) 

Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul- 
fanilamide 1.05  Gm.,  allantoin  0.14  Gm.) 


'indications:  Known  sensitivity  to  sulfonamides, 
itions/ Adverse  Reactions:  The  usual  precautions  for  topical 
stemic  sulfonamides  should  be  observed  because  of  the  pos- 
of  absorption.  Burning,  increased  local  discomfort,  skin 
irticaria  or  other  manifestations  of  sulfonamide  toxicity  are 
reasons  to  discontinue  treatment. 

Dosage:  One  applicatorful  or  one  suppository  intravagi- 
nally  once  or  twice  daily. 

Supplied:  Cream  - Four-ounce  tube  with  or  without  applicator. 
Suppositories  — Box  of  12  with  applicator. 

TRADEMARK:  AVC  AV.104  2/71  Y-149 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


AVC 

The  treatment  is  singular 


DOCTOR,  WHAT  WILL  YOU  EARN? 

It  depends,  of  course,  on  your  age  and  annual  earnings,  but  the  amount  can  quite 
reasonably  exceed  $400,000. 

The  total  value  of  all  your  possessions— property,  savings,  cars  and  personal  belong- 
ings—is  only  a fraction  of  what  you  will  probably  earn  during  years  of  practice.  And  yet 
some  of  you  have  insured  these  things  and  left  your  earning  power  unprotected. 

Is  this  logical?  Not  when  you  can  participate  in  the  . . . 

O.S.M.A.  GROUP  DISABILITY  INCOME  PROGRAM 

Now  Available  to  members  of  the  OKLAHOMA  STATE  MEDICAL  ASSOCIATION 
. . . gives  you  individual  coverage  at  low  group  rates. 

. . . offers  flexible  waiting  periods  at  your  option. 

. . . guarantees  you  an  income  when  you  are  disabled  from  an  accident  or  sickness. 

. . . offers  optional  Indemnity  from  $200.00  to  $800.00  per  month. 

. . . pays  for  lifetime  on  accident  and  up  to  age  65  on  sickness. 

For  Additional  Information,  call  or  write 

Terry  Banker  or  Rodman  A.  Frates 
C.  L.  FRATES  & COMPANY,  INC. 

4010  North  Youngs  P.  O.  Box  12446 

OKLAHOMA  CITY,  OKLAHOMA  73112 
Telephone  JA  8-7755 


DOES  THE  VERY  FINEST  ALWAYS  COST  MORE? 


Ninety-nine  times  out  of  a hundred,  you  do  pay 
more  for  the  finest  thing  in  its  field. 

But  there's  one  big  exception  . . . 

LIFE  INSURANCE  and  the  planning  it  takes. 

You  can  have  the  very  finest  agent  analyze  your 
needs  and  tailor  your  life  insurance  program— and 
it  won't  cost  you  one  penny  more. 


You  can,  in  fact,  have  the  man  from  Mass  Mutual. 


Supplement  your  OSMA  Group  Insurance  with  this  valuable  additional  coverage. 


WILSON  & WILSON,  Inc. 

General  Agent 

1470  First  Nat'l  Bldg.  - Tel.  CE  6-4681 
Oklahoma  City 


LIFE  INSURANCE  COMPANY 

SPRINGFIELD.  MASSACHUSETTS  • ORGANIZED  1851 
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Dicarbosil 

ANTACID 


Your  ulcer  patients  and 
others  will  appreciate  it. 
Specify  DICARBOSIL  144's- 
144  tablets  in  1 2 rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis.  Missouri  63102 


20th  Annual 


Postgraduate  Course 
in 


PEDIATRICS 


University  of  Texas  Medical  Branch 
April  15th-16th,  1971  Galveston 


This  course  will  emphasize  practical  pedia- 
trics with  guest  lecturers. 

For  detailed  information  write  L.  H.  Lock- 
hart, M.D.,  Chairman,  Pediatric  Postgraduate 
Committee,  University  of  Texas  Medical 
Branch,  Galveston,  Texas  77550. 


DRUG  ABUSE  TREATMENT  SEMINARS 

Two  seminars  on  the  diagnosis  and  treatment  of  the  drug  intoxicated 
patient  have  been  scheduled  by  the  OSMA  Drug  Abuse  Committee. 

Each  is  an  evening  meeting  with  dinner  being  served— followed  by  the 
scientific  program.  A registration  fee  of  $10  per  person  covers  the  cost  of  the 
meal  and  the  meeting  expenses. 

All  physicians  should  plan  to  attend  the  seminars. 


May  13th— Lake  Texhoma  Area* 
June  10th— Oklahoma  City* 

*Exact  location  of  seminar  will  be  announced  later. 
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Oklahoma  State  Medical  Association 


DIRECTORY  OF  CLINICS,  HOSPITALS,  LABORATORIES 


THE  COTNE  CAMPMLL  HQSPJTAE 

2601  Spencer  Road  Mailing  Address  P.O.  Box  374,  Spencer,  Oklahoma  73084 

Phone  405  427-2441 

STAFF 

James  A.  Cox,  Jr.,  M.D. 

Charles  E.  Smith,  Jr.,  M.D. 

A.  A.  Hellams,  M.D. 

Hugh  M.  Conner,  M.D. 

Charles  E.  Leonard,  M.D. 

Harold  J.  Binder,  M.D. 

Charles  F.  Oberman,  M.D. 

Richard  B.  Lincoln,  M.D. 

Robert  J.  Outlaw,  M.D. 

Sam  Collins,  M.D. 

Moorman  P.  Prosser,  M.D. 

Nolen  Armstrong,  M.D. 

Joseph  A.  Rieger,  M.D. 

Wm.  L.  Savage,  M.D. 

Harold  G.  Sleeper,  M.D. 

Thomas  Donica,  M.D. 

Carl  R.  Smith,  M.D. 

Jim  Earls,  M.D. 

DOLORES  WIGGINS 

Hospital  Administrator 

Charles  L.  Reynolds,  Jr.,  M.D.,  F.A.C.S. 
Clinical  Director 

Diplomate  of  the  American  Board  of  Urology 


SENIOR  UROLOGISTS 
J.  Hartwell  Dunn,  M.D.,  F.A.C.S. 
Meredith  M.  Appleton,  M.D.,  F.I.C.S. 
Diplomates  of  the  American  Board  of  Urology 


ADMINISTRATRIX 
Mrs.  Pat  Clark 


THE 

DUNN-REYNOLDS 
UROLOGY  CENTER 

3113  Northwest  Expressway 
OKLAHOMA  CITY,  OKLAHOMA 

Telephone  Victor  3-5761 


General  Urology 
Pediatric  Urology 

Neoplastic  Surgery,  Urinary  Tract 
Renal  Vascular  Surgery 

Plastic  and  Reconstructive  Surgery,  Urinary  Tract 
Fertility  Problems 

Complete  Clinical  Laboratories 
Tissue  Pathology 
Radioactive  Isotopes 
Renal  Function  Studies 
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GOLDFAIN  RHEUMATISM-ARTHRITIS 

LABORATORY 

228  NORTHWEST  13th  STREET 

OKLAHOMA  CITY,  OKLAHOMA 

DEVOTED  TO  THE  DIAGNOSIS  AND  TREATMENT  OF  RHEUMATIC  DISEASES 


X-RAY  AND  CLINICAL  LABORATORY  SURVEY  OF  EACH  PATIENT 


E.  GOLDFAIN,  M.D.,  Director 


McALESTER  CLINIC 

Third  and  Seminole 
McAlestcr,  Oklahoma 

Complete  C^Lriic  ^aciiltleA 

Surgery 

'George  M.  Brown,  Jr.,  M.D.,  F.A.C.S. 
E.  H.  Shuller,  M.D 
'William  G.  Blanchard,  M.D. 

Internal  Medicine 

*S.  L.  Norman,  M.D. 

*C.  K.  Holland,  Jr,  M.D. 
Leroy  M.  Milton,  M.D. 

Obstetrics  ■ Gynecology 

*W.  Riley  Murphy,  Jr.,  M.D 
*D.  Ross  Rumph,  M.D. 

Paul  P.  Saneman,  M.D. 

Ophthalmology 

'Fred  D.  Switzer,  M.D. 

Pediatrics 

'Thurman  Shuller,  M.D. 
D.  W.  Bridges,  Jr,  M.D. 

Radiology 

'Bruce  H.  Brown,  M.D. 

Otolaryngology 

Samuel  E.  Dakil,  M.D. 

Anesthesiology 

H.  C.  Wheeler,  M.D. 

Family  Medicine 

Charles  S.  Cunningham,  M.D. 

Jewell  M.  Green,  Jr. 
Business  Manager 

'Certified  by  Specialty  Board 
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George  S.  Bozalis,  M.D.  Robert  S.  Ellis,  M.D. 

Vernon  D.  Cushing,  M.D.  Lyle  W.  Burroughs,  M.D. 

George  L.  Winn,  M.D.  Charles  D.  Haunschild,  M.D. 

Administration 
Dwight  Mitchell,  Jr. 

QUakoma  Allergy  Clime 

Specializing  in  the  diagnosis  and 
treatment  of  allergic  diseases 

PASTEUR  MEDICAL  BUILDING 

711  N.W.  Tenth  Street  Oklahoma  City,  Oklahoma 


OKLAHOMA  CITY  CLINIC 


301  Northwest  12th  Street 


Internal  Medicine 

W.  W.  Rucks,  Jr.,  M.D. 

Medicine 

Robert  C.  Lawson,  M.D. 

Medicine,  Metabolic  Diseases 
James  J.  Gable,  Jr.,  M.D. 

Medicine,  Cardiology 
William  S.  Pugsley,  M.D. 

Medicine,  Arthritis 
Charles  W.  Cathey,  M.D. 

Medicine,  Cardiology 
Charles  W.  Robinson,  Jr.,  M.D. 
Medicine,  Cardiology 


General  Surgery 

Edward  R.  Munnell,  M.D. 

General,  Vascular 
Frank  G.  Gatchell,  M.D. 

General,  Head  and  Neck 
H.  Jack  Brown,  M.D. 
General,  Vascular 


Oklahoma  City,  Oklahoma 


Thoracic  Surgery 

Edward  R.  Munnell,  M.D. 

Obstetrics  - Gynecology 

John  W.  Records,  M.D. 
Schales  L.  Atkinson,  M.D. 

Orthopedic  Surgery 

Robert  P.  Holt,  M.D. 

Edwin  R.  Maier,  M.D. 
Wayne  B.  Lockwood.  M.D. 

Otologic,  Rhinologic,  and 
Laryngeal  Surgery 

Bronchoesophagology 
Head  and  Neck  Surgery 
L.  Chester  McHenry,  M.D. 
Ethan  A.  Walker,  Jr.,  M.D. 

Clinical  Psychology 

Virgil  T.  Hill,  Ph.D. 

Dermatology 

Julian  W.  Swann,  M.D. 


236-0641 


Pediatrics 

James  E.  Mays,  Jr.,  M.D. 

Pediatrics,  Endocrine  Disorders 
Armond  H.  Start,  M.D. 

Pediatrics 

Jerry  D.  Razook,  M.D. 

Pediatrics 

Jerry  R.  Nida,  M.D. 

Pediatrics 

Richard  Lee  Austin,  M.D. 
Pediatrics 


Radiology 

Diagnostic  and  Therapeutic 
Edmond  H.  Kalmon,  Jr.,  M.D. 
Melvin  C.  Hicks,  M.D. 

Leonardo  J.  De  Carlo,  M.D. 

Urology 

Donald  D.  Albers,  M.D. 

Obie  L.  Stalcup,  Jr.,  M.D. 

Occupational  and  Acute  Medicine 

Elton  W.  LeHew,  M.D. 
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Orthopedic  & Arthritis  Center 

McBride  clinic,  inc. 

600  N.W.  11th  Street 

Oklahoma  City,  Oklahoma  — 2 32-0341 


DEPARTMENT  OF  ORTHOPEDICS 
*Russell  D.  Harris,  M.D.,  F.A.C.S. 
*Marvin  K.  Margo,  M.D.,  F.A.C.S. 

* James  P.  Bell,  M.D.,  F.A.C.S. 
*Stephen  Tkach,  M.D.,  F.A.C.S. 
^Joseph  F.  Messenbaugh  III.  M.D. 

J.  Patrick  Evans,  M.D. 


CONSUFTANT  EMERITUS 
*Earl  D.  McBride,  M.D.,  F.A.C.S. 


DEPARTMENT  OF  ARTHRITIS 
*William  K.  Ishmael,  M.D.,  F.A.C.P. 

John  A.  Blaschke,  M.D. 

♦Phillip  J.  Wright,  M.D. 

Mary  L.  Duffy  Honick,  M.D. 

Claude  M.  Bloss,  Jr.,  M.D. 

DEPARTMENT  OF  OCCUPATIONAL  and 
INDUSTRIAL  MEDICINE 
Robert  R.  Dugan,  M.D. 

DIRECTOR  OF  LABORATORIES 
*J.  N.  Owens,  Jr.,  M.D.,  F.C.A.P.,  F.A.C.P. 


*Specialty  Board  Diplomate 
MANAGEMENT  SERVICES 


J.  Lamont  Baxter,  M.A.,  J.D.,  C.P.A. 
Administrator  & Controller 
Mary  Magruder,  Personnel  Director 


TISSUE  EXAMINATIONS 


THE 

SUGG 

CLINIC 

Incorporated 

Complete  Clinical  and  Laboratory  Facilities 
RADIUM  AND  X-RAY  THERAPY 

Internal  Medicine 

*John  B.  Morey,  M.D.,  F.A.C.P. 
♦Frank  J.  Martin,  M.D.,  F.A.C.P. 
James  F.  Hohl,  M.D. 

♦John  E.  Roberts,  M.D. 

Cardiology 

♦Michael  Hunsaker,  M.D. 

General  Medicine 
Carl  D.  Wiseman,  M.D. 

Otolaryngology  and  Ophthalmology 
♦Wm.  G.  Peterson,  M.D.,  F.I.C.S. 
Radiology 
*H.  B.  Yagol,  M.D. 

Business  Manager 
John  A.  Barringer 


Surgery 

E.  M.  Gullatt,  M.D. 

♦Richard  M.  Taliaferro,  M.D.,  F.A.C.S. 
♦Paul  E.  Sauer,  M.D. 

Obstetrics  and  Gynecology 
J.  B.  Wallace,  M.D. 

E.  F.  Deese,  M.D. 

Orthopedic  Surgery 
♦David  C.  Ramsay,  M.D.,  F.A.C.S. 
Pediatrics 

♦George  K.  Stephens,  M.D.,  F.A.A.P. 
Pathology 

♦Larry  W.  Cartmell,  M.D. 

Consulting  Pathologist 


1 00-04  E.  1 3th  Street 
ADA,  OKLAHOMA 
Telephone  332-5252 


♦Specialty  Board  Diplomate 
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THE  OKLAHOMA  PLASTIC 

SURGERY  CENTER, 

INC. 

Plastic  and  Reconstructive  Surgery 

Cosmetic,  Maxillo-Facial 

and  Hand  Surgery 

TWO  LOCATIONS 

GILBERT  L.  HYROOP,  M.D.,  F.A.C.S. 

DAVID  WILLIAM  FOERSTER, 

M.D. 

3141  N.W.  Expressway 

5700  N.W.  Grand  Blvd. 

Oklahoma  City,  Oklahoma  73112 

Oklahoma  City,  Oklahoma  73112 

VI  8-3341 

Wl  2-6822 

Dr.  Hyroop  and  Dr.  Foerster  are  Board  Certified  in  Plastic  Surgery 

MID-WEST  SURGICAL  SUPPLY  CO.,  INC. 

OF  OKLAHOMA 

1420  N.  Robinson 

Phone  236-4381 

Oklahoma  City,  Okla.  73101 

Medical  Equipment 

Surgical  Instruments 

General  Supplies 

YOUR  OSMA  ANNUAL  MEETING  - 
APRIL  29th -May  1st,  1971 

Fairmont-Mayo  Hotel 
and 

Tulsa  Assembly  Center 
Tulsa,  Oklahoma 


One  of  the  highlights  of  the  three-day  meeting  will  be  Saturday  afternoon, 
May  1st,  when  America's  favorite  cartoonist,  A!  Capp,  appears  before  the  group 
of  physicians  and  their  wives.  His  taik  entitled  "Ask  Al  Capp"  will  be  informal 
as  he  reads  and  answers  questions  from  a stack  of  cards  submitted  by  the 
audience.  Plan  to  attend  the  meeting  and  be  sure  to  hear  Mr.  Capp  who  is  one 
of  the  most  popular  speakers  in  America  today. 
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ALLERGY 


W.  T.  McCOLLUM,  M.D. 


RAYMOND  L.  ROSE,  M.D. 


JOHNNY  A.  BLUE,  B.A.,  M.D. 

Allergy  Group 

Fellow  American  Academy  of  Allergy 
Fellow  American  College  of  Allergists 
Diagnosis  and  Treatment  of  Allergic  Diseases 
Lister  Medical  Bldg.— 430  N.W.  12 
236-1446  — 236-1447 


FANNIE  LOU  LENEY,  M.D. 

Fellow  American  College  of  Allergists 
Fellow  American  Academy  of  Allergy 
Diagnosis  and  Treatment  of  Allergic  Diseases 

Telephone  843-6611  Office 
Residence  843-3541 

3141  N.W.  Expressway,  Room  501  Oklahoma  City,  Okla. 


ARTHRITIS 


THE  ARTHRITIS  CLINIC 


Arthritis,  Rheumatism  and  Related  Diseases 


Lyman  C.  Vpazey,  M.D. 

Philip  J.  Campbell,  Ph  D.,  M.D.,  Lloyd  G.  McArthur,  Ph.D.,  M.D. 
Robert  C.  Troop,  M.D.  Winfred  L.  Medcalf,  M.D. 


207  C Street  NW  Ardmore,  Okla.  73401 


Phone  223-5180  If  no  answer:  223-4895 


CARDIOLOGY 


F.  REDDING  HOOD,  M.D.,  F.A.C.P. 

Consultation  in  Cardiovascular  Disease  and  Electrocardiography 
1220  N.  Walker 

Osier  Annex  Telephone  235-2346 

Oklahoma  City,  Okla. 


STANLEY  R.  McCAMPBELL,  M.D. 


Cardiology  and  Electrocardiography 


1211  North  Shartel  236-1295 

Oklahoma  City,  Oklahoma 


JAMES  S.  WILLIAMS,  M.D. 

Cardiology  and  Electrocardiography 
Price  Tower  Bartlesville,  Oklahoma  336-6450 


CARDIOVASCULAR 


CARDIOVASCULAR  CLINIC 

Wm.  Best  Thompson,  M.D.  Galen  P.  Robbins,  M.D. 

William  S.  Myers,  M.D.  William  R.  Bullock,  M.D. 

Hubert  H.  Bell,  M.D. 

Adult  and  Pediatric  Cardiovascular  Diseases 
Cardiac  catheterizations,  aortography  and  coronary  arteriography 
Radioisotope  studies  and  telephone  electrocardiography 
Lipoprotein  Electrophroesis  and  Treadmill  effort  tolerance 
Pasteur  Medical  Bldg.  Doctors  Medical  Bldg, 

nil  North  Lee  5700  NW  Grand  Blvd. 

232-9226  Oklahoma  City  946-6731  Oklahoma  City 


CARDIOVASCULAR  ASSOCIATES 

J.  J.  DONNELL,  M.D.  J.  L.  BRESSIE,  M.D. 

G.  L.  HONICK,  M.D.  A.  F.  ELLIOTT,  M.D. 

Adult  and  Pediatric  Cardiovascular  Diseases 
Cardiac  catheterizations,  aortography  and  selective  arteriography, 
and  telephone  electrocardiography 
Physicians  and  Surgeons  Bldg.  Doctors  Medical  Bldg. 

1211  N.  Shartel  5700  N.W.  Grand  Blvd. 

235-4661  Oklahoma  City  947-2551 


437  N.W.  12th  St.  Oklahoma  City,  Okla. 

235-6461 

CONSULTANTS  IN  CARDIOVASCULAR  DISEASES 
(Including  Cardiac  Catheterizations  and  Angiography) 
Diplomates,  American  Board  of  Internal  Medicine 
in  Cardiovascular  Diseases  and  Internal  Medicine 
Fellows,  Council  of  Clinical  Cardiology 
American  Heart  Association 
Fellows,  American  College  of  Cardiology 
Fellows,  American  College  of  Physicians 


CLINICS 


THE  DURANT  HOSPITAL  AND  THE  DURANT  CLINIC 
Durant,  Okla. 

Staff 

W.  A.  Hyde,  M.D.,  F.A.C.S.  Alfred  T.  Baker,  M.D. 

James  T.  Colwick,  Jr.,  M.D. 


MIAMI  CLINIC 

30  B,  S.W.  Miami,  Oklahoma 

Obstetrics  8<  Gynecology 

Internal  Medicine  8<  Cardiology 

General  Practice 

Eye,  Ear,  Nose  8<  Throat 

Obstetrics  8,  Gynecology 

Dental  Surgery 


DERMATOLOGY 


WILLIAM  E.  EASTLAND,  M.D.,  F.A.C.R. 

Dermatology  and  Malignancies  of  the  Skin 
Grenz  Ray  X-Ray  Radium  Therapy 

1211  North  Shartel  Physicians  8<  Surgeons  Building 
Oklahoma  City,  Oklahoma  Phone  235-1446 


HERVEY  A.  FOERSTER,  M.D. 

Practice  Limited  to  Diseases  of  the  Skin 
X-Ray  and  Radium  Therapy 

1212  N.  Walker  Oklahoma  City 


RONALD  W.  GILCHRIST,  JR.,  M.D. 

Diseases  and  Malignancies  of  the  Skin 
X-Ray  Therapy 

4200  South  Douglass  Avenue  632-4200 

South  Community  Medical  Center  Oklahoma  City,  Oklahoma 


DONALD  E.  JOHNSON,  M.D. 

Diseases  and  Malignancies  of  the  Skin 
X-Ray  Therapy 

330  South  Fifth  234-5121 

Enid,  Oklahoma 


W.  A.  SHOWMAN,  M.D. 

Practice  Limited  to  Diseases  and  Malignancies  of  the  Skin 
X-Ray— Grenz  Ray  and  Radium  Therapy 
850  Utica  Square  Tulsa,  Okla. 

Medical  Center  747-7521 


SKIN  & SKIN  CANCER  CENTER 
C.  Jack  Young,  M.D. 

Radium  Therapy  X-Ray  Therapy 

Surgical  Planing  of  Acne  Scars  8.  Tattoos 
Hemangiomas 

CLINIC  BUILDING  3434  N.W.  56th 

OKLAHOMA  CITY,  OKLAHOMA  946-5678 


DIAGNOSIS 


HUGH  JETER,  M.D.,  F.A.C.P.,  A.S.C.P. 

American  Board  of  Internal  Medicine 
Diagnosis  and  Infernal  Medicine  Clinical  Pathology 

Osier  Building  Oklahoma  City  Phone  232-8274 


EYE,  EAR,  NOSE  AND  THROAT 


GERALD  R.  DIXON,  M.D. 

Diseases  and  Surgery  of  the  Eye 
Certified  by  American  Board  of  Ophthalmology 
Phone  843-9337  3141  N.W.  Expressway 

Oklahoma  City 


Miami  Clinic  Bldg. — 
Rex  M.  Graham,  M.D. 

H.  W.  Wendelken,  M.D. 

J.  E.  Highland,  M.D.__ 

Harry  C.  Ford,  M.D 

Glenn  W.  Cosby,  M.D 

Ralph  H.  Cully,  D.D.S 
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JOHN  W.  HUNEKE,  M.D. 

Diseases  and  Surgery  of  the  Eye 
Certified  by  the  American  Board  of  Ophthalmology 
Phone  322-1880  1201-G  East  Sth 

Ada,  Oklahoma 


WILLIAM  D.  HEATH,  M.D. 

Diseases  and  Surgery  of  the  Eye 
Certified  by  American  Board  of  Ophthalmology 
Physicians  and  Surgeons  Bldg.  1211  N.  Shartel 

Oklahoma  City  232-1508 


JAMES  B.  MILLS,  M.D. 

Surgery  and  Diseases  of  the  Eye 
Certified  by  the  American  Board  of  Ophthalmology 
Physicians  and  Surgeons  Bldg.  1211  North  Shartel 

232-4222  Oklahoma  City 


Surgery  and  Diseases  of  the  Eye 
W.  S.  MUENZLER,  M.D. 

430  N.W.  12th  Street 
Lister  Building 

Oklahoma  City 


DISEASES  AND  SURGERY  OF  THE  EYE 

TOM  LAMAR  JOHNSON,  M.D. 

Certified  by  the  American  Board  of  Ophthalmology 

Medical  Tower 
3141  N.W.  Expressway 
Suite  301  848-2893 

Oklahoma  City 


GASTROENTEROLOGY 


DOCTORS  MATTHEWS  AND  COLVERT 
Sanford  Matthews,  M.D. 

J.  R.  Colvert,  M.D.,  F.A.C.P. 

Certified  American  Board  of  Internal  Medicine  and 
Gastroenterology 

Complete  X-ray  and  Laboratory  Facilities 
1319  Classen  Drive  232-2033  Oklahoma  City,  Okla. 


INTERNAL  MEDICINE 


E.  GOLDFAIN,  M.D. 

Diagnosis  and  Treatment  of  Rheumatic  and  Arthritic  Diseases 
228  N.W.  13th  St.  Oklahoma  City 

Off.  Phone  235-9832  Res.  Phone  524-1102 


NEUROPSYCHIATRY 


SAM  COLLINS,  JR.,  M.D. 

Board  Qualified 
Psychiatry  and  Neurology 

Suite  503  3141  N.W.  Expressway 

Medical  Tower  Phone  843-5577 

Oklahoma  City,  Oklahoma 


A.  A.  HELLAMS,  B.S.,  M.D.,  F.A.P.A. 

Diplomate  of  American  Board  of  Psychiatry 
and  Neurology  in  Psychiatry 

209  Wildwood  Plaza  842-1131 

Oklahoma  City,  Oklahoma 


CHARLES  E.  LEONARD,  B.S.,  M.D.,  F.A.C.P.,  F.A.P.A. 

Certified  by  the  American  Board  of  Neurology 
and  Psychiatry  in  Psychiatry 

Practice  Limited  to 
Psychiatry  and  Psychoanalysis 

Medical  Tower — Suite  701  3141  N.W.  Expressway 

Telephone  842-0110  Oklahoma  City 


NEUROPSYCHIATRY 

CHARLES  E.  SMITH,  Jr.,  M.D.,  F.A.P.A. 

ROBERT  J.  OUTLAW,  M.D. 
Diplomates  of  American  Board  of  Psychiatry 
and  Neurology  in  Psychiatry 


THURMAN  E.  COBURN,  Ph.D.,  Licensed  Clinical  Psychologist 
DAVID  SCHWARTZ,  A.C.S.W.,  Clinical  Psychiatric  Social  Worker 
Suite  306 

Physicians  & Surgeons  Building  1211  North  Shartel  235-8526 


MOORMAN  P.  PROSSER,  M.D.,  F.A.C.P.,  F.A.P.A. 
Diplomate  American  Board  of  Psychiatry  and  Neurology 
in  Psychiatry 

JOSEPH  A.  RIEGER,  M.D.  HUGH  M.  CONNER,  M.D. 

and 

RICHARD  B.  LINCOLN,  M.D. 

Neurology,  Electroencephalography  and  the  Epilepsies 
in  the  practice  of  Psychiatry  and  Neurology 

427  Pasteur  Building  Phone  232-9895 

Oklahoma  City,  Oklahoma 


HAROLD  G.  SLEEPER,  M.D.,  F.A.P.A. 

Diplomate  American  Board  of  Psychiatry  and  Neurology 
in  Psychiatry 

Practice  Limited  to 
Psychiatry  — Electroencephalography 

235-6454  430  N.W.  12th  Street  Res.  525-6846 

Oklahoma  City 


OBSTETRICS  AND  GYNECOLOGY 


CHARLES  D.  BODINE,  M.D.,  F.A.C.O.G. 

Certified  American  Board  of  Obstetrics  and  Gynecology 
203  Medical  Tower 
3141  N.W.  Expressway 

848-2259  Oklahoma  City,  Oklahoma 


JAMES  A.  MERRILL,  M.D. 

Gynecology  and  Obstetrics 
University  of  Oklahoma  Medical  Center 
800  N.E.  13th  Street  Oklahoma  City,  Okla.  73104 


GERALD  ROGERS,  M.D.,  F.A.C.S. 

JAMES  C.  BEAVERS,  M.D.,  F.A.C.O.G. 

Certified  American  Board  of  Obstetrics  and  Gynecology 
Pasteur  Building,  1111  N.  Lee  Phone  232-8722 

Oklahoma  City,  Oklahoma 


JOE  BILLS  REYNOLDS,  M.D. 

Obstetrics  and  Gynecology 

5514  S.  Western  632-6691 

Oklahoma  City,  Oklahoma  73109 

E.  MALCOLM  STOKES,  M.D.,  F.A.C.S. 

Certified  American  Board  of  Obstetrics  and  Gynecology 
507  Doctors  Building — 2021  South  Lewis  Phone  743-6496 

Tulsa,  Oklahoma 


WENDELL  R.  SYLVESTER,  M.D. 

F.A.C.O.G.,  F.A.C.S. 

Suite  305-8  4200  South  Douglas 

Oklahoma  City,  Oklahoma  73109 
Telephone  405  632-7795 

Practice  limited  to  the  specialty  of  Obstetrics  and  Gynecology 
By  Appointment  Only 


ORTHOPEDICS 


WILLIAM  S.  DANDRIDGE 

B.A.,  M.D.,  M.S.  (Orthopedic  Surgery),  F.A.C.S.,  F.I.C.S. 
Orthopedic  Surgery 

Diseases,  Injuries,  Deformities  of  Spine  and  Extremities 
Parkview  Medical  Building 

330  South  5th  Street  Enid,  Oklahoma  73701 

Phone  233-5656 


JOHN  FLORENCE,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Orthopedic  Surgery 
Orthopedic  Surgery,  Fractures,  Industrial  Injuries 
1211  North  Shartel 
Oklahoma  City,  Oklahoma 


THE  MUSKOGEE  ORTHOPEDIC  CLINIC 

Port  Johnson,  M.D. 

Richard  A.  Storts,  M.D. 

Richard  L.  Pentecost,  M.D. 

Diplomates  American  Board  of  Orthopedic  Surgery 
211  South  36th  Street 

Zip  Code  74401  Phone  682-7717 

Muskogee,  Oklahoma 


Phone 

232-6361 
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JOHN  RAYMOND  STACY,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Orthopedic  Surgery 
Orthopedic  and  Fracture  Surgeon 

415  N.W.  12th  St.  235-6315 

Oklahoma  City,  Oklahoma 


THE  ORTHOPEDIC  CLINIC 
of 

TULSA,  OKLAHOMA 
Suite  203  Utica  Square  Medical  Center 
John  E.  McDonald,  M.D.  John  C.  Dague,  M.D. 

Practice  Limited  to  Bone  and  Joint  Surgery 


THE  O'DONOGHUE  ORTHOPAEDIC  CLINIC 

Orthopaedic  Surgery  — Fractures  — Industrial  ln|uries 
Pasteur  Medical  Building  — 1111  North  Lee 
Oklahoma  City,  Oklahoma 

Don  H.  O'Donoghue,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Orthopaedic  Surgery 
Gael  R.  Frank,  M.D.,  F.I.C.S. 

235-8385  By  Appointment 


WILLIAM  L.  WALDROP,  M.D. 

3434  N.W.  56th  Street  Oklahoma  City,  Oklahoma  73112 

Office  Phone  947-3367  Answering  Service  236-5508 

Orthopedic  Surgery 

Surgery  of  the  Hand  and  Reconstruction 
Fractures — Especially  Children 


PEDIATRICS 


General  Pediatrics 
G.  EDWARD  SHISSLER,  M.D. 

821  South  Pine  Phone  372-9577 

Stillwater,  Oklahoma 


RADIOLOGY 


RADIOLOGY  ASSOCIATES 


JAMES  T.  BOGGS,  M.D.  WAYNE  H.  SCHULTZ,  M.D. 

ROBERT  SUKMAN,  M.D.  LINDBERGH  J.  RAHHAL,  M.D. 

RICHARD  B.  PRICE,  M.D.  ROBERT  W.  GEYER,  Jr.,  M.D. 

GEORGE  BEN  CARTER,  M.D.  JOHN  R.  OWEN,  M.D. 

DAN  MITCHELL,  Jr.,  M.D. 


Diplomates  American  Board  of  Radiology 
X-Ray  — Diagnosis  Including  Angiography  and  Lymphangiography 
— Radiation  Therapy  — Isotopes  — Cobalt  Therapy 
Deep  and  Interstitial  Therapy 


204  Medical  Tower  Bldg. 
848-3711 

Baptist  Memorial  Hospital 
946-6411 


Doctors  Medical  Building 
946-9923 

Physicians  and  Surgeons  Bldg. 
Suite  705  235-2583 


Deaconess  General  Hospital 
946-5581 


WILLIAM  J.  FORREST,  M.D. 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

1211  North  Shartel  235-3361 

Oklahoma  City 


ALLEN  E.  GREER,  M.D. 

JOHN  M.  CAREY,  M.D. 

NAZI H ZUHDI,  M.D. 

WILLIAM  D.  HAWLEY,  M.D. 

Certified  American  Board  of  Surgery 
Certified  American  Board  of  Thoracic  Surgery 
Practice  Limited  to  Cardiovascular  and  Thoracic  Surgery 
(Open  Heart,  Vascular,  Pulmonary,  Esophageal) 
Bronchoscopy  Esophagoscopy 

1211  North  Shartel,  Suite  900  Oklahoma  City,  Okla.  73103 

235-3377 


ROBERT  B.  HOWARD,  M.D.,  F.A.C.S. 

Certified  American  Board  of  Surgery 
Practice  Limited  to  General  Surgery  and 
Diseases  of  the  Thyroid  Gland 

544  Pasteur  Medical  Bldg.  Phone  235-2341  Oklahoma  City 


GILBERT  L.  HYROOP,  M.D.,  F.A.C.S.,  F.I.C.S. 


Certified  by  the  American  Board  of  Plastic  Surgery 
Practice  Limited  to  Plastic  8,  Reconstructive  Surgery  and 
Cosmetic  Surgery 


Medical  Tower 
3141  N.W.  Expressway 


848-3341 

Oklahoma  City,  Oklahoma  73112 


GEORGE  H.  KIMBALL,  M.D.,  F.A.C.S. 

Certified  American  Board  of  Plastic  Surgery 
Plastic  and  Reconstructive  Surgery 
321  Pasteur  Building  Oklahoma  City  Phone  232-1036 


HERBERT  M.  KRAVITZ,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 
Reconstructive,  Cosmetic,  and  Hand  Surgery 
Office  946-2694  2620  Northwest  Expressway 

Oklahoma  City,  Oklahoma 


F.  M.  LINGENFELTER,  M.D.,  F.A.C.S. 

Surgery  and  Surgical  Diseases  of  the 
Thyroid  Gland 

216  Osier  Building  Oklahoma  City,  Okla. 


TULSA  RADIOLOGY  ASSOCIATES,  INC. 
Diplomates  of  American  Board  of  Radiology 
X-ray,  Diagnosis,  Radiation  Therapy  and  Isotopes 
416  Warren  Professional  Building 
622-5711 

St.  John's  Doctors  Building— 1705  East  19th  Street 
743-7883 


Lucien  M.  Pascucci,  M.D.,  FACR 
Ernest  S.  Kerekes,  M.D.,  FACR 
Donald  F.  Mauritson,  M.D. 

John  E.  Kauth,  M.D. 

John  L.  Rltan,  M.D. 

George  H.  Kamp,  M.D. 


Richard  F.  Barbee,  M.D. 
Norman  L.  Bartlett,  M.D. 
Thomas  S.  Llewellyn,  M.D 
Theodore  J.  Brickner,  Jr.,  M.D. 
Tim  S.  Caldwell,  M.D. 

Zia  O.  Vargha,  M.D. 


SURGERY 


WILLIAM  O.  COLEMAN,  M.D.,  F.A.C.S. 
Certified  American  Board  of  Surgery 
General  Surgery 

Suite  603  Baptist  Hospital  Complex 
5700  N.W.  Grand  Blvd. 
Telephone:  1 405  946-0727 


WARREN  L.  FELTON  II,  M.D. 

Diplomate  American  Board  of  Surgery 
Diplomate  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiovascular  Surgery 

Oklahoma  City,  Okla. 

702  Physicians  and  Surgeons  Bldg.  232-3274 


FRED  R.  MARTIN,  M.D. 

Diplomate  American  Board  of  Plastic  Surgery 


601  St.  John's  Doctors  Bldg. 
1705  East  19th  Street 


742-4851 

Tulsa,  Oklahoma  74104 


ROBERT  H.  SMILEY,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 
Diplomate  Board  of  Thoracic  Surgery 
Thoracic,  Cardiac,  and  Peripheral  Vascular  Surgery 
(Open  Heart,  Pulmonary,  Esophageal,  Bronchoscopy  and 
Esophagoscopy) 

3141  N.W.  Expressway  Oklahoma  City,  Oklahoma  73112 

Suite  1004  848-2668 


CHARLES  A.  TOLLETT,  B.S.,  M.D.,  D.Sc. 

Certified  American  Board  Surgery 
General  Surgery 

Dowell  Building  235-7750 

405  N.  Durland  Street  Oklahoma  City,  Oklahoma 


Professional  Card  listings  are  available  to  members. 
They  are  sold  in  vertical  increments  of  one-half  inch, 
at  the  rate  of  $25.00  per  year. 
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UROLOGY 


A.  De  QUEVEDO,  M.D.,  Inc. 

A.  de  Quevedo,  M.D. 

Diplomate  of  the  American  Board  of  Urology 
Suite  606  232-1333  1211  N.  Shartel 

Oklahoma  City,  Oklahoma  73103 


MEREDITH  APPLETON,  J.  HARTWELL  DUNN, 

M.D.,  F.I.C.S.  M.D.,  F.A.C.S. 

CHARLES  L.  REYNOLDS,  Jr.,  M.D.,  F.A.C.S. 

Diplomates  of  the  American  Board  of  Urology 

3113  Northwest  Expressway  Oklahoma  City,  Oklahoma 

843-5761 


Urologists 

BERGET  H.  BLOCKSOM,  M.D. 

Diplomate  American  Board  of  Urology 

Suite  753  Utica  Square  Medical  Center  743-4004 

Tulsa,  Oklahoma 


PHILIP  D.  DIGGDON,  M.D.,  F.A.C.S. 

Diplomate  of  the  American  Board  of  Urology 
Suite  312  Tulsa,  Oklahoma  74135 

Warren  Professional  Bldg.  Tel.:  622-6322 

6465  South  Yale 


BARNEY  J.  LIMES,  M.D. 

JOHN  T.  BOAZ  III,  M.D. 

Practce  Limited  to  Urology 

Physicians  and  Surgeons  Bldg.  1211  N.  Shartel 

Oklahoma  City  235-9401 


JOE  E.  COLLINS,  M.D.,  F.A.C.S. 

Diplomate  of  the  American  Board  of  Urology 

Suite  1106  235-3524  1211  North  Shartel 

Oklahoma  City,  Oklahoma 


JIM  M.  TAYLOR,  M.D. 

Diplomate  of  the  American  Board  of  Urology 
Fellow,  American  College  of  Surgeons 
1211  North  Shartel  235-2950 

Oklahoma  City,  Oklahoma 


JESS  E.  MILLER,  M.D. 

Diplomate  of  the  American  Board  of  Urology 
336  Pasteur  Building  1111  North  Lee 

Oklahoma  City,  Oklahoma 

Res.  Phone  842-1811  Office  Phone  235-6618 


LUTHER  T.  PENNINGTON,  M.D. 

Gordon  H.  Deen,  M.D. 

Diplomate  American  Board  of  Urology 
1201-F  East  5th  Street  Office  332-7706  Ada,  Oklahoma 
Residence:  Dr.  Pennington:  332-7316 — Dr.  Deen:  332-8184 
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Articles  accepted  for  publication,  including  manu- 
scripts of  annual  meeting  papers,  are  the  sole  property 
of  The  Journal  and  must  not  have  been  published  else- 
where. Authority  for  approval  of  all  contributions  rests 
with  the  Editorial  Board,  and  the  Board  reserves  the 
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STYLE 

Footnotes,  bibliographies,  and  legends  for  illustra- 
tions should  be  submitted  on  separate  sheets,  double- 
spaced. Bibliographies  should  follow  in  order  of:  name 
of  author,  title  or  article,  name  of  periodical  with  vol- 
ume number,  page  and  date  of  publication.  These  ref- 
erences should  be  alphabetized  and  numbered  in  se- 
quence. 


ILLUSTRATIONS 

Illustrations,  other  than  the  author’s  will  not  be  ac- 
cepted for  publication  unless  accompanied  by  written 
permission  to  be  reproduced.  Illustrations  should  be 
identified  by  the  author’s  name  and  the  figure  number 
of  the  illustrations.  The  illustrations  should  be  num- 
bered in  the  same  order  as  referred  to  in  the  body  of 
the  article.  Used  photographs,  and  drawings  will  be 
returned  after  publication  if  requested.  The  Journal 
will  pay  for  necessary  black  and  white  illustrations 
within  reasonable  limitations.  The  quality  of  drawings, 
sketches,  etc.,  must  be  in  keeping  with  the  quality  of 
the  magazine. 

NEWS 

Members  of  the  Oklahoma  State  Medical  Association, 
the  constituent  societies  of  the  association,  and  all 
readers  in  general  are  invited  to  supply  news  items 
of  general  interest  to  the  profession. 

ADVERTISING 

All  advertising  copy  must  be  approved  by  the  Edi- 
torial Board  before  acceptance  for  publication.  Gen- 
eral and  miscellaneous  advertising  rates  will  be  sent 
on  request. 

EDITING  SERVICE 

The  Editorial  Board  reserves  the  prerogative  to  sub- 
mit contributions  to  a Medical  Editing  Service  when 
warranted.  If  such  is  felt  necessary,  the  Editor  will 
contact  the  author  for  approval,  informing  him  that 
there  will  be  modest  charge  for  this  service. 

REPRINTS 

Authors  will  receive  reprint  order  forms  from  the 
Transcript  Press,  P.O.  Drawer  1058,  Norman,  Okla- 
homa 73069,  prior  to  final  publication  of  their  articles. 
Other  requests  for  reprints  must  be  made  to  the  Tran- 
script Press  within  30  days  after  publication. 
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Microfilm  copies  of  back  issues  of  The  Journal  may 
now  be  purchased  from  University  Microfilms,  300 
North  Zeeb  Road,  Ann  Arbor,  Michigan  48106. 
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Presenting  the 

Rolls-Royce, 
Cadillac  Eldorado, 
Porsche, 
Mercedes-Benz, 
Ferrari, 

Lincoln 

and  Volkswagen. 


You'll  get  the  same  kind 
of  expert  service  a Volkswagen  gets 
when  you  bring  in  your  Audi. 
Because  a Porsche  Audi  dealer 
is  part  of  the  VW  organization. 


The  Audi  has  the  very  same 
steering  system 
as  the  Ferrari  racing  car. 


You  get  just  about  the  same 
headroom  and  legroom  in  the  Audi 
as  you  do  in  the 
Rolls-Royce  Silver  Shadow. 


The  Audi's  interior 
looks  so  much  like  that 
of  the  Mercedes-Benz  280SE, 
you  can  hardly  tell  them  apart. 


Everything  you  can  fit 
in  the  trunk  of  the 
Lincoln  Continental 
you  can  fit 

in  the  trunk  of  the  Audi. 


Thp  Cadillac  Eldorado 
has  front-wheel  drive. 

So  does  the  Audi. 

Only  the  Audi  had  it  first. 


The  Porsche  racing  car 
has  inboard  disc  brakes. 
So  does  the  Audi. 


Eckhardt  Porsche-Audi 

1501  North  Broadway  • Downtown  Oklahoma  City  • 405 — 232*3521 


When  disease  is  ruled  out 
and  psychic  tension  is  implicated 

\hhum  (diazepam) 

helps  relax  the  patient 
and  relieve  his  somatic  symptoms 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjunc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome,  con- 
vulsive disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 

Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convul- 
sive disorders,  possibility  of  increase  in  frequency 
and/ or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant  medica- 
tion; abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  have  occurred  following  abrupt  discon- 
tinuance. Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence.  In  pregnancy,  lactation 


or  women  of  childbearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed.  Usual  precautions  indicated  in  pa- 
tients severely  depressed,  or  with  latent  depression, 
or  with  suicidal  tendencies.  Observe  usual  precau- 
tions in  impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypo- 
tension, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred 
vision.  Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation, 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice;  peri- 
odic blood  counts  and  fiver  function  tests  advisable 
during  long-term  therapy. 


Roche 


LABORATORIES 


Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  071X0 
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Controlled  studies  of  23  insomniac  and 
13  normal  subjects  treated  with  Dal  mane 
(flurazepam  HCI)  in  five  sleep  laboratories 
generated  over  4000  hours  of  electroenceph- 
alographic,  electro-  oculographic  and  electro- 
myographic tracings.  These  studies  revealed 
that  Dalmane  30  mg  nightly  usually  induces 
sleep  in  22  minutes  and  provides  seven  to 
eight  hours  of  sleep.1 

Moreover,  Dalmane  30  mg  was  found  to  be 
useful  in  all  common  types  of  insomnia  in 
which  it  was  studied.  Of  drugs  studied  in  a 
sleep  laboratory,1  Dalmane  30  mg  was  the 
only  one  that  consistently  reduced  sleep  in- 
duction time  and  maintained  sleep  nightly 
for  14  consecutive  nights  of  use. 


Confirmed  clinically 


Fifty-three  controlled  studies  using  a 
paired-night,  double-blind  crossover 
design  have  evaluated  Dalmane 
clinically.  In  the  majority  of  these, 
Dalmane  (flurazepam  HCI)  signifi- 
cantly reduced  sleep  induction  time 
and  increased  sleep  duration. 
Dalmane  and  a placebo  were  alter- 
nated on  successive  nights  in  201 0 
insomniacs,  1 706  of  whom  were 
studied  for  a single  night-pair,  and  the 
remainder  for  as  many  as  fifteen 
paired-nights.  A patient  preference 
for  Dalmane  was  apparent  in  the 
paired-night  studies. 

Dalmane  was  also  preferred  to  certain 
hypnotics  in  two  separate  preference 
studies.  In  each  of  two  double-blind 
studies,  Dalmane  30  mg  retained 
effectiveness  for  the  total  period  of 
seven  consecutive  treatment  nights, 
according  to  subjective/objective 
evaluations. 


In  summary,  Dalmane  is  useful  in  all 
types  of  insomnia  characterized  by 
difficulty  in  falling  asleep,  frequent 
nocturnal  awakenings  and/or  early 
morning  awakening.  It  can  be  used 
effectively  in  patients  with  recurring 
insomnia  orpoorsleeping  habits, 
and  in  acute  orchronic  medical 
situations  requiring  restful  sleep. 


Dalmane  (flurazepam  HCI) 
is  generally  well  tolerated 


In  most  instances  in  which  adverse 
effects  with  Dalmane  were  reported, 
they  were  mild,  infrequent  and 
seldom  required  discontinuation  of 
the  drug.  Dizziness,  drowsiness, 
lightheadedness  and  the  like  were 
the  side  effects  most  frequently  noted, 
particularly  in  elderly  or  debilitated 
patients.3  Instances  of  hepatic  dys- 
function, paradoxical  reactions 
(excitement)  and  hypotension  are 
rare  with  Dalmane,  and  morning 
hang-over  is  relatively  infrequent.  In 
studies  to  date  the  effectiveness  of 
Dalmane  for  recommended  periods 
of  use  is  maintained  without  need  to 
increase  dosage. 

References:  1.  Kales,  A.,  et  a/.:  “Effectiveness 
of  Sleep  Medications:  All-Night  EEG  Studies  of 
Hypnotic  Drugs,”  in  Proc.  7th  Internat.  Cong. 
Electroencephal.  and  Clin.  Neurophysiol.,  San 
Diego,  Calif.,  Sept.  13-19,  1969.  2.  Kales,  A., 
et  a/.:  “Psychophysiological  and  Biochemical 
Changes  Following  Use  and  Withdrawal  of 
Hypnotics,”  in  Kales,  A.  (ed.):  Sleep:  Physiology 
and  Pathology,  Phila.,  Lippincott,  1969,  p.  331. 

3.  Data  on  file,  Medical  Department,  Hoffmann- 
La  Roche  Inc. 


Before  prescribing,  please  consult  Complete 
Product  Information,  a summary  of  which 
follows: 

Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  in  patients  with  recur- 
ring insomnia  or  poorsleeping  habits; 
and  in  acute  orchronic  medical  situations 
requiring  restful  sleep.  Since  insomnia  is 
often  transient  and  intermittent,  prolonged 
administration  is  generally  not  necessary 
or  recommended. 

Contraindications:  Known  hypersensitivity  to 
flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery,  driv- 
ing). Use  in  women  who  are  or  may  become 
pregnant  only  when  potential  benefits  have 
been  weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  1 5 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated, 
initial  dosage  should  be  limited  to  15  mg  to 
preclude  oversedation,  dizziness  and/or 
ataxia.  If  combined  with  other  drugs  having 
hypnotic  or  CNS-depressant  effects,  consider 
potential  additive  effects.  Employ  usual 
precautions  in  patients  who  are  severely 
depressed,  or  with  latent  depression  or 
suicidal  tendencies.  Periodic  blood  counts 
and  liver  and  kidney  function  tests  are 
advised  during  repeated  therapy.  Observe 
usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach, 
nausea,  vomiting,  diarrhea,  constipation, 

Gl  pain,  nervousness,  talkativeness,  appre- 
hension, irritability,  weakness,  palpitations, 
chest  pains,  body  and  joint  pains  and  GU 
complaints.  There  have  also  been  rare 
occurrences  of  sweating,  flushes,  difficulty 
in  focusing,  blurred  vision,  burning  eyes, 
faintness,  hypotension,  shortness  of  breath, 
pruritus,  skin  rash,  dry  mouth,  bitter  taste, 
excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  rest- 
lessness, hallucinations  and  elevated  SGOT, 
SGPT,  total  and  direct  bilirubins  and  alka- 
line phosphatase.  Paradoxical  reactions, 
e.g.,  excitement,  stimulation  and  hyper- 
activity, have  also  been  reported  in 
rare  instances. 


For  the  sleep  your  patients  need 

NewT\  1 

Dalmane 

(flurazepam  hydrochloride] 


ROCHE 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  071 10 
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You  know 
diuretics 
medically 


Short-acting  diuretics  may  create  abrupt, 
inconvenient  waves  of  diuresis. 
Long-acting  Hygroton  offers  a gentle  flow 
rather  than  abrupt  diuresis. 

It’s  smooth  acting. 

In  edema  and  hypertension. 

Hygroton  chlorthalidone  usp 

Makes  water,  not  waves. 


Electrolyte  imbalance  may  occur  when  using  diuretics.  Hygroton  is  contraindicated  in  severe  renal  or  hepatic  diseases  and,  of 
course,  if  it  causes  hypersensitivity.  Carefully  supervise  those  who  may  be  receiving  other  antihypertensives. 


Hygroton®  chlorthalidone  USP  Indications:  Hypertension  and  many  types  of  edema  involving  retention  of  salt  and  water.  Contraindications: 
Hypersensitivity  and  most  cases  of  severe  renal  or  hepatic  diseases.  Warnings:  With  the  administration  of  enteric-coated  potassium  supplements,  which 
should  be  used  only  when  adequate  dietary  supplementation  is  not  practical,  the  possibility  of  small-bowel  lesions  (obstruction,  hemorrhage,  and 
perforation)  should  be  kept  in  mind.  Surgery  for  these  lesions  has  been  required  frequently  and  deaths  have  occurred.  Discontinue  enteric-coated  potassium 
supplements  immediately  if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur.  Use  with  caution  in  pregnant  women  and 
nursing  mothers  since  the  drug  crosses  the  placental  barrier  and  appears  in  cord  blood  and  since  thiazides  appear  in  breast  milk.  The  drug  may  result 
in  fetal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult.  When  used  in  women  of 
childbearing  age,  balance  benefits  of  drug  against  possible  hazards  to  fetus.  Precautions:  Antihypertensive  therapy  with  this  drug  should  always  be 
initiated  cautiously  in  postsympathectomy  patients  and  in  patients  receiving  ganglionic  blocking  agents,  other  potent  antihypertensive  drugs  or  curare. 
Reduce  dosage  of  concomitant  antihypertensive  agents  by  at  least  one-half.  Because  of  the  possibility  of  progression  of  renal  damage,  periodic 
determination  of  the  BUN  is  indicated.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 
imbalance,  sodium  and/or  potassium  depletion  may  occur.  If  potassium  depletion  should  occur  during  therapy,  the  drug  should  be  discontinued  and 
potassium  supplements  given,  provided  the  patient  does  not  have  marked  oliguria.  Take  special  care  in  cirrhosis  or  severe  ischemic  heart  disease  and  in 
patients  receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recommended.  Adverse  Reactions:  Nausea,  gastric  irritation,  vomiting, 
anorexia,  constipation  and  cramping,  dizziness,  weakness,  restlessness,  hyperglycemia,  glycosuria,  hyperuricemia,  headache,  muscle  cramps,  orthostatic 
hypotension,  which  may  be  potentiated  when  chlorthalidone  is  combined  with  barbiturates,  narcotics  or  alcohol,  aplastic  anemia,  leukopenia, 
thrombocytopenia,  agranulocytosis,  impotence,  dysuria,  transient  myopia,  skin  rashes,  urticaria,  purpura,  necrotizing  angiitis,  acute  gout,  and 
pancreatitis  when  epigastric  pain  or  unexplained  G.I.  symptoms  develop  after  prolonged  administration.  Other  reactions  reported  with  this  class  of 
compounds  include:  jaundice,  xanthopsia,  paresthesia,  and  photosensitization.  Average  Dosage:  50  or  100  mg.  with  breakfast  daily  or  100  mg.  every  other 
day.  How  Supplied:  White,  single-scored  tablets  of  100  mg.  and  aqua  tablets  of  50  mg.,  in  bottles  of  100  and  1000.  (B)46-230-G  For  full  details,  please 
see  the  complete  prescribing  information. 


GEIGY  Pharmaceuticals,  Division  of  CIBA-GE1GY  Corporation,  Ardsley,  New  York  10502 
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The  gas/acid  group  of  disorders 

“The  two  most  common  complaints  referable  to  the  upper 
gastrointestinal  tract  for  which  patients  seek  medical  relief  are 
hyperacidity  and  ‘gas.’  The  two  often  occur  together.”* 

Frees  captured  gas. ..neutralizes  free  acid 

Silain-Gel  Tablets  and  Liquid  are  separate  formulas  designed  to  provide 
equivalent  dual-action  symptomatic  relief.  Both  dosage  forms  contain 
simethicone  which  effectively  frees  trapped  gas,  enabling  the  patient  to 
eliminate  it.  Magnesium  hydroxide  in  both  assures  a rapid  rise  in 
pH  for  prompt  relief  of  hyperacidity.  The  special  co-dried  aluminum 
hydroxide/magnesium  carbonate  gel  in  the  tablets  assures  the 
same  rapid  and  uniform  reaction  rate  as  the  liquid.  Thus,  both  medications 
achieve  prompt  and  prolonged  neutralization  of  free  acid  plus  prompt 
relief  from  the  pain  and  pressure  of  trapped  gas. 

Always  in  good  taste 

The  pleasant,  distinctive  flavor  of  Silain-Gel,  as  well  as  its 
non-constipating  feature,  make  it  a therapy  your  patients  can  live  with- 
in comfort  and  without  complaint. 

Select  the  form  of  Silain-Gel  you  want  to  provide  symptomatic  relief  in: 
gastric  ulcer  • duodenal  ulcer  • heartburn  • gastric  hyperacidity  • 
gastritis  • dyspepsia 

when  the  patient  prefers  the  convenience  of  a tablet , select 

Silain-Gel®  Tablets: 

when  the  patient  prefers  a liquid , select 

Silain-Gel®  Liquid 

Also  available  for  the  patient  who  needs  an  antifrothicant/antiflatulent 
agent  only:  Silain®  (simethicone)  Tablets 

*Slanger,  A.:  Med.  Times  3(9:150  (Feb.)  1966. 


Announcing  the“Antgasid’ 


Silain-Gel 


Tablets:  simethicone  plus  aluminum  hydroxide/magnesium  carbonate  co-dried  gel  and  magnesium  hydroxide 
Liquid:  simethicone  plus  aluminum  hydroxide  and  magnesium  hydroxide 


one  dose  does  both:  frees  captured  gas... neutralizes  free  acid 


AHROBINS 


A.H.  Robins  Company,  Richmond,  Virginia  23220 


sterile  solution  (300  ma  per  ml. ) 


Consider  Lincocin 

(lincomycin  hy  drochloride , U pjphn) 


and  single-dose  2 ml. 
disposable  syringe 


For  your  convenience 
in  2 ml.  and  10  ml.  vials 


Set.  Vial  Sterile  Solution 

Lincocin* 

flineomydn 

MrocMorid*  injection) 

£».<.  to  300  mf.  per  CC 

lincomycin  


l (liolin 


THE  UPJOHN  COMPANY 
KALAMAZOO.  MICHIGAN  490 


?1970byThe  Upjohn  Company  JA70-9835  MED  B-4-S  (KZL-5) 


A once-popular  treatment  for  back  pains 
was  to  have  the  seventh  son  of  a seventh  son 
stand  or  walk  on  the  patient's  back. 


For  headache,  a sovereign  remedy  was 
to  wear  a snakeskin  round  one’s  head. 


The  pain  of  earache  was  allegedly  relieved 
by  holding  a hot  roasted  onion  to  the  ear. 


A realistic 
approach 
to  pain 
relief 


Empirin’ 


Compound  with  Codeine 
Phosphate  gr.  1/2  No.  3 

Each  tablet  contains: 

Codeine  Phosphate  gr.  1/2  (Warning- 
May  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 

Aspirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

keeps  the  promise 
of  pain  relief 

'B.W.  & Co.'  narcotic  products  are 
Class  "B",  and  as  such  are  available  on  oral 
prescription,  where  State  law  permits. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tuckahoe,  N.Y. 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
-bacitracin-neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Vb  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


‘NEOSPORIN’ 


brand 


POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


Welcome  back,  Ann 


A 

BUILDING  BLOCK 
TO  RECOVERY 


As  odjonetive  therapy 

DOUBLE  STRENGTH 

Orenzyme 

Bitabs  One  tablet  q.i.d. 

Tripi.n  100  000  N.F  Units.  Ch.molrypsin  8.000  N.F.  Untls. 
«<tii.»jil«nt  in  tryptic  activity  to  40  mg.  ot  N.F  trypsin 

Reduces  swelling 
■ Hastens  healing 
Speeds  recovery 


On&  fab/etq.i.d. 


Indications:  When  used  as  adjunctive  therapy  for  the  rapid 
resolution  of  inflammation  and  edema,  good  results  have 
been  obtained  in-. 

□ Accidental  Trauma  □ Postoperative  Tissue  Reactions. 
Other  conventional  measures  of  treatment  should  be  used 
as  indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given 
to  patients  with  a known  sensitivity  to  trypsin  or  chymotrypsin. 
Precautions:  It  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo- 
philia, or  with  severe  hepatic  or  renal  disease.  Safe  use  in 
pregnancy  has  not  been  established. 

Adverse  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrequently.  Reports  include  allergic  mani- 
festations (rash,  urticaria,  itching),  gastrointestinal  upset 
and  Increased  speed  of  dissolution  of  animal-origin  surgical 
sutures.  There  have  been  isolated  reports  of  anaphylactic 
shock,  albuminuria  and  hematuria.  Increased  tendency  to 
bleed  has  also  been  reported  but,  in  controlled  studies,  it 
has  been  seen  with  equal  incidence  In  placebo-treated 
groups.  (See  Precautions.)  It  is  recommended  that  if  side 
effects  occur  medication  be  discontinued. 

Dosage:  One  tablet  q.i.d. 

I THE  NATIONAL  DRUG  COMPANY 

1 DIVISION  OF  RICHARDSON  MERRELL  INC. 

PHILADELPHIA.  PENNSYLVANIA  19144 

TRADEMARK  BITASS  US.  PATENT  NO  3.004.893  9/70  0 0O9A  161 


Trypsin:  100,000  N.F.  Units,  Chymotrypsin:  mm  8,000  N.F.  Units;  equivalent  in  tryptic  activity  to  40  mg.  of  N.F.  trypsin 


The  causes  of  vaginitis 
are  multiple 


Trichomonads . . . monilia . . . bacteria 

You  can  depend  on  AVC — comprehensive 
therapy  that  combats  all  three  major  vaginal 
pathogens,  alone  or  in  combination. 

AVC 

Cream  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
15.0%,  allantoin  2.0%) 

Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul- 
fanilamide 1.05  Gm.,  allantoin  0.14  Gm.) 


Contraindications:  Known  sensitivity  to  sulfonamides 
Precautions/ Adverse  Reactions:  The  usual  precautions  for  topical 
and  systemic  sulfonamides  should  be  observed  because  of  the  pos- 
sibility of  absorption.  Burning,  increased  local  discomfort,  skin 
rash,  urticaria  or  other  manifestations  of  sulfonamide  toxicity  are 
reasons  to  discontinue  treatment. 

Dosage:  One  applicatorful  or  one  suppository  intravagi- 
nally  once  or  twice  daily. 

Supplied:  Cream  - Four-ounce  tube  with  or  without  applicator. 
Suppositories  - Box  of  12  with  applicator. 

TRADEMARK:  AVC  AV-104  2/71  Y-149 

■ rys-,  I THE  NATIONAL  DRUG  COMPANY 

I Hv III  DIVIS"  ,N  ,f  RICHARDSON -Mi  WELL  INC 

m 1 PHILADELPHIA,  PENNSYLVANIA  19144 


AVC 

The  treatment  is  singular 


when  an  unnerving  experience 
compounds  the  pain 


the  compound  analgesic 
that  calms  instead  of  cat feinates 


In  addition  to  pain,  this  patient  has  experienced 
anxiety,  fear,  embarrassment,  and  frustration. 

No  doubt  these  psychic  factors  actually  increased 
her  perception  of  pain.  Surely  the  last  thing  she 
needs  is  an  analgesic  containing  caffeine.  The 
logical  choice  is  Phenaphen  with  Codeine.  It 
provides  a quarter  grain  of  phenobarbital  to  take 
the  nervous  “edge”  off,  so  the  rest  of  the  formula 
can  control  the  pain  more  effectively.  It’s  no 
accident  that  the  Phenaphen  formulations  contain 
a sedative  rather  than  a stimulant.  Don't  you 
agree.  Doctor,  that  psychic  overlay  is  an  important 
factor  in  most  of  the  accident  cases  you  see? 


Phenaphen 

iim4  1*  m /~\-4  Phenaphen  with  Codeine 

lA/llll  Vvl  Mlclllr  Nov  2,  3,  or  4 contains 
v/VIW'II  Phenobarbital  (1/4  gr.), 

16.2  mg.  (warning:  may  be  habit  forming);  Aspirin  (2x/i  gr.),  162.0  mg.; 
Phenacetin  (3  gr.),  194.0  mg.;  Hyoscyamine  sulfate.  0.03 1 mg.:  Codeine 
phosphate,  >/4  gr.  (No.  2),  Vi  gr.  (No.  3),  or  1 gr.  (No.  4)  (warning:  may 
be  habit  forming).  Indications:  Provides  relief  in  severer  grades  of  pain, 
on  low  codeine  dosage,  with  minimal  possibility  of  side  effects. 

Its  use  frequently  makes  unnecessary  the  use  of  addicting  narcotics. 
Contraindications:  Hypersensitivity  to  any  of  the  components. 
Precautions:  As  with  all  phenacetin-containing  products,  excessive  or 
prolonged  use  should  be  avoided.  Side  effects:  Side  effects  are 
uncommon,  although  nausea,  constipation  and  drowsiness  may  occur. 
Dosage:  Phenaphen  No.  2 and  No.  3 — 1 or  2 capsules  every  3 to  4 hours 
as  needed;  Phenaphen  No.  4 — 1 capsule  every  3 to  4 hours  as  needed. 
For  further  details  see  product  literature. 

A.  H.  Robins  Company,  Richmond,  Va. 


/IH-ROBINS 


'head  clear  upon  arising’ 


For  upper  respiratory  allergies  and  infections  including 
the  common  cold,  Dimetapp  Extentabs®  effectively  relieve 
the  stuffiness,  drip  and  congestion  all  night  and  all  day 
long  on  just  one  Extentab  every  1 2 hours.  For  most  patients 
drowsiness  or  overstimulation  is  unlikely.  AH'POBINS 

A.  H.  Robins  Company 

prescribing  information  appears  on  next  page  Richmond,  va.  23220 


Dimetapp 

Extentabs 

Dimetane"  (brompheniramine  maleate),  12  mg.,  phenyl- 
ephrine HCI,  15  mg.;  phenylpropanolamine  HCI,  15  mg 


PRimiR* 

PLUS 

FleKoplast 


Dimetapp  Extentabs® 

INDICATIONS:  Dimetapp  Extentabs  are 
indicated  for  symptomatic  relief  of  aller- 
gic manifestations  of  upper  respiratory 
illnesses,  such  as  the  common  cold,  sea- 
sonal allergies,  sinusitis,  rhinitis,  con- 
junctivitis and  otitis.  In  these  cases  it 
quickly  reduces  inflammatory  edema, 
nasal  congestion  and  excessive  upper 
respiratory  secretions,  thereby  affording 
relief  from  nasal  stuffiness  and  postnasal 
drip. 

CONTRAINDICATIONS:  Hypersensitivity 
to  antihistamines  of  the  same  chemical 
class.  Dimetapp  Extentabs  are  contrain- 
dicated during  pregnancy  and  in  children 
under  12  years  of  age.  Because  of  its  dry- 
ing and  thickening  effect  on  the  lower 
respiratory  secretions,  Dimetapp  is  not 
recommended  in  the  treatment  of  bron- 
chial asthma.  Also,  Dimetapp  Extentabs 
are  contraindicated  in  concurrent  MAO 
inhibitor  therapy. 

WARNINGS:  Use  in  children:  In  infants 
and  children  particularly,  antihistamines 
in  overdosage  may  produce  convulsions 
and  death. 

PRECAUTIONS:  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascu- 
lar diseases  or  hypertension.  Until  the 
patient’s  response  has  been  determined, 
he  should  be  cautioned  against  engaging 
in  operations  requiring  alertness  such  as 
driving  an  automobile,  operating  ma- 
chinery, etc.  Patients  receiving  antihista- 
mines should  be  warned  against  possible 
additive  effects  with  CNS  depressants 
such  as  alcohol,  hypnotics,  sedatives, 
tranquilizers,  etc. 

ADVERSE  REACTIONS:  Adverse  reac- 
tions to  Dimetapp  Extentabs  may  include 
hypersensitivity  reactions  such  as  rash, 
urticaria,  leukopenia,  agranulocytosis 
and  thrombocytopenia;  drowsiness,  lassi- 
tude, giddiness,  dryness  of  the  mucous 
membranes,  tightness  of  the  chest,  thick- 
ening of  bronchial  secretions,  urinary 
frequency  and  dysuria,  palpitation,  hypo- 
tension/hypertension, headache,  faint- 
ness, dizziness,  tinnitus,  incoordination, 
visual  disturbances,  mydriasis,  CNS- 
depressant  and  (less  often)  stimulant 
effect,  anorexia,  nausea,  vomiting,  diar- 
rhea, constipation,  and  epigastric  dis- 
tress. 

HOW  SUPPLIED:  Light  blue  Extentabs  in 
bottles  of  100  and  500. 


A practical, 
ambulatory  treatment 
for  leg  ulceration 

The  Flexible  Cast:  The  PRIMER  medi- 
cated bandage,  in  conjunction  with  the 
FLEXOPLAST  elastic  adhesive  bandage, 
comprise  the  cast. 

This  is  a more  comfortable  and  faster 
method  of  healing  than  Unna’s  Boot.  Fre- 
quent changing  of  the  dressing  is  elimi- 
nated. The  newly  forming  granulation  and 
epithelium  are  left  undisturbed.  It  is  the 
modern  form  of  treatment. 


...  Edward  Taylor  Ltd.  ••••. 

A Division  of  Glenwood  Laboratories  Inc. 

Tenafly,  New  Jersey  07670 

Gentlemen: 

Please  send  me 

□ literature 

□ samples  of  PRIMER  medicated  bandage 
and  FLEXOPLAST  elastic  adhesive 
bandage. 

Name m.D. 

Address  

City  

State Zip 


Now 

available  for  your 

prescribing 

needs 


Cordran  Tape 

FlurandrenolideTape  (4  meg.  per  sq.  cm.) 


Additional  information  available  upon  request  • Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 
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Dr.  Luke  and  Our  Problems 


JOURNAL,  'editorial 


READING  THE  newspapers,  listening  to 
the  radio  and  watching  television  I readily 
accept  the  polLsupported  conclusion  that 
America’s  greatest  anxieties  and  concerns 
involve  the  issues  of  crime  and  violence, 
environmental  pollution  and  the  drug  epi- 
demic. Certainly  I share  and  understand 
these  anxieties.  As  a practicing  physician 
I am,  perhaps,  more  directly  involved  with 
these  problems  and  should,  therefore,  de- 
vote more  time  and  effort  to  their  solution 
than  the  average  citizen.  I understand  and 
accept  this  responsibility. 

What  I cannot  understand  or  accept  is 
our  state’s  refusal  to  provide  adequate  sup- 
port for  the  only  state  agency  that  can  de- 
termine the  dimensions  of  these  problems 
and  thus  give  direction  to  our  efforts  to 
solve  them.  Without  an  adequately  financed, 
expertly  supervised,  completely  equipped 
and  competently  staffed  Medical  Examin- 
er’s Office,  we  cannot  hope  to  comprehend 
the  problems  let  alone  find  their  solutions. 

In  spite  of  all  the  blustering  rhetoric  of 
politicians  and  civic  leaders,  in  spite  of  the 
dire  warnings  from  stern-faced  commen- 
tators, in  spite  of  screaming  headlines  and 
sobbing  parents  and  in  spite  of  our  admis- 
sion of  ignorance  about  the  problems,  we 
refuse  to  vitalize  the  one  most  reliable  source 
of  information  and  guidance,  the  Office  of 
the  State  Medical  Examiner. 

This  hypocrisy  costs  us  dearly.  How 
much  it  costs  in  lives  and  dollars  we  will 
never  know.  How  many  ‘highway  accident’ 
deaths  occur  due  to  carbon  monoxide  pois- 
oning from  automobile  exhaust  systems? 
How  many  millions  of  dollars  are  spent  for 
the  care  of  persons  poisoned  by  polluted  air, 
water  and  beverages?  And  how  many  per- 
sons have  died  from  such  poisoning?  How 
many  of  our  youths  will  die  this  year  be- 
cause the  illiet  drug  they  thought  they  were 
using  was  something  else,  never  correctly 
identified?  How  many  millions  of  dollars 
did  we  spend  last  year  for  the  incarceration 
of  ‘murderers’  who  never  committed  mur- 


der? And  how  much  was  spent  in  their  ap- 
prehension and  trial?  How  many  unsus- 
pected murderers  are  free? 

Who  can  say?  How  can  we  know? 

Only  an  expert  forensic  pathologist  can 
say,  and  we  can  know  only  if  we  provide  the 
laws,  the  means,  the  resources  and  the  sup- 
port which  such  an  expert  must  have  at  his 
disposal.  Doctor  James  L.  Luke,  Oklahoma’s 
first  State  Medical  Examiner  is  such  an  ex- 
pert. In  his  article  which  appears  in  this 
issue,  he  tells  us  what  is  needed  and  effec- 
tively illustrates  how  we  have  failed  to 
satisfy  those  needs. 

Doctor  Luke  is  a competent,  dynamic  and 
dedicated  scientist,  a compassionate  physi- 
cian and  a concerned  and  conscientious  citi- 
zen. He  is  one  of  the  few  fully  qualified, 
practicing  forensic  pathologists  in  the  na- 
tion. As  a result  of  the  frustration  which 
he  feels  so  acutely  and  which  he  describes 
so  well  in  his  article,  Doctor  Luke  has  re- 
signed his  position  and  is  leaving  the  state. 
Our  great  fortune  in  having  had  Doctor 
Luke’s  expert  services  for  four  years  em- 
phasizes our  great  loss  in  his  departure. 

The  fact  that  Doctor  Luke  set  out  to  get 
things  done,  the  fact  that  he  was  willing  to 
fight  battles  for  his  convictions,  the  fact 
that  he  performed  his  task  with  zeal  and 
unbridled  energy  made  it  inevitable  that  he 
would  provoke  the  ire  of  some.  But  the  fact 
that  he  is  deeply  concerned  about  our  coun- 
try’s major  ills,  that  he  trained  himself  so 
thoroughly  and  that  he  works  so  hard  to 
help  cure  those  ills  wari’ants  the  admira- 
tion and  gratitude  with  which  he  is  be- 
stowed. His  successor’s  task  will  be  a bit 
easier  because  of  Doctor  Luke.  How  effec- 
tively his  successor  performs  in  helping 
solve  our  problems  depends  upon  the  sup- 
port we  give  him.  He  deserves  more  than 
we  gave  Doctor  Luke. — MRJ  □ 
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It  is  a privilege  to  as- 
sume the  high  office  of 
our  state  society  after 
having  been  apprenticed 
to  Doctor  Ed  Calhoon 
who,  in  turn,  has  served 
the  past  year  with  dis- 
tinction. His  determi- 
nation, homespun  phil- 
osophy, common  sense, 
be  an  inspiration  to  me 
during  what  I anticipate  will  be  a difficult 
year.  Never  before  have  I been  faced  with 
as  great  a challenge  and  an  opportunity  for 
positive  leadership  and  accomplishment. 

American  medicine  is  at  the  crossroads 
and  the  profession  has  been  caught  in  the 
traffic  of  social  and  economic  progress,  spur- 
red and  propelled  forward  by  the  pressure 
of  national  political  expediency.  We  had 
better  read  and  heed  the  signs.  The  hazards 
are  many. 

The  existence  of  the  practice  of  medicine 
as  a free  enterprise  is,  without  a doubt, 
threatened.  We  must  not  only  resist  but 
combat  this  threat  with  one  of  the  most 
powerful  means  at  our  disposal— the  honest 
and  sincere  expression  and  effort  directed 
to  the  best  interest  of  our  patients.  This  will 


necessitate  concessions  which  will,  in  turn, 
affect  our  living  habits  and  mode  of  prac- 
tice to  an  extent  which  will  be  determined 
only  by  the  future. 

During  the  past  twelve  months  I have 
come  to  appreciate  the  significance  and 
magnitude  of  the  undertaking  upon  which 
we  have  already  embarked.  I plan  in  fu- 
ture letters  to  dwell  upon  some  of  the  prob- 
lems which  are  already  with  us.  Far  be  it 
for  me  to  suggest  that  I can  supply  the  so- 
lutions or  that  as  president  I can  alter  the 
course  of  events.  The  realization  is  forced 
upon  me  that  my  efforts  will  be  minimal  in 
proportion  to  those  of  you  that  I hope  will 
be  deeply  involved.  I refer  to  the  members 
of  the  25  or  30  committees,  their  chairmen, 
the  board  of  trustees  and  the  delegates. 
While  we  as  members  will  be  intermittently 
involved,  the  necessary  daily  boring  and 
burdensome  tasks  will  be  performed  by  our 
capable  and  proven  trio  of  Don  Blair,  Dave 
Bickham,  and  Edward  Kelsay. 

Hence  I urge  the  cooperation  of  the  en- 
tire membership,  be  it  in  small  or  large 
measure.  This  is  your  society  and  any  note- 
worthy accomplishments  will  be  your  re- 
ward as  well  as  mine.  □ 


and  guidance  will 


Sincerely, 


/. « A7 
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JOURNAL  / scientific 


Primary  Omental  Torsion 


H.  JACK  BROWN,  M.D.,  F.A.C.S.* 
R.  BARRETT  NOONE,  M.D.** 


Torsion  and  infarction  of  a segment 
of  the  greater  omentum  produces 
symptoms  often  confused  tvith  acute 
appendicitis.  Operation  is  necessary 
to  establish  the  diagnosis. 

XoRSION  AND  infarction  of  a segment 
of  the  greater  omentum  may  produce  signs 
and  symptoms  similar  to  appendicitis.  Since 
Eitel1  in  1899  first  described  a case  of 
omental  torsion  unrelated  to  any  other  ab- 
dominal lesion,  there  have  been  approxi- 
mately 180  reported  cases.210  All  of  these 
cases  came  to  surgery  and  the  correct  pre- 
operative diagnosis  was  recorded  only  once. 
Eighty-three  percent  had  a preoperative 
diagnosis  of  appendicitis  and  15  percent 
were  diagnosed  preoperatively  as  acute 
cholecystitis.  This  is  not  surprising  when 
one  sees  that  the  initial  pain  was  felt  in 
some  location  other  than  the  right  lower 
quadrant  in  62  percent  of  patients,  but 
eventually  localized  to  the  right  lower  quad- 

*The  Oklahoma  City  Clinic,  301  N.W.  12th,  Oklahoma  City, 
Oklahoma. 

* ‘Department  of  Surgery,  Hospital  of  the  University  of 
Pennsylvania,  Philadelphia,  Pennsylvania. 
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rant  in  79  percent.  Pain  remained  in  the 
right  upper  abdomen  in  13  percent.  Eight 
percent  had  left-sided  abdominal  pain. 

All  of  these  patients  experienced  pain  of 
an  acute  onset  which  was  constant.  Nau- 
sea was  present  in  47  percent  and  vomiting 
was  recorded  in  30  percent  of  cases.  An- 
orexia was  recorded  in  only  seven  cases. 

Males  outnumbered  females  by  1.5  to  1.0. 
The  patients  varied  in  age  from  three  to 
75  years.  Fifty-three  percent  of  cases  were 
in  the  26  to  50  year  age  groups.  Fifteen 
percent  were  under  the  age  of  12  years  and 
19  percent  were  over  50  years  of  age. 

The  patients’  temperature  on  admission 
was  reported  in  123  of  the  cases.  Of  these, 
61  had  a temperature  less  than  100°  F,  51 
were  between  100-101°  and  11  had  a tem- 
perature greater  than  101°  F.  Findings 
ranged  from  mild  abdominal  tenderness  and 
spasm  to  exquisite  tenderness  and  frank 
rigidity.  A mass  was  palpated  in  22  percent 
of  the  cases.  Leukocytosis  in  excess  of 
12,000  WBC/mm3  was  recorded  in  53  of  94 
adult  patients  and  in  16  of  19  children  un- 
der the  age  of  13  years.  Twenty-one  adults 
and  four  children  had  a neutrophil  response 
greater  than  80  percent. 

All  reported  cases  were  subjected  to 
celiotomy.  Free  intra-abdominal  fluid  was 
described  in  77  percent  of  cases.  This  was 
usually  serosanguineous  but  was  described 
as  turbid  in  a few  cases.  The  size  of  the 
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infarcted  omental  segment  varied  from  2.5 
X 2.5  cm  to  27.5  X 20  cm.  with  a mean  of 
8X8  cm.  The  entire  greater  omentum  was 
reportedly  involved  in  three  patients  and 
torsion  of  an  accessory  omentum  was  de- 
scribed nine  times.  Excision  of  the  infarct- 
ed segment  is  the  usual  treatment  but  three 
patients  had  simple  derotation  of  the  tor- 
sion. 

There  was  only  one  recorded  death.  This 
was  due  to  a postoperative  thyroid  crisis 
in  a patient  who  had  undergone  derotation 
of  the  omental  torsion. 

Our  recent  experience  with  four  cases  of 
omental  torsion  has  paralleled  the  experi- 
ence of  others. 

CASE  ONE 

A 26-year-old  male  pilot  was  admitted  to 
Sheppard  U.S.A.F.  Hospital  December  26. 
1968,  with  a 36  hour  history  of  constant 
right  lower  quadrant  pain  that  was  increas- 
ing in  severity.  He  denied  nausea,  vomit- 
ing, and  anorexia.  Temperature  was  98.8° 
F.  The  patient’s  abdomen  was  flat  and  soft 
with  direct  localized  tenderness  in  the  right 
abdomen  three  centimeters  above  McBur- 
ney’s  point.  There  was  marked  rebound 
tenderness  in  the  same  area  and  referred 
rebound  tenderness  to  this  area  from  other 
parts  of  the  abdomen.  There  was  no  mass 
palpated.  White  blood  cell  count  was  12,400 
WBC/mm3  with  66  percent  neutrophils.  The 
patient  was  explored  with  a preoperative  di- 
agnosis of  acute  appendicitis.  Intraperi- 
toneal  serosanguineous  fluid  was  present. 
The  appendix,  small  bowel,  and  gallbladder 
were  normal.  A 3 X 4 cm.  necrotic  section 
of  omentum  with  torsion  of  its  vascular 
pedicle  was  found  overlying  the  cecum.  The 
involved  omentum  was  excised.  The  pa- 
tient’s postoperative  course  was  uneventful 
and  he  was  dismissed  from  the  hospital  on 
the  fourth  postoperative  day. 

CASE  TWO 

A 34-year-old  businessman  was  admitted 
to  Presbyterian  Hospital,  Oklahoma  City, 
Oklahoma,  on  February  28,  1970,  with  a 12 
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hour  history  of  constant  right  midabdomin- 
al pain  which  had  been  of  sudden  onset  im- 
mediately after  arising  from  bed.  He  de- 
nied nausea,  vomiting  and  anorexia.  He  had 
a past  history  of  a duodenal  ulcer  and  ad- 
mitted to  drinking  a large  amount  of  al- 
coholic beverages  the  night  prior  to  the 
onset  of  pain.  Temperature  was  99°  F. 
Moderate  tenderness,  muscle  spasm,  and  re- 
bound tenderness  were  confined  to  the  right 
abdomen.  The  maximum  point  of  tender- 
ness was  poorly  localized  in  the  right  mid- 
abdomen. Upright  roentgenograms  of  the 
patient’s  chest  and  abdomen  were  normal. 
Hemogram  showed  9,900  WBC/mm3  with 
60  percent  neutrophils.  Serum  amylase  was 
normal.  Nasogastric  suction  and  intra- 
venous fluids  were  begun.  Twelve  hours 
after  admission  pain  and  tenderness  had 
increased  and  were  now  sharply  localized 
to  an  area  three  centimeters  above  McBur- 
ney’s  point.  A mass  was  not  palpated.  Re- 
peat white  blood  count  was  8,200  WBC  'mm3 
with  66  percent  neutrophils.  A diagnosis 
of  “acute  surgical  abdomen”  was  made  with 
the  differential  diagnosis  consisting  of  acute 
appendicitis,  acute  cholecystitis  and  per- 
forated duodenal  ulcer.  The  patient’s  ab- 
domen was  explored  through  a midabdom- 
inal vertical  incision.  Serous  intraperitoneal 
fluid  was  present.  A 3 X 5 cm.  portion  of 
infarcted  omentum  with  torsion  of  its  vas- 
cular pedicle  was  found  and  excised  from 
the  right  midabdomen.  The  patient’s  post- 
operative course  was  uneventful  and  he  was 
dismissed  from  the  hospital  on  the  fourth 
postoperative  day. 

CASE  THREE 

A 13-year-old  female  was  admitted  to  the 
Hospital  of  the  University  of  Pennsylvania 
on  November  11,  1969,  with  a three  day 
history  of  rightsided  abdominal  pain  ulti- 
mately becoming  localized  in  the  right  low- 
er abdominal  quadrant.  The  pain  was  con- 
stant and  did  not  radiate.  She  had  had 
anorexia  for  24  hours  prior  to  admission 
and  had  vomited  once.  Muscle  spasm  and 
tenderness  were  present  at  McBurney’s 
point.  A mass  was  not  palpated.  Her  tem- 
perature was  100°  F.  White  blood  count 
was  11,200  WBC/mm3  with  72  percent  neu- 
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trophils.  A diagnosis  of  acute  appendicitis 
was  made.  At  surgery  a 10  X 15  cm.  mass 
of  black  necrotic  omentum  was  found  over- 
lying  a grossly  normal  appendix.  There  was 
torsion  of  the  vascular  pedicle  to  this  seg- 
ment of  omentum  which  was  excised.  Her 
postoperative  course  was  uneventful  and 
she  was  discharged  from  the  hospital  on 
the  fifth  postoperative  day. 

CASE  FOUR 

A 28-year-old  female  in  the  seventh 
month  of  pregnancy,  was  admitted  to  Penn- 
sylvania Hospital  on  December  30,  1970, 
with  a complaint  of  abdominal  pain.  Twen- 
ty-four hours  preceding  admission  she  noted 
the  sudden  onset  of  right  upper  quadrant  ab- 
dominal pain.  The  pain  was  constant  and 
nonradiating  and  localized  to  an  area  be- 
tween the  right  costal  margin  and  the  en- 
larged pregnant  uterus.  No  nausea,  vomit- 
ing, diarrhea,  constipation  or  fever  were 
noted,  although  she  admitted  anorexia.  Her 
temperature  was  98.4°  F.  Abdominal  exami- 
nation demonstrated  tenderness  localized  to 
the  right  upper  quadrant,  with  referred  and 
rebound  tenderness  in  the  same  area.  In- 
voluntary guarding  was  noted  in  the  ab- 
sence of  rigidity.  Pelvic  examination  con- 
firmed a seven  month-sized  uterus  with  vi- 
able fetus.  White  blood  count  was  19,700 
with  78  percent  neutrophils.  A preopera- 
tive diagnosis  of  acute  appendicitis  was 
made.  Cholecystitis  was  entertained,  but 
thought  unlikely  because  of  the  lack  of  ten- 


A 1959  graduate  of  the  University  of 
Oklahoma  School  of  Medicine,  H.  Jack 
Brown,  M.D.,  has  been  certified  by  the 
American  Board  of  Surgery.  In  addition  to 
his  private  practice  in  Oklahoma  City,  he 
is  a Clinical  Assistant  in  Surgery  at  the 
school  of  his  graduation.  He  is  a member 
of  the  American  College  of  Surgeons,  the 
Southwestern  Surgical  Congress,  and  the 
Society  of  Air  Force  Clinical  Surgeons. 

R.  Barrett  Noone,  M.D.,  received  his 
medical  degree  from , the  University  of  Penn- 
sylvania in  1965.  He  is  presently  a senior 
resident  in  surgery  at  the  Pennsylvania 
Hospital  in  Philadelphia. 
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derness  immediately  below  the  costal  mar- 
gin. 

Exploratory  laparotomy  demonstrated  a 
necrotic  section  of  greater  omentum  located 
in  the  right  upper  quadrant.  The  necrotic 
section  was  3X4  cm.  in  size  and  was  at- 
tached to  a six  centimeter  twisted  vascular 
pedicle.  Resection  of  the  omental  pedicle 
was  completed.  An  incidental  appendectomy 
was  performed.  The  patient’s  postoperative 
course  was  satisfactory  and  she  was  dis- 
charged from  the  hospital  on  the  sixth  post- 
operative day. 

DISCUSSION 

Primary  omental  torsion  assumes  an  im- 
portance when  one  considers  the  number 
of  so-called  “negative  appendectomies’’  at 
any  general  hospital.  Surgeons  should  think 
of  this  condition  and  look  for  it  when  con- 
fronted with  a normal  appendix  and  a pre- 
operative  diagnosis  of  acute  appendicitis. 
Surgery  will  continue  to  be  a prerequisite 
for  making  this  diagnosis  as  the  symptoms 
and  physical  findings  too  nearly  approxi- 
mate other  acute  abdominal  conditions  re- 
quiring surgical  exploration.  The  process 
itself  would  probably  ultimately  subside 
without  surgery,  but  it  is  interesting  to 
note  that  of  the  165  cases  reviewed  by  Main- 
zer,  48  had  had  symptoms  longer  than  three 
days  and  13  had  been  symptomatic  more 
than  a week.  The  adhesions  produced  by 
omental  infarction  and  resolution  might  re- 
sult in  future  episodes  of  mechanical  small 
bowel  obstruction,  although  there  is  no  data 
to  support  this  supposition. 

Various  theories  of  pathogenesis  or  pre- 
disposing causes  to  omental  torsion  have 
been  expounded.  It  has  been  stated  that 
this  condition  is  usually  associated  with 
anomalies  of  the  omental  pedicle  such  as 
tongue-like  projections  from  the  free  edge, 
bifid  omentum  or  accessory  omentum. 
Others  have  felt  the  size  and  disposition  of 
omental  fat  or  generalized  obesity  were 
important  considerations.  However,  only 
12  percent  of  the  reported  cases  were  re- 
ported to  be  obese.  Trauma,  overeating, 
overexertion,  sudden  change  in  body  pos- 
ture, coughing  or  straining  have  been  impli- 
cated as  exciting  factors  but  none  of  these 
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were  consistently  present.  One  of  our  four 
patients  was  in  the  last  trimester  of  preg- 
nancy. 

It  can  be  concluded  that  primary  omental 
torsion  is  a documented  entity  with  signs 
and  symptoms  identical  to  other  acute  ab- 
dominal conditions  (especially  appendicit- 
is), and  the  treatment  is  surgical  explora- 
tion with  excision  of  the  infarcted  omental 
segment. 

SUMMARY 

Primary  idiopathic  torsion  of  the  great- 
er omentum  with  segmented  infarction  pro- 
duces symptoms  of  an  acute  intra-abdomin- 
al crisis  necessitating  surgery  to  establish 
a diagnosis.  This  condition  has  been  con- 


fused with  acute  appendicitis  in  83  percent 
of  180  reported  cases.  Four  typical  cases 
are  described.  The  treatment  is  surgical 
excision  of  the  infarcted  segment  of 
omentum.  □ 
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Office  Evaluation  of  Hearing 


KINSEY  M.  SIMONTON,  M.D. 

Observation  of  ability  to  communicate 
tvhile  taking  the  clinical  history,  a 
few  direct  questions  and  brief  tests  vising 
simple  instruments  allow  the  practitioner 
to  estimate  hearing  ability  and  to  advise 
his  patient  concerning  hearing. 

SOUND  IS  A vibration  in  air.  As  it 
reaches  the  ear  it  is  also  mediated  by  bone 
and  fluid.  Sound  has  two  parameters,  fre- 
quency which  we  recognize  as  pitch  and  in- 
tensity which  we  recognize  as  loudness. 

Frequency  is  measured  in  cycles  per  sec- 
ond (cps).  Doubling  the  frequency  equals 
one  musical  octave.  Musical  tones  and  many 
voice  sounds  have  harmonics  which  are 
overtones  one,  two,  and  three  octaves  high- 
er than  the  basic  tone.  Middle  C on  the 
piano  is  at  512  cps,  and  the  frequency  range 
of  the  human  ear  is  from  32  to  16,000  cps. 
The  upper  limit  of  audible  frequencies  pro- 
gressively lowers  with  age.  The  speech  zone 
of  500  to  2,000  cps  is  in  the  middle  of  the 
frequency  range  of  the  ear.  The  voice 

From  the  Mayo  Clinic  and  Mayo  Foundation,  Department  of 
Otorhinolaryngology. 
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sounds  most  important  to  hearing  speech 
are  not  the  fundamental  sounds  produced 
by  vibrations  of  the  vocal  cords  but  the 
first  and  second  harmonics  of  the  funda- 
mental sounds. 

The  vowels  are  at  the  lower  end  and  the 
consonants  are  at  the  higher  end  of  the 
speech  frequency  range.  This  explains  the 
dilemma  of  the  older  person  who  says, 
“Don’t  shout  at  me.  I can  hear  you,  I just 
can’t  understand.”  The  reason  is  that  he 
hears  the  low  tones  but  misses  enough  of 
the  consonants  not  to  understand  what  is 
being  said.  The  person  with  high-tone  loss 
hears  traffic  noises,  which  are  of  low  fre- 
quency, but  misses  the  bell  on  the  telephone. 
He  is  helped  by  exchanging  the  telephone 
bell  for  a buzzer. 

Intensity  or  loudness  is  expressed  in 
decibels.  The  decibel  equals  one-tenth  of  a 
bel.  The  bel  refers  to  a logarithm  of  base 
ten  and  expresses  a ratio  of  sound  energy. 
Zero  decibels  equals  one  unit  of  energy,  ten 
db  equals  ten  units,  20  db  100  units,  and 
90  db  equals  one  billion  units  of  energy.  The 
human  ear  can  perceive  a tone  of  one  db 
intensity  and  can  tolerate  100  db  without 
pain.  Prolonged  exposure  to  sounds  of  90 
db  or  greater  will  damage  most  ears.  A 
change  of  one  db  energy  approximates  a 
just  perceptible  change  in  loudness. 

Conductive  hearing  loss  results  from  a 
mechanical  interference  with  passage  of 
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sound  in  the  ear.  An  example  is  blocking 
the  external  canal  with  a finger.  Conduc- 
tion deafness  reduces  loudness  but  does  not 
reduce  the  intelligibility  of  the  sound.  If 
the  loudness  is  great  enough  to  be  heard  it 
is  readily  understood.  On  the  other  hand, 
sensorineural  loss  often  affects  only  part 
of  the  frequency  range.  Speech  sounds  are 
sufficiently  loud  but  are  muffled  and  indis- 
tinct. This  is  the  problem  of  the  senior 
citizen  who  has  lost  hearing  for  high  tones. 

Evaluation  of  hearing  loss  begins  with 
the  history.  The  time  of  onset  is  significant. 
It  is  normal  to  begin  losing  hearing  for  high 
tones  at  about  the  age  of  50  years.  This 
varies  with  different  individuals  and  some- 
what with  families,  but  hearing  loss  which 
begins  at  age  50  or  beyond  usually  is  pres- 
bycusis or  the  loss  of  hearing  of  the  aged 
and  is  a loss  for  high  tones.  When  the  loss 
appears  in  a young  individual  following  in- 
fection, it  is  probably  a conductive  hearing 
loss.  Insidious  loss  of  hearing  beginning  at 
age  20  to  50  years  suggests  otosclerosis. 
This  is  a conductive  loss  probably  correct- 
able by  surgical  treatment  and  certainly 
suitable  for  use  of  a hearing  aid.  Severe 
hearing  loss  which  develops  abruptly,  with- 
in one  day  to  one  week,  is  a medical  emer- 
gency. The  loss  is  sensorineural  and  usual- 
ly is  permanent,  although  in  a few  cases 
hearing  can  be  salvaged  by  prompt  and  vig- 
orous treatment. 

Hearing  tests  are  the  next  step  in  hear- 
ing evaluation.  The  spoken  or  whispered 
voice  is  a time-honored  means  of  evalua- 
tion. This  is  a very  rough  test  with  many 
inaccuracies.  There  are  three  sources  of 
error:  (1)  The  subjective  judgment  of  the 
patient,  (2)  the  subjective  judgment  of  the 
examiner  in  estimating  the  loudness  of  his 
voice,  and  (3)  the  noise  background  in  the 
examining  room.  It  is  almost  impossible  to 
judge  the  loudness  of  one’s  own  voice  and 
this  is  influenced  strongly  by  noise  back- 
ground. The  noise  level  of  50  db  or  more 
in  the  average  “quiet”  office  is  sufficient  to 
hide  many  minor  hearing  losses.  However, 
the  patient’s  response  to  the  examiner’s 
voice  during  the  taking  of  the  history  will 
reveal  many  significant  hearing  losses.  The 
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examiner  can  get  a clue  to  the  presence  of 
high-tone  hearing  losses  by  testing  with 
words  containing  predominantly  sibilant 
sounds,  s,  ch,  and  z,  such  as  sizzling  or 
scissors. 

The  watch  tick  or  coin  click  are  popular 
screening  tests  for  hearing  which  also  have 
serious  limitations.  The  loudness  of  the 
individual  watch  or  coin  click  should  be 
calibrated  by  determining  the  distance  at 
which  a group  of  young  individuals  without 
known  hearing  loss  detect  the  sound.  These 
sounds  are  relatively  high  in  pitch.  They 
provide  a good  screen  when  heard,  but  fail- 
ure to  hear  them  is  difficult  to  interpret. 
The  person  whose  hearing  loss  is  for  tones 
higher  than  2,000  cps  may  have  difficulty 
hearing  a watch  tick  or  coin  click  but  have 
no  handicap  for  conversation. 

Much  more  accurate  screening  can  be 
done  with  a simple  pure-tone  audiometer. 
The  audiometer  is  an  instrument  which  can 
deliver  tones  of  controlled  intensity  and 
frequency.  An  instrument  capable  of  deliv- 
ering tones  by  air  conduction  over  a fre- 
quency range  from  250  to  8,000  cps  is  ade- 
quate for  most  non-otolaryngologists.  The 
instrument  can  be  used  in  either  of  two 
ways.  It  can  be  used  as  a pure  screening 
device  in  which  the  intensity  is  set  at  a 
level  greater  than  threshold  but  lower  than 
the  level  of  disability;  thus,  25  db  frequent- 
ly is  used  as  a screening  intensity.  The  fre- 
quencies are  then  presented  to  the  ear  in 
short  bursts  of  tone.  The  individual  who  re- 
ports hearing  all  of  the  frequencies  is  as- 
sumed not  to  have  a disabling  hearing  loss. 
Frequencies  which  are  not  heard  can  be 
further  checked  to  determine  the  threshold, 
if  desired.  This  intrument  can  also  be  used 
to  determine  air-conduction  thresholds.  In 
this  test  each  frequency  is  presented  to  the 
ear  at  various  intensities  until  the  least  de- 
tectable intensity  is  determined.  This  is  the 
threshold  of  hearing  for  that  frequency. 
This  test  produces  a curve  and  provides  a 
great  deal  more  information  than  the  sweep 
test. 

The  tests  described  give  indications  of 
the  degree  of  hearing  disability  but  little 
indication  of  its  type,  whether  conductive 
or  sensorineural.  A simple  tuning-fork  test 
gives  valuable  information  for  this  differ- 
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entiation.  The  most  valuable  single  tuning 
fork  is  one  of  512  cps.  Forks  of  lower  fre- 
quency are  likely  to  be  felt  rather  than 
heard  while  those  of  higher  frequency  may 
be  heard  around  the  head  by  the  opposite 
ear.  Weber’s  test  compares  the  loudness  by 
which  bone-conducted  sound  is  heard  by  the 
two  ears.  The  stem  of  the  activated  tuning 
fork  is  placed  against  the  midline  of  the 
skull  or  against  the  upper  teeth.  In  cases 
of  unilateral  hearing  loss  the  sound  is  heard 
louder  in  the  normal  ear  when  the  loss  is 
in  the  nerve  system  or  louder  in  the  ab- 
normal ear  when  the  loss  is  in  the  conduc- 
tive system.  Rinne’s  test  compares  the  du- 
ration of  hearing  by  bone  conduction  and 
air  conduction.  The  stem  of  the  fully  acti- 
vated tuning  fork  is  pressed  firmly  against 
the  bone  of  the  skull  an  inch  behind  and 
slightly  above  the  external  auditory  canal. 
When  the  sound  is  no  longer  heard  the  vi- 
brating tines  are  held  one  centimeter  from 
the  external  auditory  meatus.  The  normal 
ratio  (positive  Rinne)  is  approximately 
double  the  hearing  by  air  conduction  than 
by  bone  conduction.  This  is  present  in  ears 
with  normal  conductive  apparatus.  In  the 
abnormal  response  (negative  Rinne)  hear- 
ing by  bone  conduction  is  longer  than  hear- 
ing by  air  conduction.  This  indicates  a con- 
ductive deficit  of  approximately  40  db  or 
more.  Small  degrees  of  conductive  deficit 
result  in  a reduced  positive  response. 

Tuning  forks  may  also  be  used  to  esti- 
mate the  threshold  of  hearing.  This  is  a 
double  subjective  test  which  compares  the 
patient’s  judgment  of  the  end  point  of 
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audible  vibration  with  the  examiner’s 
judgment  of  the  same  end  point.  (Deter- 
mination of  the  end  point  of  a slow- 
ly decaying  sound  is  difficult  and  inconsis- 
tent.) The  examiner  obviously  must  know 
his  own  hearing  threshold  to  interpret  the 
test.  This  test  requires  a minimum  of  two 
tuning  forks.  Most  useful  are  those  having 
frequencies  of  512  and  2,048  cps.  These 
frequencies  represent  the  upper  and  lower 
range  of  frequencies  in  the  human  voice  and 
are  therefore  important  in  judging  hearing 
disability. 

The  reasons  for  evaluating  hearing  are 
(1)  to  advise  the  patient  of  the  state  of  his 
hearing,  (2)  to  estimate  the  degree  of  dis- 
ability, and  (3)  to  determine  whether  he 
should  be  advised  to  use  a hearing  aid  or  to 
be  referred  to  an  otologist  for  further  ex- 
amination and  treatment.  The  hearing  level 
tells  much  of  the  state  of  hearing  and  de- 
gree of  disability.  From  the  use  of  history, 
voice  test,  and  tuning  forks,  one  can  form 
a rough  estimate  of  hearing  ability.  The 
ability  to  communicate  with  the  patient  dur- 
ing the  examination  gives  an  estimate  of 
hearing  handicap,  but  the  history  often  in- 
dicates a greater  degree  of  handicap  than 
is  observed  in  the  office.  Face-to-face  con- 
versation at  close  range  in  the  relative  quiet 
of  the  office  constitutes  a very  favorable 
environment  for  communication.  An  indi- 
vidual who  functions  adequately  in  this  en- 
vironment may  have  significant  trouble  in 
unfavorable  communication  environments 
such  as  a social  gathering  with  several 
voices  present  simultaneously  or  the  home 
where  the  patient  may  attempt  to  converse 
from  one  room  to  another  or  against  a back- 
ground of  noise  from  television,  radio,  or 
running  water.  More  definite  tests  with 
the  voice  at  a measured  distance,  with  tun- 
ing forks,  or  with  a watch  tick  can  add 
confirming  evidence  to  the  observations 
made  during  conversation.  Screening  tests 
by  audiometry,  particularly  if  the  threshold 
of  hearing  is  determined,  give  more  reli- 
able information  concerning  the  state  of 
the  hearing.  These  techniques  will  allow 
any  physician  to  detect  definite  hearing  dis- 
ability, although  borderline  disabilities  are 
difficult  to  detect  by  such  simple  methods. 
Your  patient  can  at  this  point  of  the  exami- 
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nation  be  advised  of  the  degree  of  disability 
estimated. 

Decisions  relative  to  prognosis  and  possi- 
bilities of  help  from  treatment  require  the 
determination  of  whether  the  hearing  loss 
is  conductive  or  sensorineural  in  origin.  The 
simplest  method  of  determining  this  is  by 
using  the  tuning  forks  as  described  earlier. 
In  general,  sensorineural  hearing  losses  do 
not  respond  to  treatment.  This  applies  par- 
ticularly to  those  losses  present  from  birth, 
which  develop  gradually,  or  which  develop 
after  the  age  of  50  years.  An  occasional  ex- 
ception is  the  sensorineural  hearing  loss 
which  develops  abruptly.  This  may  be  over- 
night or  within  a week.  This  loss  of  hear- 
ing may  or  may  not  be  accompanied  by  tin- 
nitus. Possible  causes  for  abrupt  hearing 
loss  are  occlusion  of  the  internal  auditory 
artery,  viral  labyrinthitis,  neurilemmoma  of 
the  acoustic  nerve,  and  initial  attack  of  Me- 
niere’s disease,  collagen  disease,  or  con- 
genital syphilis.  A few  cases  in  these  cate- 
gories respond  to  treatment  applied  prompt- 
ly and  vigorously.  The  diagnosis  requires 
much  more  sophisticated  hearing  evaluation 
than  is  considered  in  this  discussion ; hence, 
these  patients  should  be  referred  to  an 
otologist. 

The  ability  to  use  a hearing  aid  varies 
widely  among  individuals  with  sensorineural 
hearing  loss.  A very  rough  estimate  of  the 
ability  can  be  obtained  by  determining  if 
the  individual  communicates  better  when 
spoken  to  in  a loud  voice  than  when  spoken 
to  in  a voice  of  normal  loudness.  Hearing 
losses  which  involve  only  the  high  tones  do 
not  always  respond  well  to  amplified  sound 
which  is  unpleasantly  loud  for  the  low  tones 
which  are  heard  normally  but  which  does 
not  make  the  speech  more  distinct.  Condi- 
tions such  as  Meniere’s  disease  and  acoustic 
neuroma  cause  considerable  distortion  of 
sound.  This  distortion  increases  with  in- 
creases in  intensity.  While  defective  at 
threshold,  the  ears  in  such  cases  often  will 
not  tolerate  amplification.  Nevertheless, 
many  persons  with  sensorineural  hearing 
loss  do  gain  distinct  benefit  from  the  use 
of  a hearing  aid. 

It  is  difficult  to  determine  usefulness  of 
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a hearing  aid  in  the  quiet  environment  of 
the  office.  Response  , may  be  much  more 
favorable  there  than  in  a background  of 
noise  found  in  the  daily  routine  of  one’s 
life.  Hearing-aid  evaluation  services,  avail- 
able at  most  large  medical  centers,  univer- 
sity centers,  or  through  the  speech  and 
hearing  societies  of  many  of  our  major 
cities,  allow  an  estimate  of  the  probable 
usefulness  of  hearing  aids  for  questionable 
cases.  Another  method  of  determining  the 
effectiveness  is  to  have  the  patient  wear 
a hearing  aid  on  a trial  basis. 

Conductive  hearing  loss  responds  well  to 
the  amplified  sounds  of  a hearing  aid.  Also, 
many  patients  with  conductive  hearing  loss 
respond  to  other  treatment.  The  advice  to 
the  patient  concerning  need  for  referral  re- 
quires direct  examination  of  the  ear  in  ad- 
dition to  the  evaluation  of  hearing.  Obvious 
obstructions  to  the  external  auditory  canal 
by  cerumen  should  be  removed.  Infections 
causing  occlusion  of  the  canal  should  be 
treated  by  thorough  cleansing  of  the  canal 
and  by  local  and  systemic  administration  of 
antibiotics.  When  the  tympanic  membrane 
is  intact,  changes  in  color  or  position  may 
give  a clue  to  middle-ear  effusion,  purulent 
or  nonpurulent.  Hearing  is  improved  when 
the  fluid  is  eliminated  by  spontaneous  reso- 
lution of  the  disorder,  by  treatment  of  as- 
sociated infections  with  appropriate  anti- 
biotics, or  by  direct  removal  of  the  fluid. 
Unilateral  middle-ear  effusion  in  the  adult 
raises  the  question  of  nasopharyngeal  tumor. 

Conductive  loss  in  the  presence  of  an  in- 
tact and  normal-appearing  tympanic  mem- 
brane suggests  a diagnosis  of  otosclerosis. 
This  is  correctable  by  surgical  treatment  in 
a high  percentage  of  cases. 

Conductive  loss  associated  with  a per- 
forated tympanic  membrane  indicates  dam- 
age to  the  conducting  system  of  the  ear. 
The  perforation  itself  reduces  the  efficiency 
of  the  ear  and  can  account  for  small  degrees 
of  hearing  loss.  Greater  hearing  losses  sug- 
gest interference  with  the  chain  of  ossicles. 
These  conditions  are  potentially  correct- 
able by  surgical  means,  although  the  per- 
centage of  success  is  not  as  great  as  with 
otosclerosis.  Referral  to  an  otologist  for 
evaluation  of  the  prospects  for  successful 
treatment  is  justified. 
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I have  purposely  avoided  discussion  of 
sophisticated  equipment  for  testing-  hearing 
in  the  office  of  the  non-otolaryngologist.  Au- 
diologic testing  is  not  a simple  procedure, 
and  regardless  of  the  equipment  available, 
the  test  is  subject  to  error.  Errors  due  to 
faulty  calibration  of  the  equipment  or 
excessive  noise  in  the  testing  environment 
are  predictable.  Errors  based  on  the  skill  of 
the  examiner  are  not  predictable  and  may 
vary  widely  from  test  to  test  with  the  same 
examiner  and  equipment.  The  more  sophis- 
ticated the  test  and  equipment  the  greater 
the  skill  required  for  competent  perform- 
ance. The  simplest  test,  the  air-conduction 
threshold,  is  least  subject  to  error.  The  ad- 
dition of  only  one  factor,  bone  conduction, 
multplies  the  chances  for  error  many  fold. 
Any  physician  contemplating  the  use  of  an 
audiometer  in  his  office  should  designate  one 
employee  to  do  the  testing.  It  is  best  that 
this  employee  go  to  an  audiology  center  for 


instruction  in  the  basic  techniques  of  pure- 
tone  audiometry. 

SUMMARY  AND  CONCLUSION 

Hearing  evaluation  in  the  office  of  the 
generalist,  pediatrician,  internist,  or  other 
physician  not  primarily  interested  in  oto- 
laryngology is  a practical  procedure.  Valu- 
able information  can  be  obtained  by  history 
and  by  examination.  Simple  tests,  such  as 
use  of  the  voice  and  watch  tick,  are  sub- 
ject to  great  error  and  their  usefulness  is 
limited.  A simple  pure-tone  air-conduction 
audiometer  plus  tuning  forks  provides  the 
most  useful  and  reliable  means  of  evalua- 
tion. The  technical  problems  in  performing 
and  evaluating  sophisticated  hearing  tests 
make  these  impractical  except  for  the  office 
doing  a large  volume  of  hearing  testing.  □ 
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A Forensic  Medicine  Seminar 
in 


SUDDEN  AND  VIOLENT  DEATH  INVESTIGATION 

May  22nd-23rd,  1971 


Oklahoma  Center  for  Continuing  Education 
Norman,  Oklahoma 
GUEST  LECTURERS 


LESTER  ADELSON,  M.D. 

Chief  Deputy  Coroner 
Cuyahoga  County 
Cleveland,  Ohio 
KURT  M.  DUBOWSKI,  Ph.D. 
Professor  of  Clinical  Chemistry 
and  Toxicology 

University  of  Oklahoma  Medical  Center 
Oklahoma  City,  Oklahoma 
ROBERT  W.  GADDIS 
Student,  University  of  Oklahoma 
School  of  Law 
Norman,  Oklahoma 
JAMES  L.  LUKE,  M.D. 

State  Medical  Examiner 
State  of  Oklahoma 
Oklahoma  City,  Oklahoma 
CHARLES  E.  MOYLAN,  JR.,  LL.B. 
Associate  Judge 

Court  of  Special  Appeals  of  Maryland 
Baltimore,  Maryland 


CHARLES  S.  PETTY,  M.D. 
Chief  Medical  Examiner 
Dallas  County 
Dallas,  Texas 

JOHN  E.  PLESS,  M.D. 
Assistant  Medical  Examiner 
State  of  Oklahoma 
Oklahoma  City,  Oklahoma 

WILLIAM  Q.  STURNER,  M.D. 
Medical  Examiner 
Dallas  County 
Dallas,  Texas 

JEROME  SULLIVAN,  JR.,  LL.B. 
Attorney 

Duncan,  Oklahoma 

ROGER  DALE  WALKER 
Student,  University  of  Oklahoma 
School  of  Medicine 
Oklahoma  City,  Oklahoma 


Offered  in  Cooperation  With  Office  of  the  State  Medical  Examiner,  the  American  Academy  of 
Forensic  Sciences,  the  Southwest  Center  for  Law  Enforcement  Education. 

Purposes  and  objectives  of  the  seminar  will  be  to  provide  an  opportunity  for  physicians,  attorneys 
and  law  enforcement  personnel  to  become  famili  r with  practical  aspects  of  modern  medical-legal 
case  investigative  techniques  - from  the  viewpoint  of  approximating  realty,  as  nearly  as  possible,  in 
terms  of  the  cause  and  circumstances  of  sudden  and  violent  doath. 
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Career  Opportunities 
in  the  Health  Sciences 


Program  Director : 

JOSEPH  J.  FERRETTI,  Ph.D. 
Department  of  Microbiology  and 
Immunology 

COHS — a program  aimed  at  acquainting 
high  school  students  of  racial 
minorities  ivith  health  science  research 
and  the  variety  of  career  opportunities 
available  in  health  care  areas. 

It  IS  EVIDENT  that  racial  minorities  in 
our  society,  for  a variety  of  reasons,  have 
not  had  access  to  the  career  opportunities 
available  to  the  white  majority.  This  is  true 
in  most  areas  of  endeavor  and  includes  the 
health  sciences.  Those  of  us  working  in  the 
health  sciences  have  a responsibility  to  re- 
move this  inequity  in  our  area.  This  past 
year  we  have  had  an  opportunity  to  begin  to 
correct  this  disparity  by  initiating  the  Ca- 
reer Opportunities  in  the  Health  Sciences 
(COHS)  program.  It  was  designed  to  ex- 
pose young  people  of  racial  minorities  to  the 
atmosphere  of  medical  research  and  to  the 
variety  of  talents  and  disciplines  that  are 
encompassed  in  the  health  sciences.  The  re- 
sults of  the  first  summer  indicate  that  we 
have  been  successful  in  arousing  consider- 
able interest  in  health  science  careers. 

186 


The  program  involved  bringing  high 
school  students  from  the  Oklahoma  City 
area  into  laboratories  in  the  University  of 
Oklahoma  Medical  Center  to  work  for  ten 
weeks  during  the  summer.  They  were  each 
awarded  a $500  fellowship,  for  which  $2,- 
500  was  provided  by  donations  from  the 
Medical  Center  staff  and  $500  was  provid- 
ed by  the  Dean  McGee  Foundation.  The 
students  worked  under  the  direction  of  pro- 
fessors of  the  Medical  School  who  deter- 
mined the  type  of  activities  in  which  they 
were  involved.  In  all  cases  a one/on/one 
situation  prevailed  in  which  the  research 
advisor  worked  quite  closely  with  the  stu- 
dent and  provided  an  important  source  of 
stimulation.  The  COHS  students  also 
worked  closely  with  medical  and  graduate 
students  who  also  offered  stimulation,  but 
more  importantly  conveyed  their  feelings 
and  experiences  about  the  medical  profes- 
sion, medical  school,  and  the  rewards  and 
difficulties  these  involve. 

Each  Wednesday  at  noon  the  COHS  stu- 
dents met  for  an  informal  discussion  or  a 
seminar  with  a guest  speaker  who  discussed 
some  aspect  of  the  health  sciences.  Each 
Friday  a tour  of  one  of  the  many  facilities 
at  the  Medical  Center  was  held.  These  were 
conducted  by  persons  from  the  field  under 
consideration  who  also  explained  the  par- 
ticular career  opportunities  available  in 
their  areas.  The  tours  and  discussions  were 
all  well  received  by  the  students  as  indi- 
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cated  by  several  criteria,  one  of  which  was 
a comprehensive  questionnaire  answered  by 
all  of  the  students  at  the  conclusion  of  the 
program.  The  input  of  the  COHS  students 
in  this  questionnaire  will  be  discussed  in 
one  of  the  following  sections. 

SELECTION  OF  STUDENTS 

Selection  of  suitable  COHS  students  was 
based  on  a number  of  criteria.  Applicants 
must  have  attained  an  average  of  B or  above 
in  mathematics  and  science;  they  must  have 
indicated  an  interest  in  the  program  by 
writing  a letter  of  application.  Finally,  a 
personal  interview  was  requested  of  all  the 
21  applicants.  The  selection  committee  con- 
sisted of  three  professors  from  the  School 
of  Medicine,  and  two  medical  students.  As 
it  turned  out,  the  personal  interview  was 
one  of  the  most  important  parts  of  the  se- 
lection procedure.  A fifteen  minute  inter- 
view served  to  determine  the  student’s  mo- 
tivations, expression,  and  awareness  or  lack 
of  awareness  of  career  opportunities  avail- 
able in  the  health  sciences;  his  interest  in 
science  and  medicine,  and  his  family  situa- 
tion and  financial  need.  The  committee  felt 
that  12  of  the  21  applicants  had  sufficient 
promise  and  potential  to  go  on  to  medical, 
dental  or  graduate  school ; however,  funds 
available  would  support  only  six  students. 
Since  one  of  our  main  objectives  was  to  in- 
terest minority  group  students  in  Medicine 
and  the  health  related  sciences,  the  program 
was  not  limited  to  students  from  hard-core 
poverty  families.  However,  financial  need 
was  one  of  our  considerations  and  the  six 
students  selected  were  all  from  low  to  low 
average  income  families.  Two  other  stu- 
dents who  were  not  from  financially  needy 
families  were  offered  positions  at  the  Med- 
ical Center  without  pay.  They  both  were 
excellent  students  and  it  was  our  wish  to 
further  stimulate  their  interest  in  medicine 
and  the  University  of  Oklahoma  Medical 
School.  One  of  these  students  accepted  our 
offer  and  worked  the  entire  summer  in  the 
COHS  program.  Of  the  seven  students  par- 
ticipating in  the  program,  one  was  an  Amer- 
ican Indian  and  the  other  six  were  black. 


CAREER  OPPORTUNITIES  IN 
THE  HEALTH  SCIENCES 


The  following  is  a list  of  the  students  par- 
ticipating in  the  1970  program,  their  high 
school  of  origin,  and  their  Medical  Center 
preceptor : 


Student 

Kerry  Cox 

Orville  Herd 
Vicki  Lampley 
Carolyn  Moles 

Gerald  Noble 


High  School 

Bishop 

McGuinness 

Douglass 

Bishop 
McGuinness 
Capitol  Hill 


Northeast 


Medical  Center 


Preceptor 

Dr.  Leon  Unger 
Dept,  of  Biochemistry 
Dr.  Leonard  Miller 
Dept,  of  Pathology 
Dr.  Robert  Delaney 
Dept,  of  Biochemistry 
Dr.  Gilbert  Castro 
Dept,  of  Laboratory 
Practice 

Dr.  Roger  Thies 
Mr.  Larry  Cowden 
Dept,  of  Physiology 
Dr.  Mary  Carpenter 
Dept,  of  Biochemistry 
Dr.  Joseph  Ferretti 
Dept,  of  Microbiology 


Jackie  Smith  Douglass 
Karen  Thigpen  Star  Spencer 


Kerry  Cox  and  Karen  Thigpen  were  both 
involved  in  bacterial  genetics  research.  Or- 
ville Herd  aided  in  experiments  on  hemo- 
philiac dogs  as  well  as  experiments  in  pro- 
tein synthesis.  Vicki  Lampley  worked  on 
various  methods  of  determining  abnormal 
immunoglobulin  levels  in  blood.  Carolyn 
Moles  worked  on  a project  involving  chem- 
ical analysis  of  materials  released  by  in- 
testinal parasites.  Gerald  Noble  constructed 
specially  designed  electronic  equipment  for 
biophysical  experiments.  Jackie  Smith  de- 
termined the  distribution  of  protein  in  testes 
of  rats  fed  normal  and  Vitamin  C deficient 
diets. 


1970  PROGRAM 

The  program  of  tours  and  movies  pre- 
sented last  summer  is  listed  below.  In  each 
instance  the  breadth  and  career  opportuni- 
ties available  in  a particular  field  were 
brought  out  by  the  discussion  leader;  e.g., 
during  the  surgery  tour,  mention  was  made 
of  the  anesthetist,  the  surgical  technician, 
specialized  nurses  in  the  recovery  room  and 
intensive  care  unit,  and  interns  and  resi- 
dents; during  the  dental  school  discussion, 
mention  was  made  not  only  of  the  dentists, 
but  also  dental  hygienists,  dental  aides,  den- 
tal technicians;  etc. 
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June  10  Welcome  address,  Doctor  John  P.  Colmore, 
Associate  Dean,  School  of  Medicine.  Health 
Career  Slide  Program. 

12  Oklahoma  Medical  Research  Foundation 
Tour,  Doctor  Robert  Delaney,  Associate 
Professor  of  Biochemistry. 

17  Film:  Medical  + Biochemical  Genetics. 

19  Hospital  Administration  Seminar  and  Tour 
of  University  Hospital  Wards  and  Emer- 
gency Room,  Mr.  C.  Edward  Schwartz,  As- 
sistant Hospital  Administrator. 

24  Film:  Hemo  The  Magnificent. 

26  Surgery  and  Intensive  Care  Unit  Tour,  Vet- 
erans Administration  Hospital,  Dr.  Lazar 
Greenfield,  Chief  of  Surgery. 

July  1 Viet  Nam  Slide  Program,  Doctor  Yezid 
Gutierrez  and  Doctor  Gilbert  Castro,  De- 
partment of  Laboratory  Practice. 

8 Hemodialysis  Unit  Tour,  Veterans  Admin- 
istration Hospital,  Doctor  Billy  Matter. 

10  Anesthesiology  Tour,  Children’s  Memorial 
Hospital,  Doctor  Bertram  Sears,  Inhalation 
Therapy,  University  Hospitals,  Mr.  John 
Hubbard. 

15  Social  Work  Seminar,  University  Hospitals, 
Miss  Katherine  Horner,  Director  of  Depart- 
ment of  Social  Work. 

17  History  of  Science  Library  Tour,  University 
of  Oklahoma,  Norman,  Doctor  Wilson,  As- 
sistant Professor  of  History  of  Science  De- 
partment. 

20  Film:  Gateways  to  the  Mind. 

24  Psychiatry  Seminar,  University  Hospitals, 
Doctor  Gordon  Deckert,  Chairman,  Depart- 
ment of  Psychiatry. 

31  Pediatrics  Tour,  Children’s  Hospital,  Doc- 
tor Xavier  Allue,  Department  of  Pediatrics. 
Aug.  5 Radiology  Tour,  University  Hospitals,  Doc- 
tor Gail  Adams,  Chief,  Radiation  Physics. 

7 Medicine  Clinics  Tour,  University  Hospitals, 
Doctor  John  Townsend,  Director,  Health 
Service. 

12  Dental  School  Seminar,  Doctor  Robert  Han- 
sen, Associate  Dean,  School  of  Dentistry; 
Mi'.  R.  H.  Sullens,  Associate  Dean  of  Plan- 
ning, School  of  Dentistry. 

Informal  discussions  also  were  held  fre- 
quently and  covered  the  following  topics: 
The  cost  of  medical  education ; requirements 
for  admission  to  medical,  dental,  graduate 
schools  and  the  other  areas  of  health  profes- 
sion ; the  time  involved  in  various  stages 
of  education,  e.g.,  medical  school,  internship, 
residency  and  post-doctoral  programs.  Oth- 
er areas  discussed  which  were  not  in  the 
tours  included  nursing,  public  health,  die- 
tetics, laboratory  technology,  speech  ther- 
apy, occupational  therapy,  and  physical 
therapy. 
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The  cooperation  provided  by  the  various 
departments  and  individuals  in  the  Medical 
Center  in  arranging  tours  and  providing 
leadership  for  this  program  was  uniformly 
excellent.  Both  the  tours  and  informal  dis- 
cussions were  met  with  a great  deal  of  en- 
thusiasm by  the  students.  Moreover,  they 
seemed  appreciative  of  the  efforts  that  were 
being  expended  on  their  behalf. 

RESPONSE  OF  STUDENTS 

At  the  conclusion  of  the  summer  an  ex- 
tensive questionnaire  was  given  to  the  stu- 
dents in  order  to  determine  their  reactions 
to  the  program.  A sampling  of  the  responses 
is  as  follows : 

In  each  instance  the  students  felt  that 
participation  in  the  COHS  program  would 
influence  their  choice  of  a career.  Four  ex- 
pressed a desire  to  go  to  medical  school  and 
three  were  undecided,  though  definitely  in- 
terested in  a health  career. 

The  aspects  of  the  program  they  liked 
best  ranged  from  the  tours  and  discussions 
to  being  able  to  work  on  their  own  in  the 
laboratory.  There  were  no  major  aspects 
of  the  program  that  they  disliked. 

To  improve  the  program  or  make  it  more 
effective  they  would  like  to  have  more  in- 
formal discussions  with  the  group. 

The  students  generally  found  out  about 
the  program  through  their  science  teachers. 
They  suggested  that  more  advertising  in 
local  and  school  newspapers  and  on  tele- 
vision might  help  make  the  program  known 
to  more  students.  In  each  instance  the  stu- 
dents replied  in  the  affirmative  when  asked 
if  thej  would  be  willing  to  help  recruit  pros- 
pective candidates  for  the  program  next 
year. 


Joseph  J.  Ferretti,  Ph.D.,  received  his 
doctorate  degree  from  the  University  of 
Minnesota  in  1967  and  is  presently  Assist- 
ant Professor  of  Microbiology  and  Immun- 
ology at  the  University  of  Oklahoma  Medi- 
cal Center.  His  specialty  is  biochemical 
genetics.  Doctor  Ferretti’s  medical  affilia- 
tions include  the  American  Society  for  Mi- 
crobiology, and  the  American  Association 
for  the  Advancement  of  Science. 
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All  of  the  students  did  a certain  amount 
of  outside  reading  in  connection  with  their 
work  in  the  laboratory  and  with  regard  to 
medical  education. 

Six  of  the  seven  students  expressed  a de- 
sire to  return  to  the  Medical  Center  to  work 
in  a laboratory  again  next  year.  The  stu- 
dent that  answered  in  the  negative  did  so 
because  she  thought  she  would  be  depriving 
another  student  of  a “once  in  a lifetime 
experience.” 

The  remainder  of  the  questionnaire  was 
a rating  of  the  tours  and  discussions  we  had 
last  year  along  with  their  suggestions  of 
other  areas  which  could  be  included  in  next 
year’s  program.  Finally,  each  wrote  a sum- 
mary of  the  research  work  in  which  he  was 
involved  during  the  summer. 

RESPONSE  OF  FACULTY 

The  response  of  the  professors  in  charge 
of  the  students  was  very  encouraging.  They 
were  impressed  with  the  capability  of  the 
students  to  carry  out  relatively  sophisticated 
laboratory  procedures  and  in  their  eager- 
ness to  involve  themselves  in  the  research 
projects. 

Two  professors  who  have  previously  had 
gifted  high  school  students  working  in  their 
laboratory  noted  that  the  COHS  students 
were  initially  slower  and  required  more  in- 
put. However,  the  fact  that  they  were  able 
to  operate  at  comparable  levels  with  the 
other  students  during  the  final  stages  of  the 
program  indicated  that  not  only  could  a sub- 
stantial amount  of  progress  be  made  in  the 
development  of  the  student,  but  that  it  was 
accomplished  because  the  student  had  the 
opportunity  to  demonstrate  his  capabilities. 

RECOMMENDATIONS  AND  SUMMARY 

The  success  of  last  year’s  program  sug- 
gests that  it  be  continued  and  expanded 
for  the  summer  of  1971.  It  is  intended  to 
recruit  students  not  only  from  the  Okla- 
homa City  area,  but  from  throughout  the 
state.  The  number  of  new  students  accept- 
ed in  the  program  should  be  increased  to 
twelve.  Although  we  cannot  predict  wheth- 
er the  present  students  have  been  influenced 
strongly  enough  to  attain  a health  career, 
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we  do  know  that  they  express  a desire  in 
this  direction  and  it  is  our  intent  to  rein- 
force this  initial  impression  by  contact 
through  the  year  and  by  offering  them  an- 
other summer  fellowship  in  1971.  This 
would  bring  the  total  number  of  students 
in  the  program  to  nineteen.  Particular  em- 
phasis in  this  year’s  recruitment  will  be  in 
obtaining  more  applications  from  Indian 
students. 

It  is  intended  that  more  informal  intra- 
group discussions  be  included  in  the  pro- 
gram this  year  as  suggested  by  the  students. 
In  addition,  a more  formalized  lecture  series 
will  be  presented  to  instruct  the  students  in 
the  basic  sciences  as  taught  in  the  Medical 
Center.  Emphasis  also  will  be  placed  on 
increasing  communication  skills,  both  writ- 
ten and  oral.  Contact  will  be  made  with 
other  universities  conducting  similar  pro- 
grams to  obtain  advice  and  suggestions  for 
a more  effective  program. 

An  important  factor  in  the  success  of  last 
year’s  program  was  that  we  were  able  to 
offer  the  students  a $500  fellowship.  In 
this  way  students  who  would  otherwise  have 
had  to  seek  outside  employment  to  earn 
money  for  the  upcoming  school  year  were 
able  to  participate  in  the  program.  The 
total  amount  of  $3,000  necessary  for  fellow- 
ships was  difficult  for  the  Medical  Center 
to  obtain.  We  were,  however,  able  to  match 
and  surpass  this  with  an  equivalent  of  $8- 
10,000.  from  professors  who  volunteered  the 
use  of  their  talent,  time,  space,  and  equip- 
ment. We  intend  to  apply  to  the  Office  of 
Economic  Opportunity  and  other  interested 
groups  for  funding  this  year. 

In  summary,  the  1970  COHS  program 
was  a remarkably  successful  and  rewarding 
experience  for  both  the  summer  students 
and  the  program  personnel.  We  intend  to 
continue  our  efforts  to  extend  the  oppor- 
tunities of  health  science  careers  to  young 
people  of  racial  minorities. 

ACKNOWLEDGMENT 

It  is  a pleasure  to  acknowledge  the  en- 
couragement and  assistance  of  the  late  Doc- 
tor John  P.  Colmore,  Interim  Executive 
Vice-President,  in  making  the  1970  COHS 
Program  a reality.  The  generous  assistance 
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of  Doctor  L.  V.  Scott  and  the  secretarial 
staff  of  the  Department  of  Microbiology 
and  Immunology  is  especially  appreciated. 

The  1970  COHS  Program  was  modeled 
after  a similar  program  started  at  the  Uni- 
versity of  Minnesota  the  previous  year  by 


Doctor  Ernest  D.  Gray,  Associate  Profes- 
sor of  Biochemistry  and  Pediatrics.  We  at 
the  University  of  Oklahoma  Medical  Center 
express  our  deep  appreciation  to  Doctor 
Gray  for  his  communications,  advice  and 
suggestions.  □ 

800  N.E.  13th  Street,  Oklahoma  City,  Oklahoma  73104 


UNIVERSITY  OF  OKLAHOMA  MEDICAL  CENTER 

SURGiRY,  RADIOLOGY,  PATHOLOGY  SYMPOSIUM 

CARCINOMA  OF  THE  BREAST 

Saturday,  May  22  and  Sunday,  May  23,  1971 

GUEST  FACULTY 

ROBERT  L.  EGAN,  M.D. 

Professor  and  Chief 
Section  on  Mamography 
Department  of  Radiology 
Emory  University 
School  of  Medicine 
Atlanta,  Georgia 

ALFRED  S.  KETCHAM,  M.D. 

Chief,  Surgery  Branch 
National  Cancer  Institute 
Dept,  of  Health,  Education  and  Welfare 
National  Institute  of  Health 
Bethesda,  Maryland 

ROBERT  H.  SAGERMAN,  M.D. 

Professor  of  Radiology 
Director,  Division  of  Radiation  Therapy 
Upstate  Medical  Center 
Syracuse,  New  York 
CUSHMAN  D.  HAAGENSEN,  M.D 

Professor  Emeritus  of  Clinical  Surgery 
Columbia  University 
College  of  Physicians  and  Surgeons 
New  York,  New  York 

TWO  DAYS  OF  LECTURES  AND  ROUND  TABLE  DISCUSSION 
SMALL  GROUP  INFORMAL  SEMINARS 
SOCIAL  HOUR-DINNER  FOR  REGISTRANTS  AND  WIVES 

With 

MEETINGS  OF  THE  SPECIALTY  SPONSORING  GROUPS 

Oklahoma  Association  of  Pathologists 
Oklahoma  State  Radiological  Society 
Oklahoma  Chapter  of  the  American  College  of  Surgeons 

Other  Sponsors 
Regional  Medical  Program 
American  College  of  Radiology 

For  final  program  write: 

Office  of  Continuing  Medical  Education  for  Physicians 
University  of  Oklahoma  Medical  Center 
800  Northeast  13th  Street 
Oklahoma  City,  Oklahoma  73104 


J.  ENGLEBERT  DUNPHY,  M.D. 
Professor  and  Chairman 
Department  of  Surgery 
University  of  California 
School  of  Medicine 
San  Francisco,  California 

B.  J.  KENNEDY,  M.D. 

Professor  of  Medicine 
Director,  Section  of  Oncology 
University  of  Minnesota 
Medical  School 
Minneapolis,  Minnesota 

ROBERT  W.  McDIVITT,  M.D. 

Associate  Professor  of  Pathology 
The  New  York  Hospital — Cornell 
Medical  Center 
New  York,  New  York 
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CALORIES  / 7 oz  Serving* 


Beef  Broth 

22 

Consomm6 

29 

Chicken  with  Rice 

43 

Chicken  Gumbo 

48 

Chicken  Noodle 

54 

Cream  of  Potato 

58 

Chicken  Vegetable 

60 

Vegetable  Beef 

66 

Vegetable  68 

Tomato  69 

Cream  of  Asparagus  70 

Cream  of  Chicken  76 

Cream  of  Mushroom  115 

Green  Pea  116 

Cream  of  Shrimp  (Frozen)  132 
Bean  with  Bacon  133 


There’s  a soup 

for  almost  every  patient  and  diet 
...for  every  meal  ^ 

and,  its  made  by  mUtWOul 


In  planning  high  or  low  calorie  diets,  Campbell’s  more  than 
50  different  soups  offer  you  a wide  choice.  And,  most  of 
Campbell's  Soups  contain  a wide  variety  of  ingredients  that 
can  serve  as  supplementary  sources  of  many  essential 
nutrients. 

* From  “Nutritive  Composition  of  Campbell’s  Products”  which 
gives  values  of  important  nutritive  constituents  of  all  Campbell’s 
Products.  For  your  copy,  write  to  Campbell  Soup  Company, 
Dept.  536,  Camden,  New  Jersey  08101. 


‘The  Ecology 
of  Birth  Control” 


An  excerpt 
from  No.  i 
of  a new  series 


75  mi II ion  more  Americans— 
what  impact  on  health  care? 

Because  of  a declining  birthrate  in  the 
United  States  — attributable  in  no  small 
measure  to  the  widespread  use  of  con- 
traceptives—our  population  in  thirty 
years  is  expected  to  be  only  280  mil- 
lion, while  the  world  population  is  ex- 
pected to  double,  reaching  7 billion. 

But  the  word. “only”  has  an  ironic  ring 
to  ecologists  who  warn  of  cities  re- 


sembling overcrowded,  contaminated 
rat  colonies,  of  respiratory  and  mental 
diseases  reaching  epidemic  propor- 
tions and  of  a health-care  community 
virtually  overwhelmed  by  the  burden. 

The  global  consequences  may  be  no 
less  devastating.  Ecologists  estimate 
that  every  American  has  roughly  fifty 
times  the  negative  impact  on  the 
Earth's  life-support  systems  of,  say,  a 
citizen  of  India.  In  these  terms,  adding 
75  million  Americans  would  be  equiv- 
alent to  adding  3.7  billion  Indians  to 


the  world  population. 

*For  the  complete  brochure,  and 
others  in  the  series  as  they  appear, 
please  write  to  Searle  or  ask  your  Searle 
representative.  Explored  in  the  forth- 
coming issues  will  be  the  role  of  birth 
control  on  family  pressures  and  its 
effects  on  the  family;  the  influences  of 
poverty,  ethnic  factors  and  marital 
status;  its  role  in  illness,  its  genetic 
implications  and  its  effects  on  the 
emotional  and  behavioral  life  of  the 
individual. 


An  original  contribution 
to  the  science  of  contraception 

Dem/ulen 

Each  tablet  contains  1 mg  ethynodiol  diacetate/50  meg  ethinyl  estradiol 

Demulen...for  low  estrogen  and  Searle’s  progestin. ..with 
its  unsurpassed  contraceptive  effectiveness  and  low  in- 
cidence of  side  effects.. .with  simple  “Sunday-starting” 
and  patient-proof  Compack®  tablet  dispenser. 


Actions  — Demulen  acts  to  prevent  ovulation  by  inhibiting  the  output  of  go- 
nadotropins from  the  pituitary  gland.  Demulen  depresses  the  output  of  both 
the  follicle-stimulating  hormone  (FHS)  and  the  luteinizing  hormone  (LH). 

Special  note:  Oral  contraceptives  have  been  marketed  in  the  United  States 
since  1960.  Reported  pregnancy  rates  vary  from  product  to  product  The  ef- 
fectiveness of  tne  sequential  products  appears  to  be  somewhat  lower  than  that 
of  the  combination  products.  Both  types  provide  almost  completely  effective 
contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of 
hormonal  contraceptives  has  now  been  shown  in  studies  conducted  in  both 
Great  Britain  and  the  United  States.  Other  risks,  such  as  those  of  elevated 
blood  pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have 
not  been  quantitated  with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  sub- 
pnmate  animal  species  in  multiples  of  the  human  dose  increases  the  frequency 
of  some  animal  carcinomas.  These  data  cannot  be  transposed  directly  to  man 
The  possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
refuted  at  this  time.  Close  clinical  surveillance  of  all  women  taking  oral  con- 
traceptives must  be  continued. 

Indication— Demulen  is  indicated  for  oral  contraception. 

Contraindications  - Patients  with  thrombophlebitis,  thromboembolic  disor- 
ders, cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  im- 
paired liver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or 
suspected  estrogen-dependent  neoplasia  and  undiagnosed  abnormal  genital 
bleeding. 

Warnings  — The  physician  should  be  alert  to  the  earliest  manifestations  of 
thrombotic  disorders  (thrombophlebitis,  cerebrovascular  efisorders,  pulmonary 
embolism  and  retinal  thrombosis).  Should  any  of  these  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  conducted  in  Great  Britain 
and  studies  of  morbidity  in  the  United  States  have  shown  a statistically  sig- 
nificant association  between  thrombophlebitis,  pulmonary  embolism,  and 
cerebral  thrombosis  and  embolism  and  the  use  of  oral  contraceptives.  There 
have  been  three  principal  studies  in  Britain  l ! leading  to  this  conclusion,  and 
one"  in  this  country.  The  estimate  of  the  relative  risk  of  thromboembolism  in 
the  study  by  Vessey  and  Doll3  was  about  sevenfold,  while  Sartwell  and  asso- 
ciates" in  the  United  States  found  a relative  risk  of  4 4.  meaning  that  the  users 
are  several  times  as  likely  to  undergo  thromboembolic  disease  without  evident 
cause  as  nonusers.  The  American  study  also  indicated  that  the  risk  did  not 
persist  after  discontinuation  of  administration,  and  that  it  was  not  enhanced 
by  long-continued  administration.  The  American  study  was  not  designed  to 
evaluate  a difference  between  products.  However,  the  study  suggested  that 
there  might  be  an  increased  risk  of  thromboembolic  disease  in  users  of  se- 
quential products.  This  risk  cannot  be  quantitated,  and  further  studies  to  con- 
firm this  finding  are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or 
migraine  If  examination  reveals  papilledema  or  retinal  vascular  lesions  medi- 
cation should  be  withdrawn. 

Since  the  safety  of  Demulen  in  pregnancy  has  not  been  demonstrated,  it  is 
recommended  that  for  any  patient  wno  has  missed  two  consecutive  periods 
pregnancy  should  be  ruled  out  before  continuing  the  contraceptive  regimen 
If  the  patient  has  not  adhered  to  the  prescribed  schedule  the  possibility  of 
pregnancy  should  be  considered  at  the  time  of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been 
identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long-range  effect 
to  the  nursing  infant  cannot  be  determined  at  this  time 

Precautions — The  pretreatment  and  periodic  physical  examinations  should 
include  special  reference  to  the  breasts  and  pelvic  organs,  including 
a Papanicolaou  smear,  since  estrogens  have  been  known  to  produce  tumors, 


some  of  them  malignant,  in  five  species  of  subprimate  animals  Endocrine 
and  possibly  liver  function  tests  may  be  affected  by  treatment  with  Demulen 
Therefore,  if  such  tests  are  abnormal  in  a patient  taking  Demulen,  it  is  rec- 
ommended that  they  be  repeated  after  the  drug  has  been  withdrawn  for  two 
months.  Under  the  influence  of  progestogen-estrogen  preparations  preexisting 
uterine  fibromyomas  may  increase  in  size  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  conditions  which  might  be  influenced  by  this 
factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction,  re- 
quire careful  observation.  In  breakthrough  bleeding,  and  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional  causes  should  be  borne  in  mind.  In  un- 
diagnosed bleeding  per  vaginam  adequate  diagnostic  measures  are  indicated. 
Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and 
the  drug  discontinued  if  the  depression  recurs  to  a serious  degree  Any  possible 
influence  of  prolonged  Demulen  therapy  on  pituitary,  ovarian,  adrenal,  hepatic 
or  uterine  function  awaits  further  study.  A decrease  in  glucose  tolerance  has 
been  observed  in  a significant  percentage  of  patients  on  oral  contraceptives. 
The  mechanism  of  this  decrease  is  obscure.  For  this  reason,  diabetic  patients 
should  be  carefully  observed  while  receiving  Demulen  therapy  The  age  of  the 
patient  constitutes  no  absolute  limiting  factor,  although  treatment  with  Demulen 
may  mask  the  onset  of  the  climacteric  The  pathologist  should  be  advised  of 
Demulen  therapy  when  relevant  specimens  are  submitted  Susceptible  women 
may  experience  an  increase  in  blood  pressure  following  administration  of  con- 
traceptive steroids. 

Adverse  reactions  observed  in  patients  receiving  oral  contraceptives  — 

A statistically  significant  association  has  been  demonstrated  between  use  of  oral 
contraceptives  and  the  following  serious  adverse  reactions:  thrombophlebitis, 
pulmonary  embolism  and  cerebral  thrombosis 

Althoughavailableevidenceissuggestiveof  an  association,  such  a relationship 
has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse  reac- 
tions: neuro-ocular  lesions,  eg.,  retinal  thrombosis  and  optic  neuritis 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives:  nausea,  vomiting, gastrointestinal  symptoms  (such  as  abdominal 
cramps  and  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weight  (in- 
crease or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup- 
pression of  lactation  when  given  immediately  post  partum,  cholestatic  jaundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals  and 
mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of  oral 
contraceptives,  an  association  has  been  neither  confirmed  nor  refuted;  anovula- 
tion post  treatment,  premenstrual-like  syndrome,  changes  in  libido,  changes  in 
appetite,  cystitis-1  ike  syndrome,  headache,  nervousness,  dizziness,  fatigue,  back- 
ache, hirsutism,  loss  of  scalp  hair,  erythema  multiforme,  erythema  nodosum, 
hemorrhagic  eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contra- 
ceptives: hepatic  function:  increased  sulfobromophthalem  retention  and  other 
tests;  coagulation  tests;  increase  in  prothrombin.  Factors  VII,  VIII,  IX  and  X, 
thyroid  function:  increase  in  PBI  and  butanol  extractable  protein  bound  iodine, 
and  decrease  in  T3  uptake  values;  metyrapone  test  and  pregnanediol  deter- 
mination. 

References:  1.  Royal  College  of  General  Practitioners:  Oral  Contraception 
and  Thrombo-Embolic  Disease,  J.  Coll.  Gen  Pract.  13  267-279  (May)  1967 
2.  Inman,  W.  H W.,  and  Vessey,  M P Investigation  of  Deaths  from  Pulmonary, 
Coronary,  and  Cerebral  Thrombosis  and  Embolism  in  Women  of  Child-Bearing 
Age,  Brit.  Med.  J.  2 193-199  (April  27)  1968.  3.  Vessey,  M P,  and  Doll,  R.:  In- 
vestigation of  Relation  Between  Use  of  Oral  Contraceptives  and  Thromboem- 
bolic Disease.  A Further  Report,  Brit  Med.  J.  2 651-657  (June  14)  1969.  4. 
Sartwell,  P E ; Masi,  A.  T.,  Artnes,  F G.,  Greene,  G.  R , and  Smith,  H E : Throm- 
boembolism and  Oral  Contraceptives:  An  Epidemiologic  Case-Control  Study, 
Amer  J.  Epidem.  90.365-380  (Nov.)  1969  1 A2 
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The  Oklahoma  Medical  Examiner  System: 
Recommendations  For  The  Future 


JAMES  L.  LUKE,  M.D. 


A review  of  needs,  in  terms  of  the 
public  health  and  safety,  the  present 
deficits  and  the  very  real  potential 
of  the  Medical  Examiners  Office 
are  presented. 


Adequate  evaluation  of  sudden 

death,  whether  it  be  associated  with  violence 
or  whether  it  be  presumed  to  have  eventu- 
ated from  natural  causes  cannot  be  ef- 
fected without  specialized  training.  The 
sophistication  with  which  a particular  death 
is  investigated  depends  entirely  on  the  quali- 
fications of  the  investigator.  Answers  will 
be  given  for  every  query.  But  are  they  the 
correct  ones? 

Was  the  deceased  shot  from  the  back  or 
from  the  front?  How  many  times  was  he 
shot?  Can  the  answers  to  these  questions 
be  determined  from  the  wounds  identified? 
What  can  be  said — and  what  cannot  be  said 
— about  the  muzzle-to-skin  distance?  Do 
these  facts  correspond  to  the  witnesses’  de- 
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scription  of  the  circumstances  of  the  fa- 
tality? Facts  don’t  lie. 

Can  the  coronary  disease  noted  at  autopsy 
be  said  to  be  the  cause  of  the  automobile 
fatality  in  question  or  is  it  but  an  anatomic 
finding?  Are  the  injuries  noted  on  the  vic- 
tim pulled  from  the  vehicle  the  cause  of 
the  victim’s  death  or  were  they  inflicted 
post-mortem?  The  validity  of  the  answer 
depends  on  the  training  and  experience  of 
the  one  who  is  making  the  determination. 

Did  the  elderly  woman  found  dead  in  bed 
really  die  from  cerebro-vascular  insufficiency 
or  might  she  have  died  of  carbon  monoxide 
poisoning?  Was  the  carboxyhemoglobin  de- 
termination performed  on  her  blood  accu- 
rate? And  the  determination  for  barbi- 
turates? Were  it  even  done,  and  if  so,  by 
whom?  And  other  drugs?  Was  she  smoth- 
ered? Did  she  perhaps  die  of  an  acute  sub- 
dural hemorrhage?  Should  she  be  autopsied, 
and  by  whom? 

The  possibilities  in  every  case  handled  by 
any  medical-legal  agency  are  truly  infinite. 
No  such  death  is  accurately  labelled  at  the 
time  it  is  reported.  But  which  cases  are  to 
be  reported?  And  how  are  they  to  be 
handled,  and  by  whom? 

These  are  not  vacant  questions.  They  and 
many  others  like  them  involve  the  very  fab- 
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ric  of  our  society  and  touch  on  the  values 
which  we  hold  most  precious — justice,  free- 
dom, the  public  health,  and  law  and  order. 

As  Professor  William  Curran  of  the  Har- 
vard School  of  Public  Health  has  stated  so 
eloquently,1  “In  the  United  States  today, 
medicolegal  investigation  of  deaths  is  poorly 
handled  in  well  over  60  percent  of  Ameri- 
can legal  jurisdictions.”  (The  figure  is  ac- 
tually in  excess  of  90  percent.)  “Part  of 
the  shame,  the  scandal,  of  this  condition  lies 
in  the  fact  that  it  has  existed  for  so  long.  It 
has  improved  but  little  during  this  entire 
century.  Yet  long  standing  problems  tend 
not  to  be  remedied  for  that  very  reason : 
They  have  been  around  for  so  long  that  of- 
ficialdom and  the  man  in  the  street  alike 
see  no  pressing  need  to  cope  with  them.” 

Over  the  past  decade  alone  violent  death 
has  increased  104  percent  in  the  United 
States,  with  most  of  that  increase  having 
occurred  during  the  past  five  years.  And 
the  rate  is  accelerating. 

The  abuse  of  drugs  has  reached  epidemic 
proportions  in  this  country.  Heroin  addic- 
tion is  currently  the  leading  cause  of  death 
below  the  age  of  35  years  in  New  York 
City.  Ingestion  and/or  injection  of  drugs 
demands  the  availability  of  proper  labora- 
tory facilities  to  elucidate  the  spectrum  of 
the  drug  problem  in  the  aggregate,  and  to 
identify  the  particular  drug  or  drugs  which 
may  have  caused  death  in  a given  case.  The 
victim  cannot  supply  this  information,  and 
he  often  has  only  hearsay  information 
as  to  the  chemical  composition  of  the  drug 
which  he  has  been  given  or  sold.  Was  his 
heroin  spiked  with  strychnine?  Was  what 
he  injected  really  Methedrine?  Did  the  par- 
ticular drug  recovered  from  his  tissues  ac- 
tually cause  his  death?  Were  distribution 
studies  performed  on  drug  levels  from  vari- 
ous of  his  tissues  to  determine  time  of  in- 
gestion? 

These  also  are  not  vacant  questions. 

Can  we  in  this  country  afford  Warren 
Commissions  to  conduct  ad  hoc  reviews  of 
every  political  assassination?  Can  we  pre- 
pare ourselves  in  Oklahoma  to  prevent  this 
from  occurring  here? 

Equally  as  important,  what  can  we  learn 
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about  these  “accidents  of  nature” — wrhich 
cannot  be  duplicated  in  the  laboratory — to 
prevent  them  in  the  future? 

These  are  real  people,  our  sons  and  daugh- 
ters, our  wives  and  parents.  Is  it  more  im- 
portant to  fund  live  television  coverage  of 
a manned  lunar  landing  or  to  begin  to  deal 
effectively  with  problems  of  the  type  item- 
ized above,  which  affect  us  personally  and 
deeply  and  on  a daily  basis  here  on  earth? 
And  there  are  many  more  examples  than  I 
have  mentioned.  It  is  strictly  a matter  of 
priorities,  on  a national  scale,  and  it  is  no 
less  in  Oklahoma. 

It  has  been  well  demonstrated  that  any 
medical-legal  jurisdiction  should  investigate 
some  one-third  of  the  total  deaths  within 
its  borders  and  should  conduct  autopsy  ex- 
aminations on  approximately  one-third  of 
these  cases  to  accurately  evaluate  the  cause 
and  circumstances  surrounding  those  deaths. 
But  which  deaths  are  to  be  selected  for  in- 
vestigation, and  by  whom?  And  which  of 
the  selected  cases  will  be  autopsied,  and  by 
whom?  Oklahoma  is  less  than  50  percent 
effective  on  both  counts. 

Obviously  no  two  cases  are  alike.  The  in- 
dividual with  multiple  millions  of  dollars  of 
life  insurance  is  different,  by  definition, 
from  the  derelict  found  in  the  sti*eet.  The 
shooting  victim  found  dead  in  his  home  by 
his  wife  is  a different  sort  of  case  than  the 
witnessed  barroom  shooting  victim.  The 
child  brought  dead  to  the  Emergency  Room 
by  his  parents  with  multiple  “accidental” 
injuries  is  different  from  the  infant  found 
dead  in  his  crib.  Each  case  must  be  handled 
on  the  merits  of  that  particular  case.  The 
fact  that  some  are  more  complicated  than 
others  and  the  fact  that  some  are  more  “im- 
portant” than  others  is  simply  a fact  of  life. 
Methods  must  be  developed  and  implement- 
ed in  Oklahoma  such  that  a rational  deter- 
mination can  be  made  as  to  which  case  is 
to  be  handled  by  which  investigator  and 
pathologist,  to  attempt  to  match  cases  of 
the  greatest  complexity  or  significance  with 
individuals  with  the  greatest  experience. 

At  present,  in  Oklahoma  there  is  no  means 
by  which  effective  case  selection  can  be  ac- 
complished. We  have  no  communications 
capability  to  enable  us  to  rationally  control 
the  disposition  of  any  of  our  cases,  by  defi- 
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nition  the  most  critical  facet  of  the  entire 
operation  of  any  Medical  Examiner  System. 
The  majority  of  the  cases  which  legally  fall 
under  our  jurisdiction  are  not  even  report- 
ed to  the  Office.  Twenty  percent  of  known 
homicides  and  suicides  and  85  percent  of 
vehicular  fatalities  — death  certificates  on 
file  at  the  State  Department  of  Health — are 
not  reported  to  or  investigated  by  the  Of- 
fice. What  about  the  subtle  cases?  I can 
count  those  cases  which  have  been  handled 
adequately  by  us,  not  to  mention  optimally, 
over  the  past  four  years  on  the  fingers  of 
one  hand.  What  we  have  in  Oklahoma,  by 
definition  and  by  default,  is  a Coroner  Sys- 
tem which  is  called  something  else.  The  in- 
tent in  creating  a Medical  Examiner  System 
in  1962  was  excellent  and  farsighted,  but 
its  implementation  has  left  much  to  be  de- 
sired. 

The  Oklahoma  Medical  Examiner  System, 
created  by  statute,  has  never  been  imple- 
mented. How  could  it  possibly  have  been? 
Ours  is  still — four  years  into  a professional- 
ly directed  program — a one  man/one  secre- 
tary agency,  which  says  it  all. 

Ours  is  the  most  poorly  staffed  and  fund- 
ed medical-legal  agency  of  its  size  in  the 
world,  and  by  orders  of  magnitude.  Lab- 
oratory facilities  are  grossly  inadequate  in 
every  respect.  Most  laboratory  services  es- 
sential to  the  adequate  handling  of  our  cases 
are  not  available  to  us  at  all.  If  we  had  the 
requisite  laboratory  equipment,  there  would 
be  no  place  to  put  it  or  the  needed  addition- 
al personnel.  Our  pathology  facilities  are 
rudimentary  at  best. 

As  the  Oklahoma  Medical  Examiner  Sys- 
tem is  presently  structured,  the  press  of 
multiple  conflicting  responsibilities  has 
served  to  thoroughly  sap  and  prorate  the 
time  and  energies  of  the  State  Medical  Ex- 


A 1960  graduate  of  Western  Reserve 
University  School  of  Medicine,  James  L. 
Luke,  M.D.,  has  been  certified  by  the  Ameri- 
can Board  of  Pathology.  He  is  presently 
Professor  of  Forensic  Pathology  at  the  Uni- 
versity of  Oklahoma  School  of  Medicine. 
Doctor  Luke  is  affiliated  with  the  Ameri- 
can Association  of  Pathologists  and  Bac- 
teriologists and  is  a Felloiv  of  the  Ameri- 
can Academy  of  Forensic  Sciences. 
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aminer,  who  serves  as  the  agency’s  only  ad- 
ministrator, lobbyist,  lecturer/teacher,  pub- 
lic relations  man,  answering  service,  and  ac- 
countant, among  myriad  additional  duties. 
He  is  also  the  agency’s  principal  forensic 
pathologist,  titularly  and  in  terms  of  num- 
bers of  cases  handled,  and  personally  per- 
forms upwards  of  300  medical-legal  au- 
topsies per  year,  representing  nearly  all  of 
the  cases  which  emanate  from  central  Okla- 
homa and  all  of  those  from  Oklahoma 
County. 

Because  of  the  severe  funding  restric- 
tions imposed  on  the  Office  in  1967  (with  a 
total  operating  budget  of  $100,000),  the  de- 
cision was  made — again  by  default — to  per- 
sonally handle  the  medical-legal  autopsies 
performed  on  cases  from  the  central  part 
of  the  state,  thereby  to  allow  full  reimburse- 
ment for  medical-legal  autopsies  performed 
by  private  pathologists  elsewhere.  Unfor- 
tunately this  practice  has  been  allowed  to 
continue.  As  a result,  the  Office  has  become 
so  deluged  with  routine  cases  (mainly  from 
Oklahoma  County,  many  of  which  could  well 
have  been  handled  with  supervision  by  lo- 
cal pathologists)  that  insufficient  time  has 
remained  for  the  Office  to  investigate  those 
complex  cases  from  elsewhere  in  the  State 
that  only  an  experienced  forensic  patholo- 
gist, by  training,  could  adequately  handle. 

In  addition,  and  because  of  the  press  of 
the  conflicting  responsibilities  alluded  to 
above,  little  time  has  remained  to  educate 
those  actively  involved  in  the  program 
around  the  State  (County  Medical  Examin- 
ers and  pathologists,  law  enforcement  per- 
sonnel and  District  Attorneys,  etc.),  to  the 
rationale  for  the  program  and  to  the  spe- 
cifics of  the  very  complex  art  of  this  spe- 
cialty. This  is  the  second  critical  deficit  and 
the  only  way  the  System  could  ever  possibly 
be  upgraded. 

There  has  been  virtually  no  active  support 
of  the  program,  even  by  those  most  inti- 
mately involved  with  it.  The  Medical  Ex- 
aminer’s Office  has  served  largely  as  a con- 
venience to  law  enforcement,  as  a work  sav- 
ing device  for  them  and  as  a vehicle  for 
“getting  autopsies  performed”  when,  in 
their  wisdom,  an  autopsy  is  required.  But 
the  autopsy  often  fails  to  illuminate  the  cir- 
cumstances of  a given  death  in  and  of  itself. 
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Ancillary  police  investigation  is  often  re- 
quired in  this  regard  and  often  before  the 
autopsy  has  been  completed.  Yet  it  is  the 
rule  and  not  the  exception  that  such  inves- 
tigations are  not  commenced  until  the  final- 
ized autopsy  report  finds  its  way  to  the  law 
enforcement  community.  Depending  on  the 
complexity  of  the  case,  from  the  point  of 
view  of  pathology,  this  process  may  take 
days  or  weeks  following  the  fatality.  But 
such  naive  behavior  can  only  be  said  to  be 
symptomatic  of  the  present  gross  lack  of 
understanding  of  the  rationale  of  a medical- 
legal  agency  and  its  relationship  to  law  en- 
forcement. The  answer  lies  in  education. 

How  interested  really  are  we  in  law  and 
order  in  Oklahoma?  While  more  bullets  and 
the  more  effective  revolving  lights  may 
solve  minor  law  enforcement  needs  in  the 
short  term,  surely  they  are  not  a realistic 
solution  to  the  needs  of  the  public  in  terms 
of  law  and  order.  There  have  been,  for  in- 
stance, some  20  to  30  extremely  complicated 
homicides  committed  in  Oklahoma  over  the 
past  four  years.  Yet  nearly  all  are  still  un- 
resolved. It  would  seem  perfectly  apparent 
that  increased  professionalism,  in  terms  of 
available  sophisticated  technology,  might 
have  led  to  the  resolution  of  some  of  these 
difficult  cases.  One  would  think  that  the 
role  played  by  a more  functional  medical  ex- 
aminer’s office  (i.e.,  forensic  pathology, 
trace-evidence  acquisition,  toxicology  and 
serology)  might  have  been  encouraged  and 
actively  supported  by  the  law  enforcement 
community.  Yet  requests  submitted  over 
the  past  two  years  for  funding  from  the 
four  million-plus  dollar  Department  of  Jus- 
tice (LEAA)  grant  allocated  to  the  State 
Crime  Commission,  have  failed  to  receive 
favorable  consideration.  Such  funds  would 
have  allowed  for  increases  in  laboratory  fa- 
cilities, communications  and  personnel. 

How  interested  are  we  in  drug  abuse 
when  the  only  way  to  understand  the  di- 
mensions of  that  accelerating  problem  is  by 
sophisticated  chemical  screening  techniques? 
No  such  laboratories  are  available  to  the 
people  of  this  State — for  the  living  or  for 
the  dead.  The  Medical  Examiner’s  Office 
currently  is  forced  to  certify  some  200 
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deaths  per  year,  which  are  probably  drug 
related,  as  “undetermined  cause  of  death, 
undetermined  circumstances” — again  by  de- 
fault. 

It  would  seem  that  the  cry  for  law  and 
order  and  drug  abuse  control  are  largely 
political  rhetoric  in  Oklahoma. 

The  same  general  lack  of  support  can  be 
said  to  have  been  manifested  on  the  part 
of  the  legal  community,  defense  and  prose- 
cution alike,  and  for  similar  reasons.  For 
instance,  medical-legal  evidence  is  specifi- 
cally excluded,  by  statute,  from  being  intro- 
duced in  civil  litigation,  a legal  quirk  unique 
to  Oklahoma  which  flies  in  the  face  of  the 
public  interest.  The  vast  majority  of  the  liti- 
gation which  eventuates  from  medical-legal 
case  material  involves  civil  actions.  Less 
than  five  percent  of  our  cases  are  in  any 
way  related  to  criminality  and  very  few  of 
these  cases  come  to  trial.  While  the  genesis 
of  this  particular  section  of  the  statutes  can 
easily  be  surmised,  this  particular  facet  of 
the  law  would  seem  eminently  unfair  and 
unjust.  Is  the  public  that  finances  the  in- 
vestigation of  civil  cases  of  medical-legal 
significance  to  continue  not  to  have  the  ben- 
efit of  the  results  of  those  investigations? 

But  it  is  not  simply  a matter  of  inade- 
quate personnel,  facilities,  laboratories  or 
funding  (and  all  these  restrictions  were  an- 
ticipated four  years  ago)  though  the  job 
cannot  possibly  be  done  adequately  without 
all  of  these  items.  What  I did  not  antici- 
pate is  the  fundamental  lack  of  commit- 
ment and  the  grinding  apathy  on  the  part 
of  those  best  able  to  effect  change,  to  sup- 
port this  program.  It  is  principally  a mat- 
ter of  commitment. 

* * Jfc 

Major  changes  in  the  structure  of  the 
Oklahoma  Medical  Examiner  System  will 
have  to  be  effected  if  the  needs  of  the  citi- 
zens of  the  State  are  to  be  satisfied. 

1.  Name  of  Governing  Board.  The  name 
of  the  governing  Board,  the  Board  of  Un- 
explained Deaths,  should  be  changed.  There 
is  nothing  “unexplained”  about  our  cases 
when  the  decision  is  made  to  report  any 
given  case.  In  fact  the  majority  have  in- 
deed been  explained,  but  erroneously.  Hom- 
icides, suicides,  accidental  deaths  and  med- 
ically unattended  deaths  are  medical  exam- 
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iner  cases  by  definition,  whether  unex- 
plained or  not — no  matter  where  a particu- 
lar death  might  occur,  whether  it  be  at 
home  or  in  the  hospital,  for  instance.  Hav- 
ing created  such  a moniker  as  “Board  of 
Unexplained  Deaths”  has  confused,  from 
time  to  time,  most  of  those  who  relate  to 
the  Office — law  enforcement  officials,  phy- 
sicians (many  of  whom  think  only  those 
cases  are  reportable  to  the  Office  that  are 
unexplained  or  in  some  way  mysterious), 
etc.  A more  accurate  designation  would  be 
Board  of  Medical-Legal  Investigations. 

2.  Composition  of  Board.  The  member- 
ship of  the  Board  should  be  expanded.  The 
present  Board  members  are  designated  by 
Statute  as  the  Dean  of  the  University  of 
Oklahoma  School  of  Medicine,  the  Commis- 
sioner of  the  State  Department  of  Health 
and  the  Director  of  the  Oklahoma  State  Bu- 
reau of  Investigation.  Not  only  is  each  of 
these  individuals  exceedingly  busy  but  each 
is  a State  agency  head  in  his  own  right,  and 
his  primary  responsibility  correctly  lies 
with  his  own  agency.  Consequently  the  cur- 
rent Board  members,  as  agency  heads, 
and  the  Board  of  Unexplained  Deaths  they 
represent  are  in  literal  competition  for 
every  nickel  of  legislative  appropriation.  The 
practical  result  of  this  unfortunate  situation 
is  that  over  the  past  four  years  the  effec- 
tiveness of  the  Board  has  been  significant- 
ly compromised  and  the  desperate  needs  of 
the  office  have  remained  unsatisfied. 

Ideally  the  Board  should  consist  of  in- 
dividuals actively  interested  in  the  future 
of  the  Medical  Examiner’s  Office.  They 
should  be  appointed  for  overlapping  terms 
and  might  well  consist  of  members  of  the 
Oklahoma  State  Medical  Association,  the 
Oklahoma  State  Bar  Association,  the  Okla- 
homa Society  of  Pathologists  and  the  lay 
community,  plus  the  current  Board  mem- 
bers. Proportionate  representation  from 
rural  Oklahoma,  Tulsa  and  Oklahoma  City 
should  be  guaranteed. 

3.  Funding.  The  operating  budget  of 
the  Office  should  be  in  the  range  of  20  to  30 
cents  per  citizen  per  year,  or  upwards  of 
$500,000,  with  the  present  Oklahoma  popu- 
lation base,  and  consonant  with  other  func- 
tional medical-legal  jurisdictions.  Supple- 
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mental  funding  for  personnel  and  equipment 
and  for  training  and  education  can  certain- 
ly be  made  available  through  the  State 
Crime  Commission  appropriation  from 
LEAA  and/or  through  similar  LEAA  dis- 
cretionary funding,  a mechanism  which 
would  serve  to  effectively  increase  the  total 
LEAA  appropriation  to  the  State. 

Without  the  minimal  funding  noted  above, 
the  Office  will  continue  to  be  unable  to  com- 
plete its  professional  much  less  its  legal  re- 
sponsibilities. 

4.  Facilities.  Adequate  physical  space 
should  be  made  available  to  or  created  for 
the  Office  so  that  its  activities  can  be  ef- 
fected in  an  appropriate  fashion.  Most 
medical-legal  jurisdictions  of  comparable 
size  and  scope  have  found  that  a facility  of 
some  30,000  square  feet  is  required  to 
achieve  this  end,  with  approximately  10,000 
square  feet  each  allocated  for  office  space, 
forensic  pathology  and  for  forensic  labora- 
tory services. 

The  facility/Office  should  continue  to  be 
physically  and  administratively  associated 
with  the  University  of  Oklahoma  Medical 
Center.  Such  an  arrangement  is  mandatory 
for  many  and  diverse  reasons,  which  include 
the  necessity  to  accomplish  the  educational 
responsibilities  of  the  Office  in  the  teaching 
of  medical  students,  the  post-doctoral  train- 
ing of  residents  in  the  Department  of  Pa- 
thology, the  forensic  pathology  residency 
training  program,  the  training  of  paramed- 
ical personnel,  research,  etc.  Adequate  space 
should  be  available  within  the  facility  for 
lectures,  conferences  and  seminars. 

The  Office  definitely  should  not  become  a 
part  or  sub-division  of  the  Oklahoma  State 
Department  of  Health.  Where  such  an  ad- 
ministrative compromise  has  been  made 
elsewhere,  and  the  Commonwealth  of  Vir- 
ginia is  the  jurisdiction  with  the  longest 
history  in  this  regard,  such  an  arrangement 
has  proven  quite  unsatisfactory.2 

Adequate  communications  capability  must 
be  an  integral  part  of  the  agency.  Every 
medical  examiner  case  should  be  reported 
by  telephone  (by  WATS  line)  directly  to 
the  Office,  so  that  a rational  informed  deci- 
sion can  be  made  upon  reception  of  a given 
case  as  to  its  disposition,  i.e.,  how  that  case 
will  actually  be  handled,  how  it  will  be  in- 
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vestigated,  and  by  whom,  whether  it  will  be 
autopsied  or  not,  and  by  whom,  etc.  Forms 
can  be  drafted  for  such  information  acqui- 
sition and  clerical  personnel  can  be  trained 
to  implement  this  most  important  function 
of  the  Office.  In  no  other  way  will  the  Okla- 
homa Medical  Examiner  System  be  effective 
in  terms  of  the  protection  of  the  public 
health  and  safety. 

The  facility  should  include  identifiable 
space  for  external  examination  of  bodies, 
autopsy  facilities  of  at  least  two  tables,  his- 
tology, photography,  x-ray  and  refrigerated 
storage  space  for  at  least  20  bodies.  Foren- 
sic laboratory  services  should  include  ade- 
quate space  for  forensic  toxicology  (as 
noted  above),  serology,  identification 
(forensic  anthropology  and  odontology) 
and  trace  evidence  examination,  among 
other  related  laboratory  activities. 

5.  The  University.  It  would  be  extreme- 
ly desirable  and  mutually  advantageous  to 
establish  an  Institute  or  Center  of  Forensic 
Medicine  at  the  University  of  Oklahoma 
Medical  Center.  Such  a proposal3  already 
has  been  submitted  and  has  received  Med- 
ical Center  approval  in  principle. 

In  the  aggregate,  the  conditions  which 
serve  as  the  raw  material  for  any  medical- 
legal  agency  dwarf  any  other  disease  cate- 
gory, in  terms  of  the  combination  of  sheer 
numbers  of  cases,  public  relevance  and  in- 
terest and  from  the  standpoint  that  the  ma- 
jority of  the  victims  are  entirely  healthy 
and  in  the  prime  of  their  lives.  Very  little 
academic  attention  has  been  paid  and  prac- 
tically no  organized  effort  has  been  made  in 
this  country  to  attempt  to  develop  concert- 
ed insight  into  the  causes  and  effects  of 
such  aberrant  behavior  and  to  develop  un- 
derstanding as  to  the  motivation  involved 
and  the  anatomic  and  chemical  dynamics  of 
these  “accidents  of  nature.”  Unlike  the  mas- 
sive basic  research  commitment  necessary 
to  the  understanding  and  control  of  athero- 
sclerosis or  cancer,  these  problems  are  re- 
solvable now  and  by  available  methods,  were 
it  possible  to  study  them  in  an  organized 
intellectual  atmosphere.  Such  understand- 
ing is  clearly  required  before  even  the 
formulation  of  sound  public  policy  can  be 
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promulgated  in  the  fields  of  health  care 
delivery  and  criminal  justice.  The  one  thing 
that  can  be  stated  for  certain  is  that  no  fur- 
ther understanding  will  be  forthcoming  if 
an  attempt  is  not  made  to  do  so  by  the  aca- 
demic community. 

It  would  seem  that  the  University  of  Okla- 
homa itself  must  make  a commitment  to 
this  broad  concept  for  it  to  have  any  real 
chance  of  succeeding.  Active  interdigita- 
tion  between  the  Medical  Center,  the  Schools 
of  Law  and  Engineering  and  the  various 
departments  of  the  behavioral  sciences, 
among  other  academic  disciplines  would  be 
exceedingly  productive.  Such  problem-ori- 
ented (in  contrast  to  discipline-oriented) 
pursuits  would  bring  together  in  a truly 
synergistic  relationship  individuals  already 
engaged  in  forensic  activities  within  the 
University  but  presently  isolated,  not  only 
from  the  case  material  but  also  from  their 
colleagues. 

The  possibilities  for  an  interdisciplinary 
program  of  this  type  are  virtually  unlimited, 
in  terms  of  research  and  education  and  are 
detailed  in  the  proposal.3 

6.  The  Laiv.  The  last  sentence  of  Sec- 
tion 949  of  the  Oklahoma  Medical  Examin- 
er Statutes,  which  states  that  “No  report, 
findings,  testimony  or  other  information  of 
the  State  or  County  Medical  Examiner  or 
their  assistants  shall  ever  be  admitted  in 
evidence  in  any  civil  action  in  any  court  in 
this  state,”  must  be  deleted  or  amended. 
Factual  information  acquired  through  the 
efforts  of  this  Office  must  be  made  available 
to  the  public,  in  court,  in  civil  actions.  Ex- 
perience in  every  other  functional  medical- 
legal  jurisdiction  has  clearly  shown  the 
value  of  such  information,  not  only  in  terms 
of  approximating  reality  in  such  matters, 
but  also  in  shortening  or  obviating  entirely 
courtroom  testimony.  The  savings  in  court 
costs  and  in  attorney’s  fees  to  the  citizens 
of  Oklahoma  would  be  significant,  to  the 
extent  that  they  might  well,  by  themselves, 
pay  for  the  entire  operation  of  the  Medical 
Examiner  System. 

7.  Personnel.  It  would  seem  perfectly 
obvious,  given  the  multiple  serious  restric- 
tions that  have  been  so  much  a part  of  the 
Oklahoma  Medical  Examiner  System  (many 
of  which  have  been  cited  above)  that  a 
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fully  trained  forensic  pathologist  cannot 
be  utilized  to  any  significant  degree  in  Okla- 
homa as  the  system  is  currently  structured. 
Given  the  enormous  potential  of  the  Office 
in  terms  of  education,  training  and  research, 
as  projected  (in  Section  5 above),  it  would 
seem  short-sighted  indeed,  to  attempt  at 
this  time  to  merely  recruit  “a  forensic  pa- 
thologist” to  serve  as  the  State  Medical  Ex- 
aminer. At  a time  when  the  need  for  quali- 
fied forensic  pathologists  is  so  great  across 
the  country,  to  spend  one  of  some  30  of 
those  actively  involved  in  the  specialty  on 
a fulltime  basis  in  this  grossly  restrictive 
fashion — where  change  is  not  even  contem- 
plated— would  seem  the  height  of  folly.  Un- 
der the  present  circumstances  the  state 
might  attract  an  autopsy  “technician,”  daz- 
zled by  the  title  of  State  Medical  Examiner, 
who  would  be  available  to  conduct  post- 
mortem examinations  at  the  request  of  law 
enforcement,  to  rule  out  “foul  play”  as  they 
might  put  it. 

But  such  an  individual  would  not  be  able 
to  serve  the  needs  of  the  public.  While  he 
might  relieve  the  Oklahoma  County  pathol- 
ogists of  any  responsibility  in  participation 
in  the  program  he  would  be  unable  to  serve 
adequately  the  much  larger  medical,  legal 
and  law  enforcement  community  from  else- 
where across  the  State.  That  part  of  the 
job  is  impossible  at  present. 

In  addition,  given  the  restrictive  nature 
of  the  present  position,  he  would  be  unable 
to  attract  additional  forensic  pathologists 
to  help  in  the  completion  of  his  responsibili- 
ties. At  least  two  fulltime  forensic  patholo- 
gists are  needed  to  achieve  this  end  in  a 
minimally  realistic  fashion. 

8.  Comparison  with  Other  Medical-Legal 
Systems.  It  would  seem  highly  desirable  for 


the  Governor  to  create  a committee  com- 
posed perhaps  of  State  Legislators,  the 
Board,  and  other  interested  individuals  to 
independently  evaluate  Oklahoma’s  medical- 
legal  requirements.  The  closest — and  prob- 
ably the  best — reference  point  in  this  re- 
gard would  certainly  be  Dallas,  Texas. 

The  Dallas  system  was  created  in  1968. 
Its  new  facility  on  the  grounds  of  the  Uni- 
versity of  Texas  Southwestern  Medical 
School  will  be  completed  this  fall. 

From  the  viewpoint  of  professional  per- 
sonnel, budgetary  support,  laboratory  serv- 
ices, physical  facilities  and  the  medical-legal 
investigative  system  itself,  the  Dallas  pro- 
gram is  optimal.  In  my  opinion,  a visit  there 
by  such  a committee  as  I have  proposed 
would  be  extremely  productive  in  terms  of 
planning  the  future  course  of  the  Oklahoma 
Medical  Examiner  System. 

Hs  % * 

A program  must  be  defined.  Plans  must 
be  promulgated.  Funding  must  be  identi- 
fied. Space  must  be  found.  It  can  be  done. 
The  choice  and  the  options  are  very  clear. 

But  most  importantly  a commitment  must 
be  made  to  learn  from  the  mistakes  and 
compromises  of  the  past,  to  support  this 
agency  in  a realistic  fashion  and  thereby — 
and  only  thereby — to  more  closely  approxi- 
mate justice  and  the  public  safety  for  the 
citizens  of  this  State.  □ 
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800  N.E.  13th  Street,  Oklahoma  City,  Oklahoma  73104 


HELP 

The  OSMA  is  attempting  to  build  a library  of  past 
editions  of  PDR.  We  need  the  following  additions:  1958, 
61,  62,  65,  67,  68,  69,  and  70. 

If  you  have  a PDR  from  one  of  these  years,  please 
send  it  to  the  OSMA  office  at  601  N.W.  Expressway,  Okla- 
homa City,  Oklahoma  73118. 
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OKLAHOMA  STATE  MEDICAL  ASSOCIATION 

Orient 

Adventure 


Oklahoma  City,  Oklahoma 
October  17,  1971 

VIA  WORLD  AIRWAYS  PRIVATE  707  JET 


14  Fun  Filled  Days  in  Exotic  and  Colorful  Japan  and  Hong  Kong  ...  No  Regimentation  ! 
Do  as  You  Please  . . . Sightsee  . . . Golf  . . . Shop  or  participate  in  Group  Activities. 

Deluxe  Hotels  . . . Two  Gourmet  meals  each  day  ...  All  Transfers  . . . Five  hosts  in 
each  city  . . . 100  lbs.  baggage  allowance. 

Now  — Two  can  travel  for  little  more  than  the  price  of  one. 

ONLY  $898 

PLUS  $35  TAX  AND  SERVICE 

DON'T  MISS  THIS  TRIP  OF  A LIFETIME! 

RETURN  THIS  COUPON  NOW! 

Send  to:  Oklahoma  State  Medical  Association 

601  N.W.  Expressway,  Oklahoma  City,  Oklahoma  731 18 

Enclosed  is  my  check  for  $ ($100  per  person)  as  ORIENT  ADVENTURE  deposit 

NAME 


ADDRESS 


CITY  STATE  ZIP  PHONE 


MAKE  YOUR  RESERVATIONS  EARLY  — SPACE  STRICTLY  LIMITED! 


Annual  Meeting 

Nearly  one-fourth  of  the  OSMA’s 
membership  attended  the  associa- 
tion’s annual  meeting  in  Tulsa  April 
29th-May  1st.  Education,  entertain- 
ment and  business  occupied  the  time 
of  those  at  the  meeting. 

Eight  special  scientific  sympos- 
iums brought  scores  of  physicians 
to  the  meeting  hall.  In  addition, 
three  special  presentations,  includ- 
ing Al  Capp’s  talk,  topped  off  the 
program.  While  going  to  and  from 
the  various  meetings,  physicians 
viewed  sixty-nine  scientific  and 
technical  exhibits. 

During  the  annual  President’s  In- 


LUCIEN  M.  PASCUCCI 

augural  Dinner-Dance  Saturday  eve- 
ning, Ed  L.  Calhoon,  M.D.,  Beaver, 
bowed  out  as  president  of  the  as- 
sociation and  handed  over  the  reins 
to  Lucien  M.  Pascucci,  M.D.,  Tulsa 
radiologist.  Doctor  Pascucci’s  first 
official  act  was  to  present  Doctor 
Calhoon  with  a plaque  of  apprecia- 
tion for  his  year  as  president. 

During  the  closing  session  of  the 
OSMA  House  of  Delegates  Saturday 
morning,  Oklahoma  City  cardiologist 
Stanley  R.  McCampbell,  M.D.,  was 
chosen  to  serve  as  President-Elect 
of  the  association.  He  will  assume 
the  presidency  during  the  associa- 
tion’s 1972  meeting  in  Oklahoma 
City. 

The  Delegates  chose  Robert  J. 
Hogue,  Jr.,  M.D.,  of  Guthrie,  to 
serve  as  Doctor  Pascucci’s  Vice- 
President  and  Haven  W.  Mankin, 


Weil  Attended 

M.D.,  Oklahoma  City  radiologist, 
will  serve  as  Secretary-Treasurer. 

Outgoing  President  Calhoon  was 
elected  to  a new  position  as  Dele- 
gate to  the  AMA  replacing  Malcom 
Phelps,  M.D.,  El  Reno.  Thomas  C. 
Points,  M.D.,  Oklahoma  City,  was 
re-elected  to  the  position  of  Alter- 
nate Delegate. 

Board  of  Trustees 

The  OSMA  Board  of  Trustees  held 
its  annual  meeting  on  Thursday 


MEET  THE  PRESIDENT 

The  OSMA’s  66th  President 
since  its  foundation  in  1906  is 
Lucien  M.  Pascucci,  M.D.,  a Tul- 
sa radiologist.  Doctor  Pascucci 
has  served  as  President-Elect 
during  the  past  year. 

In  1947  Doctor  Pascucci  joined 
the  Tulsa  County  Medical  Society 
and  the  OSMA.  Throughout  World 
War  II  he  was  in  the  U.  S.  Army 
Medical  Corps.  He  graduated 
from  Yale  University  School  of 
Medicine  in  1934,  served  his  in- 
ternship at  New  Haven  General 
Hospital,  New  Haven,  Connecti- 
cut and  then  served  a three-year 
residency  in  radiology  at  Pres- 
byterian Hospital  in  New  York 
City. 

Since  1947,  Doctor  Pascucci  has 
been  Director  of  the  Department 
of  Radiology  at  Tulsa’s  Saint 
John’s  Hospital.  He  has  served 
on  numerous  committees  and 
councils  of  the  OSMA  and  the 
Tulsa  County  Medical  Society. 


morning,  April  29th,  to  consider  rec- 
ommendations to  the  House  of  Dele- 
gates. C.  Riley  Strong,  M.D.,  El 
Reno,  was  re-elected  as  Chairman 
of  the  Board  for  a period  of  one 
year,  and  Orange  M.  Welbom, 
M.D.,  Ada,  was  re-elected  for  a 
one-year  term  as  Vice-Chairman. 

House  of  Delegates 

The  complete  proceedings  of  the 
House  of  Delegates  will  be  printed 
in  the  June  issue  of  The  Journal. 
The  following  is  a brief  summary 
of  the  principal  actions: 

• Delegates  rejected  four  resolu- 


tions calling  for  voluntary  AMA 
membership. 

• The  House  approved  the  crea- 
tion of  a non-profit  corporation  to 
administer  the  OSMA’s  Student  Loan 
Fund.  The  new  corporation  will 
grant  non-refimdable  loans  to  OU 
medical  students  who  will  sign  con- 
tracts to  serve  a minimum  of  two 
years  in  medically  needy  areas.  If 
a student  defaults  on  the  contract, 
the  loan  must  be  repaid. 

• The  Delegates  approved  a reso- 
lution providing  that  the  OSMA  go 
on  record  as  favoring  a state  and 
federal  law  requiring  that  all  pre- 
scriptions be  labeled  unless  the  pre- 
scribing physician  stipulates  “Do 
Not  Label  (DNL).” 

• A resolution  requesting  that 
Blue  Shield  provide  some  method 
on  its  claim  form  whereby  a phy- 
sician may  avoid  participation  in 
any  of  the  Blue  Plan  UCR  programs 
was  approved  by  the  House. 

® The  planning  of  a foundation  for 
peer  review  in  Oklahoma  was  au- 
thorized by  the  House.  Purpose  of 
such  a foundation  would  be  to  im- 
plement any  peer  review  law  which 
may  emanate  from  Congress.  The 
planned  organization  of  the  founda- 
tion will  be  presented  to  a special 
called  meeting  of  the  House  of  Del- 
egates for  final  ratification,  amend- 
ment or  rejection. 

• The  delegates  recommended 
that  medical  students  serve  on  the 
OU  Medical  School’s  Committee  on 
Admissions  in  an  advisory  capacity 
only.  Currently  nine  students  serve 
as  fulltime  committee  members. 

• The  House  adopted  a policy 
statement  to  the  affect  that  the  re- 
view of  medical  records  regarding 
the  appropriateness,  medical  neces- 
sity, quality  of  medical  services,  or 
the  appropriateness  of  fees  remains 
a peer  review  function  to  be  per- 
formed only  by  physicians.  Ques- 
tionable situations  may  be  referred 
to  the  OSMA  Insurance  Review 
Committee  whenever  indicated.  P| 


Journal  / May  1971  / Volume  64 


203 


news 

Doctor  Draft 
Resumes  July  1st 

Induction  orders  into  the  United 
States  Armed  Forces  will  be  issued 
to  1,608  M.D.s  and  D.O.s  and  5,036 
dentists  by  July  1st  of  this  year. 
The  orders  will  call  for  a two-year 
active  duty  commitment. 

The  doctor  draft  was  ordered  re- 
sumed by  the  Department  of  De- 
fense in  February.  The  decision 
was  necessitated  by  waning  interest 
in  the  Berry  Plan  and  inability  of 
the  armed  services  to  retain  form- 
er volunteers.  Only  25  percent  of 
military  physicians  are  career  of- 
ficers. 

The  new  draft  orders  call  for  786 
M.D.s  and  41  D.O.s  to  go  into  the 
United  States  Army,  505  M.D.s  and 
26  D.O.s  for  the  Navy,  and  240 
M.D.s  and  10  D.O.s  into  the  Air 
Force  by  the  end  of  January,  1972. 
The  Department  of  Defense  warned 
last  summer  that  renewal  of  the 
draft  would  be  certain  unless  there 
was  a sharp  increase  in  volunteers 
under  the  Berry  Plan. 

The  new  draft  affects  physicians 
through  age  34  who  have  not  satis- 
fied a prior  military  commitment 
and  who  are  otherwise  qualified.  As 
per  the  new  draft  law,  the  youngest 
will  be  called  first.  The  last  draft 
call  for  physicians  was  issued  in 
early  1969.  Q 

Health  Careers 
Conference  Attracts 
1300  Students 

The  third  annual  Conference  for 
Health  Careers  was  described  as  a 
“howling  success”  by  the  members 
of  the  Oklahoma  Council  for  Health 
Careers.  Over  1300  high  school  stu- 
dents from  across  the  state  attend- 
ed the  one-day  conference. 

The  Health  Careers  Council  is  a 
statewide  organization  financed  and 
sponsored  by  a number  of  state 
health  related  associations  and  or- 
ganizations. The  OSMA  helped 
found  the  organization  and  has 
three  members  on  its  Board  of 
Trustees.  Mrs.  Eleanor  Johnson,  a 


representative  of  the  Oklahoma 
State  Medical  Association’s  Woman’s 
Auxiliary  is  currently  serving  as 
President  of  the  Health  Careers 
Governing  Board.  Mrs.  Johnson  is 
the  wife  of  Port  E.  Johnson,  M.D., 
in  the  private  practice  of  orthopedic 
surgery  in  Muskogee. 

Dale  Groom,  M.D.,  Director  of 
Oklahoma’s  Regional  Medical  Pro- 
gram, made  the  keynote  charge  to 
the  conference  in  its  opening  ses- 
sion. He  gave  the  students  six  tips 
for  planning  their  health  careers. 
First,  he  advised  selection  of  a 
health  career  that  would  offer  the 
security  the  student  needed.  Sec- 
ond, he  told  them  to  consider  their 
own  attitudes  in  what  they  think 
they  can  do  best.  Selection  of  a 
health  career  that  was  challenging 
and  exciting  was  his  third  recom- 
mendation, and  fourth  was  to  look 
for  a health  career  that  offers  va- 
riety, that  keeps  one  mentally  alert 
and  alive.  Personal  satisfaction  and 
a sense  of  achievement  was  the 
fifth  tip,  and  finally  he  advised  the 
conferees  to  select  a health  career 
that  offers  complexity  and  new 
frontiers  to  be  explored. 

The  conference  was  held  March 
10th  at  Oklahoma  City  University.  It 
actually  began  with  registration  and 
visits  by  the  students  to  a number 
of  “many”  counseling  booths  man- 
ned by  health  professionals  from 
several  medical  and  paramedical 
fields.  Q 

Railroaders'  Claims 
Paid  By  Travelers 

Retired  railroad  employees  are 
covered  on  a nationwide  basis  by 
the  Travelers  Insurance  Company. 
Many  physicians  in  Oklahoma  are 
submitting  claims  on  these  bene- 
ficiaries to  the  wrong  carrier. 

If  a request  for  payment  for  a 
railroad  worker  is  misdirected  to 
either  Aetna-Medieare  or  the  Wel- 
fare Department,  an  appreciable 
delay  in  payment  can  result.  Any- 
one needing  to  file  such  a claim 
for  a retired  railroad  employee 
should  submit  such  a request  for 
payment  to  the  Travelers  Insurance 
Company,  135  Couch  Drive,  Okla- 
homa City,  Oklahoma  73102.  Q 


Medical  Center 
Pushes  Drive  For 
Private  Contributions 

A campaign  for  private  contribu- 
tions to  provide  furnishings  for 
rooms  in  the  new  University  of 
Oklahoma  Hospital  is  being  pushed 
by  the  OU  Medical  Center  Office  of 
Research  and  Development. 

Ten  donations  or  pledges  of  $1,500 
each  have  been  made  to  date,  Lee 
O.  Teague,  director  of  development, 
announced  today. 

“We  must  have  funds  for  this  and 
other  purposes  from  the  private  sec- 
tor if  the  concept  of  a great  Okla- 
homa Health  Center  is  to  be  real- 
ized,” he  said. 

He  described  the  center,  with  its 
teaching  hospitals  and  five  profes- 
sional schools,  training  physicians, 
nurses  and  other  health  workers,  as 
a “state  supported”  institution,  not- 
ing that  only  about  one-third  of  the 
Medical  Center  operational  budget 
comes  from  state  appropriation. 
The  other  sources  are  federal  grants 
and  individual  contributions. 

Construction  of  the  first  215-bed 
unit  of  the  new  University  Hospital 
is  about  50  percent  complete  and 
the  nine-level  structure  is  expected 
to  be  opened  in  the  summer  of  1972. 

The  $11,959,000  project  is  financed 
with  a federal  grant  and  state  bond 
monies. 

Teague  said  a gift  of  $1,500  will 
furnish  one  patient  room.  A plaque 
with  the  name  of  the  donor  will  be 
affixed  to  the  door  of  each  room 
furnished  by  private  contributions. 

“We  desperately  need  more  state 
funds  for  the  operating  budget  of 
the  medical  center.  At  the  same 
time,  gifts  from  private  individuals 
and  organizations  are  needed  not 
only  to  help  furnish  the  new  hospital 
but  for  treatment  and  diagnostic 
equipment,  including  radiology 
equipment  urgently  needed  for 
treatment  of  cancer  patients,  and 
scholarship  funds  for  future  phy- 
sicians and  allied  health  personnel,” 
he  said. 

The  first  $1,500  gift  for  complete 
furnishings  of  a patient  room  was 
made  last  month  by  Mr.  and  Mrs. 
T.  Winston  Eason,  7212  Waverly, 
Oklahoma  City.  Q 
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Oklahoma  State  Medical  Association 


Tri-County  Medical  Society  Honors  Carlock 


Pictured  left,  above,  J.  Hoyle  Carlock,  M.D.,  Ardmore,  receives  a 
plaque  from  Malcolm  Horne,  M.D.,  President  of  the  Tri-County  Medical 
Society,  in  recognition  of  his  outstanding  leadership  as  President-Elect 
of  the  Southern  Medical  Association,  Past-President  of  the  Oklahoma 
State  Medical  Association  and  the  Tri-County  Medical  Society.  Occasion 
for  the  presentation  was  a dinner  meeting  held  at  the  Hobday  Inn  in 
Ardmore  on  March  9th,  1971.  Doctor  Carlock  served  as  OSMA  Presi- 
dent in  1962-63.  LJ 


Heart  Association  Plans 
Scientific  Sessions 

“Three  Days  on  Arrhythmias”  will 
be  the  topic  for  the  annual  Scien- 
tific Sessions  of  the  Oklahoma  Heart 
Association  which  will  be  held  June 
4th  to  6th. 

For  the  first  time,  the  annual  ses- 
sions have  been  expanded  to  a three- 
day  period.  The  seminar  features 
three  outstanding  visiting  speakers 
in  addition  to  several  faculty  mem- 
bers of  the  University  of  Oklahoma 
Medical  Center. 

Guest  speakers  include  Doctor 
Henry  J.  L.  Marriott,  St.  Peters- 
burg, Florida,  internationally  known 
cardiologist  and  author;  Doctor 
Richard  Langendorf,  Chicago  car- 
diologist, and  Doctor  Anthony  N. 
Damato,  chief  of  research  and  car- 
diovascular program,  U.  S.  Public 
Health  Service  Hospital,  Staten  Is- 
land, New  York. 

Sponsored  by  the  Oklahoma  Heart 
Association  in  cooperation  with  the 
Oklahoma  Regional  Medical  Pro- 
gram, the  sessions  will  be  conducted 
at  the  new  Basic  Sciences  Education 
building  at  the  OU  Medical  Center. 

Doctor  Marriott,  cbnical  professor 
of  pediatric  cardiology  at  the  Uni- 
versity of  Florida  and  director  of 
the  coronary  care  center  of  St.  An- 
thony Hospital  in  St.  Petersburg, 
will  present  the  Sooner  address  at 
the  Heart  Association  luncheon  at 
noon,  June  5th,  at  Veterans  Hos- 
pital. His  topic  will  be  “Coronary 
Milestones.” 

A Rhodes  scholar,  Doctor  Mar- 
riott received  his  B.A.,  M.A.,  M.D. 
and  B.Ch.  from  Oxford  University. 
He  served  as  house  physician  at  St. 
Mary’s  Hospital,  London.  He  was 
a resident  medical  officer  to  peni- 
cillin research  unit  at  St.  Mary’s  in 
addition  to  serving  a residency  at 
King  Edward  VIII  Memorial  Hos- 
pital, Bermuda.  He  was  a fellow 
in  medicine  at  Johns  Hopkins  Uni- 
versity and  hospital. 

Formerly  an  associate  professor 
of  medicine  at  the  University  of 
Maryland  School  of  Medicine,  he  is 
presently  a member  of  the  faculty 
of  Emory  University  School  of  Med- 
icine and  director  of  cbnical  re- 


search at  Rogers  Heart  Foundation, 
St.  Petersburg. 

The  1960  winner  of  the  Wyeth 
Award  for  medical  communication 
Doctor  Marriott  has  authored  home 
study  courses  in  arrhythmias  and 
bedside  diagnosis  of  heart  disease. 

Doctor  Langendorf,  research  as- 
sociate at  the  Cardiovascular  Insti- 
tute of  Michael  Reese  Hospital  and 
Medical  Center,  is  a native  of 
Prague,  Czechoslovakia.  A gradu- 
ate of  the  German  University  of 
Prague  where  he  received  his  M.D. 
in  1932,  he  came  to  the  United  States 
in  1939  and  became  associated  with 
Michael  Reese  Hospital  at  that  time. 
He  has  been  professorial  lecturer 
in  cardiology  at  the  University  of 
Chicago  since  1965. 

A prolific  author,  Doctor  Langen- 
dorf’s writings  are  mainly  devoted 
to  the  interpretation  of  complex 
cardiac  arrhythmias.  In  1948,  he 


introduced  into  cbnical  electrocar- 
diography the  concept  of  concealed 
conduction  which  has  proved  essen- 
tial for  the  interpretation  of  many 
arrhythmias  and  recently  was  con- 
firmed by  direct  recordings  from 
the  conduction  system. 

A febow  of  the  Council  of  Cbnical 
Cardiology  of  the  American  Heart 
Association,  Doctor  Langendorf  is 
also  a febow  of  the  American  Col- 
lege of  Physicians  and  the  American 
College  of  Cardiology.  A member  of 
numerous  medical  and  scientific  as- 
sociations and  societies. 

Doctor  Anthony  Damato  received 
his  M.D.  from  Georgetown  Univer- 
sity in  1956.  He  completed  an  in- 
ternship at  D.C.  General  Hospital, 
Washington,  D.C.  He  served  a med- 
ical residency  at  Seton  Hab  College 
of  Medicine,  Jersey  City,  N.J.  and 
was  a fellow  in  cardiology  at  D.C. 
General  Hospital. 
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The  Beverly  Hills  Hospital 
The  Beverly  Hills  Clinic 


Acute  Psychiatric  Diagnostic  and  Treatment  Center 

☆ New  Outpatient  and  Hospital  Facilities  ☆ Beautiful  New  Buildings  On  a Secluded 
Scenic  and  Wooded  Site  ☆ Open  Cottage  System  and  Regulated  Intensive  Treatment 
Units  ☆ All  Established  Methods  of  Diagnosis  and  Treatment  Utilized.  ☆ 

PSYCHIATRY 
Joseph  L.  Knapp,  M.D. 

Jackson  H.  Speegle,  M.D. 

Fred  H.  Jordan,  M.D. 

Joseph  H.  Lindsay,  M.D. 

Jack  R.  Tomlinson,  M.D. 

1353  N.  Westmoreland  ★ Dallas  11,  Texas  ★ 331-8331 
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Federal  Grant  Requested 
For  OU  Dental  Building 

The  University  of  Oklahoma  Med- 
ical Center  has  filed  an  application 
for  a $7,799,333  federal  grant  for 
construction  of  a Dental  Clinical 
Sciences  Building,  Leonard  P.  Eliel, 
M.D.,  OU  Interim  executive  vice- 
president  for  medical  center  affairs, 
announced  recently. 

The  requested  money  plus  nearly 
$4  million  from  the  1968  state  bond 
issue  would  be  used  to  build  an  $11,- 
769,000  structure  designed  as  the 
home  of  Oklahoma’s  first  School  of 
Dentistry. 

Doctor  William  E.  Brown,  dean 
of  the  developing  OU  dental  school, 
said  the  Department  of  Health,  Ed- 
ucation, and  Welfare  sent  a site 
visit  committee  to  the  Medical  Cen- 
ter in  April  to  review  the  grant 
application. 

When  the  dental  clinical  sciences 
building  is  completed,  hopefully  in 
1975,  the  school  expects  an  enroll- 
ment of  nearly  500  persons  includ- 
ing future  dentists  in  the  four-year 
doctoral  program,  persons  in  ad- 
vanced training  to  become  dental 
specialists  and  teachers,  hygienists, 
assistants  and  laboratory  techni- 
cians, Doctor  Brown  said. 

The  first  24  students  will  be  ad- 
mitted to  the  School  of  Dentistry 
in  the  fall  of  1972.  Their  first  years 
of  training  will  be  in  temporary 
facilities. 

The  projected  Dental  Clinical 
Sciences  Building  will  be  a key 
project  in  the  Oklahoma  Health 
Center,  presently  under  construction 
in  and  around  the  University  of 
Oklahoma  Medical  Center. 

The  five-level  structure,  with 
112,901  square  feet  of  floor  space, 
will  be  located  at  the  east  edge  of 
the  Oklahoma  Health  Center  be- 


tween Kelley,  Stonewall,  NE  13 
and  NE  11  Streets,  in  close  prox- 
imity to  the  new  Student  Basic 
Science  Education  Building  and  the 
proposed  Health  Sciences  Library- 
Learning  Resources  Center  and  a 
Biomedical  Science  Building. 

Preliminary  drawings  — by  Mc- 
Cune-McCune  and  Associates,  Tulsa 
architects  and  engineers— provide 
clinical  operatories  for  patient  care 
(teaching  units  simulating  a dental 
office);  lecture  halls;  supporting 
laboratories;  oral  diagnosis,  radi- 
ology, pedodontic,  and  oral  surgery 
clinics  (including  a general  anes- 
thesia operating  suite  with  observa- 
tion and  recovery  rooms);  study 
carrels,  seminar  rooms  and  other 
student  space,  admitting  facilities ; 
and  faculty  and  administrative  of- 
fices. 

The  dental  clinical  sciences  build- 
ing application  is  the  second  filed 
by  OU  under  the  Health  Professions 
Educational  Assistance  Program  in 
order  to  build  facilities  for  the 
School  of  Dentistry. 

The  first  project,  a $1,700,000  top 
floor  dental  addition  to  the  Student 
Basic  Science  Education  Building 
which  opened  in  1970,  and  has  been 
approved  pending  availability  of 
funds. 

Planners  are  hopeful  the  basic 
science  building  addition  will  be 
funded  and  construction  completed 
in  time  to  accommodate  the  first  or 
second  class  of  students  admitted 
to  the  dental  school.  In  the  interim, 
arrangements  will  be  made  for  tem- 
porary facilities. 

School  of  Dentistry  headquarters 
now  are  at  636  NE  14,  a convert- 
ed residence  where  Dean  Brown 
and  a staff  of  four  have  their  of- 
fices. They  are  at  work  on  grant 
proposals,  curriculum  development, 
teaching  materials,  and  faculty  re- 


cruitment for  the  new  school.  The 
Oklahoma  Dental  Foundation,  an 
arm  of  the  Oklahoma  Dental  Asso- 
ciation, has  purchased  the  adjacent 
home  which  will  provide  temporary 
housing  for  the  dental  hygiene  pro- 
gram and  additional  space  for  the 
dental  school. 

Chiropractors  In 
Michigan  Blue  Shield 

Blue  Shield  of  Michigan  is  now 
forced  to  pay  for  chiropractic  serv- 
ices because  of  a new  law.  The  law, 
known  as  the  Chiropractic-Blue 
Shield  bill,  concludes  a ten-year 
struggle  by  the  Michigan  State 
Chiropractic  Association  to  get  the 
services  of  its  members  covered. 

Until  now  Blue  Shield  and  the 
Michigan  State  Medical  Society  had 
successfully  blocked  the  coverage  of 
cultists  services  even  though  the 
cultists’  patient  might  have  been  a 
Blue  Shield  subscriber. 

The  law  passed  the  Michigan  State 
Senate  by  a vote  of  35,  and  went 
through  the  Michigan  House  of  Rep- 
resentatives by  a vote  of  74  to  15. 
Michigan  chiropractors  hailed  the 
passage  of  the  bill  as  “a  step  for- 
ward in  relations  between  chiro- 
practors and  the  insurance  field 
and  between  chiropractors  and  the 
medical  profession.” 

Chiropractors  are  engaged  in  a 
nationwide  scheme  to  force  all  in- 
surance companies  to  pay  for  their 
services.  They  are  introducing  a 
so-called  “insurance  equality”  bill 
into  every  state  Legislatures.  Such 
a bill  is  currently  pending  before  the 
Oklahoma  Legislature.  The  bills 
simply  provide  that  the  insured  pa- 
tient may  choose  whatever  branch 
of  the  healing  arts  he  wishes  to  di- 
agnose and  treat  his  difficulty  and 
that  his  insurance  company  will  pay 
for  the  treatment. 


/ fdFiowe  \ 
/ v^ollege  i 

5415  N.  Pennsylvania 
Oklahoma  City,  Oklahoma  73112 

(across  from  Penn  Square) 

Area  Code  405  848-2888 

Professional  Placement  Service  exclusively  for  the  physician's  office 

\o  Iff  */ 

and  clinic. 

V f 

Medical  Assistants,  professionally  trained,  for  permanent  or  temporary 

employment. 

“ Founded  to  meet  the  demand  for  the 

No  fee. 

trained  professional  assistant." 

Call  Sue  Draughon,  administrator 
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DOCTOR,  WHAT  WILL  YOU  EARN? 

It  depends,  of  course,  on  your  age  and  annual  earnings,  but  the  amount  can  quite 
reasonably  exceed  $400,000. 

The  total  value  of  all  your  possessions— property,  savings,  cars  and  personal  belong- 
ings—is  only  a fraction  of  what  you  will  probably  earn  during  years  of  practice.  And  yet 
some  of  you  have  insured  these  things  and  left  your  earning  power  unprotected. 

Is  this  logical?  Not  when  you  can  participate  in  the  . . . 

O.S.M.A.  GROUP  DISABILITY  INCOME  PROGRAM 

Now  Available  to  members  of  the  OKLAHOAAA  STATE  MEDICAL  ASSOCIATION 
. . . gives  you  individual  coverage  at  low  group  rates. 

. . . offers  flexible  waiting  periods  at  your  option. 

. . . guarantees  you  an  income  when  you  are  disabled  from  an  accident  or  sickness. 

. . . offers  optional  Indemnity  from  $200.00  to  $800.00  per  month. 

. . . pays  for  lifetime  on  accident  and  up  to  age  65  on  sickness. 

For  Additional  Information,  call  or  write 

Terry  Banker  or  Rodman  A.  Frates 
C.  L.  FRATES  & COMPANY,  INC. 

4010  North  Youngs  P.  O.  Box  12446 

OKLAHOMA  CITY,  OKLAHOMA  73112 
Telephone  JA  8-7755 


DOES  THE  VERY  FINEST  ALWAYS  COST  MORE? 


Ninety-nine  times  out  of  a hundred,  you  do  pay 
more  for  the  finest  thing  in  its  field. 


But  there's  one  big  exception  . . . 

LIFE  INSURANCE  and  the  planning  it  takes. 


You  can  have  the  very  finest  agent  analyze  your 
needs  and  tailor  your  life  insurance  program— and 
it  won't  cost  you  one  penny  more. 

You  can,  in  fact,  have  the  man  from  Mass  Mutual. 


Supplement  your  OSMA  Group  Insurance  with  this  valuable  additional  coverage. 


WILSON  & WILSON,  Inc. 

General  Agent 

1470  First  Natl  Bldg.  - Tel.  CE  6-4681 
Oklahoma  City 


MASSACHUSETTS  MUTUAL 
LITE  INSURANCE  COMPANY 

SPRINGFIELD.  MASSACHUSETTS  • ORGANIZED  1851 
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Physicians  Over  70 
AMA  Dues  Exempt 

Physicians  over  70  years  of  age 
are  not  required  to  pay  dues  to  the 
American  Medical  Association  in 
order  to  belong  to  that  organization. 
Even  though  they  are  classified  as 
regular  members,  they  are  dues 
exempt. 

AMA  membership  rules  state  that 
physicians  over  70  years  of  age  may 
be  exempted  from  payment  of  AMA 
dues  by  their  state  association.  In 
this  classification  they  are  entitled 
to  all  rights  and  benefits  of  full 
AMA  membership  with  the  excepton 
that  they  shall  not  be  entitled  to 
receive  any  publication  of  the  as- 
sociation except  by  subscription. 

Regular  membership  in  the  AMA 
is  limited  to  those  members  of  the 
state  association  who  hold  a degree 
of  doctor  of  medicine  or  bachelor 
of  medicine,  or  who  hold  an  unre- 
stricted license  to  practice  medi- 
cine and  are  entitled  to  exercise  the 
rights  of  membership  in  their  state 
association,  including  the  right  to 
vote  and  hold  office,  as  determined 
by  their  state  associations. 

The  AMA  rules  contain  a number 
of  reasons  for  the  state  associations 
to  grant  dues  exemption  to  AMA 
members.  These  include  financial 
hardship,  illness,  intern  and  resi- 
dent training,  retired  from  active 
practice,  temporary  service  in  the 
armed  forces,  or  over  70  years  of 

age-  □ 

Physicians  and  Dentists 
Develop  Workshop 

Under  the  sponsorship  of  the 
Oklahoma  Regional  Medical  Pro- 
gram, physicians  and  dentists  from 
the  University  of  Oklahoma  Medi- 
cal Center  developed  a traveling 
workshop  on  “Cancer  of  the  Head, 
Neck,  and  Upper  Respiratory 
Tract.”  The  purpose  of  the  work- 
shop was  to  bring  the  latest  avail- 
able information  on  oral  and  upper 
respiratory  tract  cancer  to  Okla- 
homa physicians  and  dentists  who 
cannot  leave  their  practice  for  more 
than  one  day.  The  objective  was  to 


develop  a capability  for  local  phy- 
sicians and  dentists  to  detect  oral 
and  upper  respiratory  tract  cancer 
at  the  earliest  stage  .thus,  increas- 
ing the  patient’s  ability  for  survival. 

The  workshop  was  scheduled  for 
programs  in  Enid,  Ada,  Bartlesville, 
and  Lawton.  The  first  workshop 
was  held  on  February  19th,  1971  at 
the  Holiday  Inn,  Enid,  Oklahoma, 
Thirty-six  physicians,  dentists,  and 
their  auxiliaries  from  northwestern 
Oklahoma  attended. 

The  curriculum  was  organized  by 
Doctor  Albert  F.  Staples,  D.M.D., 
Ph.D.,  University  of  Oklahoma 
School  of  Dentistry.  The  faculty  was 
composed  of  eminently  qualified 
physicians  and  dentists  from  the 
University  of  Oklahoma  Medical 
Center. 

Muscular  Dystrophy 
Clinic  Open  in  Tulsa 

The  Northeastern  Oklahoma  Chap- 
ter of  Muscular  Dystrophy  Associa- 
tion of  America  has  announced  the 
opening  of  a clinic  specializing  in 
muscular  dystrophy  in  Tulsa.  Di- 
rector for  the  new  clinic  will  be 
Richard  C.  Gilmartin,  M.D. 

The  new  clinic  will  take  muscular 
dystrophy  referrals,  or  suspected 
cases,  from  anywhere  in  the  state 
of  Oklahoma.  It  will  offer  compre- 
hensive examinations  for  differential 
diagnosis,  including  pertinent  lab- 
oratory tests.  Other  services  will 
include  competent  medical  advice 
on  special  problems  for  patients  with 
dystrophy  and  related  diseases, 
physical  therapy  treatments,  ge- 
netic counseling  to  families,  and  as- 
sistance with  personal  and  family 
problems. 

While  the  clinic’s  primary  purpose 
will  be  to  provide  differential  diag- 
nosis and  therapy,  its  existence  of- 
fers the  opportunity  for  studies 
which  would  be  difficult  to  initiate 
without  the  availability  of  a large 
patient  population. 

The  out-patient  clinic  is  located 
in  the  Children’s  Medical  Center, 
4818  South  Lewis,  in  Tulsa.  Q 


Memorial  Fund 
Established  To  Honor 
Maxwell  Johnson 

In  recognition  of  Doctor  Maxwell 
A.  Johnson’s  contributions  to  medi- 
cine and  to  the  community  during 
his  lifetime,  a memorial  scholarship 
fund  has  been  created  in  his  name. 
It  will  be  administered  by  the  Schol- 
arship Fund  of  the  Tulsa  County 
Medical  Society. 

This  scholarship  will  be  given  an- 
nually to  a deserving  and  needy 
student  of  medicine,  nursing  or  an 
allied  medical  science  to  assist  in 
his  education.  Contributions  are 
tax  deductible.  The  family  of  Doc- 
tor Johnson  will  be  advised  of  the 
name  and  address  of  each  donor. 

Doctor  Johnson  died  February 
23rd  in  Tulsa. 

Doctor  Johnson’s  lifetime  of  serv- 
ice to  his  patients  and  his  com- 
munity made  him  a beloved  per- 
son. He  was  tireless  in  his  profes- 
sional, church  and  civic  activities. 
He  served  as  President  of  the  Okla- 
homa State  Medical  Association  and 
the  Tulsa  County  Medical  Society 
and  in  numerous  other  professional, 
hospital,  and  educational  posts.  He 
was  one  of  the  founders  of  the  Doc- 
tors in  Asia  project  for  the  First 
Presbyterian  Church. 

Persons  wishing  to  contribute  to 
the  scholarship  fund  may  send  their 
checks  to:  Maxwell  A.  Johnson  Me- 
morial Scholarship  Fund,  Tulsa 
County  Medical  Society,  104  Utica 
Square  Medical  Center,  Tulsa,  Okla- 
homa 74114.  Please  make  checks 
payable  to:  Scholarship  Fund  of  the 
Tulsa  County  Medical  Society.  Q 


MEDICAL  SPACE 
AVAILABLE 

3,850  square  feet,  medical  office 
space  available  July  1st,  in  midtown 
Oklahoma  City.  Ample  parking.  X-ray 
and  laboratory  rooms.  Close  to  three 
large  hospitals.  Will  remodel  if  de- 
sired. Contact: 

J.  R.  FULTON  & CO. 

Realtors 

424-3397 
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Editor,  Oklahoma  State 

Medical  Journal 

P.O.  Box  18696,  Shartel  Station 
Oklahoma  City,  Oklahoma  73118 
Dear  Sir: 

Oklahoma  physcians  were  recent- 
ly “given  a prescription  for  their 
ills”  by  the  Stewart  Wolf  lecturer, 
Franz  Ingelfinger,  editor  of  a med- 
ical journal.  Doctor  Ingelfinger 
stated  that  doctors  would  function 
better  in  group  and  clinic  practice 
rather  than  private  practice.  His 
principle  reason  was  that  more  time 
would  be  available  for  study  and 
research. 

A number  of  fallacies  come  to 
mind  in  refutation  of  this  current 
federal  bureaucratic  campaign  to 
control  medical  care  in  our  nation. 
To  identify  the  pressures  toward 
institutional  practice  it  is  to  be  re- 
called that  the  federal  government 
has  offered  subsidies  to  “rich”  phy- 
sicians wishing  to  establish  big 
clinics.  Those  functions  the  gov- 
ernment wishes  to  control  it  sub- 
sidizes, or  conversely,  those  private 
functions  accepting  public  subsidies 
become  federally  controlled. 

Those  who  are  encouraging  insti- 
tutional practice  are  usually  found 
to  be  persons  who  do  not  have  a 
practice  such  as  Doctor  Inglefinger 
or  non-physicians.  We  who  are  in 
active  private  practice  (recently 
reported  as  1931  out  of  2185  physi- 
cians in  the  Oklahoma  State  Med- 
ical Association)  and  have  also 
worked  in  group  and  government 
medicine  are  well  aware  of  the  fact 
that  group  and  government  medi- 
cine is  much  more  expensive:  is 
more  time  consuming  and  a less 
satisfying  relationship  between  the 
physician  and  the  patient:  is  less 
likely  to  encourage  preventive  med- 
icine: is  actually  less  conducive  to 
postgraduate  medical  study;  pro- 
vides a narrower  scope  of  consul- 
tations and  cooperation  and  de- 


mands a more  rigid  schedule  for 
its  physicians. 

Group  and  institutional  practice 
embodies  all  of  the  difficiencies  of 
any  controlled  cooperative  enter- 
prise, encouraging  less  individual 
responsibility  on  the  part  of  its  par- 
ticipants. The  inanimate  govern- 
ment, hospital  or  clinic  becomes  re- 
sponsible to  the  patient  and  not  the 
individual  physician.  The  individual 
physician  finds  the  protective  man- 


tle of  the  government  or  institution 
quite  comforting  and  sheltering 
from  many  individual  responsibili- 
ties. How  far  down  the  road  of 
elimination  of  individual  responsi- 
bility must  we  go  before  we  realize 
the  lethal  end  of  the  road  experi- 
enced by  countless  nations  of  the 
past? 

Very  truly  yours, 

J.  RAYMOND  STACY,  M 
JRS/nmu 


DEATHS 


W.  TOM  JOHNSON.  JR..  M.D. 

1921-1971 

A 49-year-old  Oklahoma  City,  general  surgeon,  W.  Tom  John- 
son, M.D.,  died  April  11th,  1971,  in  Oklahoma  City.  Born  in  Mus- 
kogee, Oklahoma,  Doctor  Johnson  received  his  medical  degree 
from  the  University  of  Oklahoma  School  of  Medicine  in  1954. 

Doctor  Johnson  was  a member  of  the  Southwestern  Surgical 
Society  and  the  Oklahoma  City  Clinical  Society. 


EARL  W.  MABRY,  M.D. 

1882-1971 

Earl  W.  Mabry,  M.D..  a long-time  Altus  physician,  died  in 
Clinton,  March  26th,  1971.  A pioneer  physician  of  Jackson  Coun- 
ty, he  was  born  in  Gainsville,  Tennessee  and  graduated  from  the 
University  of  Nashville  Medical  Department  in  1907.  His  prac- 
tice was  established  in  Altus  in  1923. 

For  over  a half  century  of  service  to  his  profession  and  hu- 
manity, Doctor  Mabray  was  presented  a Fifty  Year  Pin  from  the 
OSMA  in  1959  and  in  1961  he  became  an  Honorary-Life  Member 
of  the  association. 


STACY  C.  THOMPSON,  M.D. 

1889-1971 

Retired  Guthrie  physician,  Stacy  C.  Thompson,  M.D.,  died 
March  3rd,  1971.  Born  in  Kilgore,  Texas  in  1889,  Doctor  Thomp- 
son received  his  medical  education  from  Meharry  Medical  Col- 
lege in  Nashville,  Tennessee.  In  1920,  he  began  his  practice  in 
Guthrie,  Oklahoma.  He  was  a member  of  the  Oklahoma  Public 
Health  Association  and  the  American  Public  Health  Association. 


HUGH  B.  O’NEIL.  M.D, 

1913-1971 

A 57-year-old  Vinita  physician,  Hugh  B.  O’Neil,  M.D.,  died 
February  6th,  1971  in  Vinita.  He  was  graduated  from  North- 
western University  School  of  Medicine  in  1937.  Following  prac- 
tice in  Wisconsin,  Colorado  and  Texas,  Doctor  O’Neil  came  to 
Vinita  in  1962.  Certified  by  the  American  Board  of  Internal 
Medicine,  Doctor  O’Neil  was  a member  of  the  American  Acad- 
emy of  Neurology. 
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BOOK  REVIEWS 


TREATMENT  OF  INJURIES  TO 
ATHLETES.  By  Don  H.  O’Don- 
oghue,  M.D.  Cloth,  715  pp.  W.  B. 
Saunders  & Co.,  Philadelphia. 
$23.80. 

The  second  edition  of  “Treatment 
of  Injuries  to  Athletes”  is  a revision 
of  an  already  excellent  medical  book 
on  a subject  that  has  not  had  enough 
coverage. 

Although  this  book  discusses  many 
specific  injuries  it  is  basic  enough 
for  any  practitioner  of  medicine, 
seeing  any  type  of  athletic  injury. 

It  begins  with  the  general  prin- 
ciples of  treatment,  as  well  as  the 
prevention  of  athletic  injuries  to  the 
individual  player,  including  the  in- 
volvement of  his  environment  and 
his  equipment.  One  part  is  devoted 
to  general  principles  of  treatment 
involving  any  part  of  the  body,  along 
with  the  proper  time,  place  and 
manner  of  making  an  examination. 

The  majority  of  the  book  then 
deals  with  specific  injuries  to  spe- 
cific areas,  with  sections  in  all  ma- 
jor portions  of  the  body,  including 
special  chapters  on  the  head  and 
hand.  Both  minor  and  major  in- 
juries are  covered  in  each  specific 
area,  after  first  discussing  its  ana- 
tomical consideration.  Marvin  K. 
Margo,  M.D. 

IMMUNOLOGY  OF  MALIGNANT 
DISEASE.  By  Jules  E.  Harris,  As- 
sistant Professor  of  Medicine,  Uni- 
versity of  Ottawa,  Ottawa,  Canada 
and  Joseph  G.  Sinkovics,  M.D., 
Associate  Professor  of  Medicine 
and  Chief,  Section  of  Clinical  Vi- 
rology and  Immunology,  Univer- 
sity of  Texas,  M.  D.  Anderson 
Hospital,  Houston,  Texas.  First 
edition.  Cloth,  251  pp.,  St.  Louis: 
The  C.  V.  Mosby  Company,  1970. 
$15.00. 

During  the  previous  decade,  can- 
cer therapy  has  been  influenced  by 
cellular  kinetics.  It  would  appear 
that,  during  the  next  decade,  cancer 
therapy  will  be  strongly  influenced 
by  tumor  immunology.  As  such, 
The  Immunology  of  Malignant  Dis- 
ease by  Harris  and  Sinkovics  is 


very  timely  and,  fortunately,  very 
up  to  date.  This  book  is  recom- 
mended to  any  reader  who  is  rela- 
tively familiar  with  the  terminology 
and  concepts  of  immunology.  It  is 
a welcome  review  of  immune  re- 
actions to  malignant  diseases.  The 
chapter  on  experimental  animal 
tumor  immunology  emphasizes  vir- 
al-induced tumors.  Harris’  excellent 
chapter  on  the  immune  deficiency 
states  associated  with  human  ma- 
lignant diseases  is  recommended  to 
all  clinicians  caring  for  patients  with 
Hodgkin’s  disease,  multiple  mye- 
loma, or  the  leukemias.  The  book 
also  includes  a brief  chapter  on 
immuno-suppressive  therapy. 

There  are  few  illustrations  and 
little  data  are  reviewed  in  depth. 
The  authors  have  chosen  to  cite 
recent  references  which  emphasize 
the  current  state  of  advancement 
in  tumor  immunology.  As  such, 
there  is  very  little  historical  per- 
spective in  this  review  of  immunol- 
ogy. The  book  has  an  extremely 
inadequate  index,  limiting  its  use- 
fulness as  a reference  text.  The 
authors  and  the  publisher  are  to 
be  congratulated  for  producing  a 
book  in  September  of  1970  that  in- 
cludes references  published  in  April 
of  1970.  G.  Bennett  Humphrey,  M.D. 


AMERICAN  INDIAN  MEDICINE, 
by  Virgil  J.  Vogel.  583  pp.,  Uni- 
versity of  Oklahma  Press.  $12.50. 

The  author  says  that  the  purpose 
of  his  book  is  to  show  the  effect  of 
Indian  medicinal  practices  on  white 
civilization,  but  actually  it  does 
much  more  than  that.  It  discusses 
Indian  theories  of  disease  and  meth- 
ods of  combating  disease,  and  even 
goes  into  the  question  of  which  dis- 
eases were  indigenous  and  which 
were  brought  to  the  Indian  by  the 
white  man.  Of  special  interest  to 
persons  in  the  medical  professions 
is  the  list  of  Indian  drugs  that  have 
been  accepted  in  the  Pharmacopeia 
of  the  United  States  and  the  Nation- 
al Formulary. 


THE  STORY  OF  FRITZ  HABER, 

by  Morris  Goran.  212  pp.,  Uni- 
versity of  Oklahoma  Press.  $5.95. 
Winner  of  the  Nobel  Prize  in 
chemistry  for  1918,  German  chemist 
Fritz  Haber  was  at  the  center  of 
the  scientific  awakening  during  the 
early  twentieth  century.  He  helped 
to  keep  mankind  from  starving  by 
his  discovery  of  nitrogen  fixation, 
and  this  contribution  was  vastly 
more  significant  for  his  time  than 
the  achievements  of  even  Planck  or 
Einstein.  On  the  other  hand,  he 
was  responsible  for  the  development 
of  the  poison  gas  of  World  War  I. 
His  achievements  did  not  keep  the 
Nazis  from  persecuting  him  along 
with  the  rest  of  the  German  Jews 
and  he  was  forced  into  exile.  The 
fact  remains  that  he  was  a great 
scientist,  and  this  book  is  not  only 
a biography  but  a record  of  his 
scientific  methods  and  discoveries. 

PIONEER  DOCTOR,  by  Lewis  J. 
Moorman.  252  pp.,  University  of 
Oklahoma  Press.  $5.95. 

Doctor  Moorman  was  a pioneer 
doctor  in  more  ways  than  one.  Not 
only  did  he  pioneer  in  Oklahoma 
Territory  in  1901  (losing  out  in  the 
Kiowa-Comanche  land  lotteries  of 
1901),  but  he  also  pioneered  in  the 
sanatorium  method  of  treatment  of 
tuberculosis.  The  latter  earned  him 
a world- wide  reputation.  He  tells 
his  own  story  in  engaging  fashion, 
from  his  student  days  at  the  Louis- 
ville Medical  College  through  his 
horse-and-buggy  days  on  the  Okla- 
homa plains,  to  his  work  with  tu- 
berculosis and  in  the  University  of 
Oklahoma  School  of  Medicine.  This 
account  is,  in  short,  the  human 
story  of  half  a century  of  medical 
practice,  extending  from  frontier 
practice  to  metropolitan  practice  in 
a time  when  medicine  itself  was 
passing  from  simplicity  to  com- 
plexity. Edward  A.  Shaw 

HEALTH-SEEKERS  IN  THE 
SOUTHWEST,  1817-1900,  by  Billy 
M.  Jones.  254  pp.,  University  of 
Oklahoma  Press.  $6.95. 

Modern  as  the  health  resorts  in 
the  Southwest  may  be,  the  idea  be- 
hind them  is  not.  In  the  nineteenth 
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century  the  climatic  appeals  of  the 
Southwest  were  so  strong  that  near- 
ly one  out  of  four  of  all  permanent 
settlers  was  a health-seeker.  This 
book  is  a full  account  of  the  large- 
scale  movement  westward  to  escape 
the  “bad  air”  of  the  East  and  to 
seek  a cure  in  the  pure  dry  air  of 
the  southwestern  plains  and  moun- 
tains— in  Colorado,  Arizona,  and 
Texas,  for  example.  The  legend  of 
“the  health  frontier”  is  interesting 


and  important  in  the  settlement  of 
the  Southwest.  Edward  A.  Shaw 

MEDICAL  BIOGRAPHIES:  THE 

AILMENTS  OF  THIRTY-THREE 
FAMOUS  PERSONS,  by  Philip 
Marshall  Dale,  M.D.  260  pp.,  Uni- 
versity of  Oklahoma  Press.  $5.95. 
This  volume  combines  with  un- 
usual success  biography  and  medi- 
cal science:  The  ills  of  a select 
group  of  famous  and  accomplished 
persons  discussed  in  the  light  of 
modern  medical  knowledge.  It  is, 
in  effect,  a long-delayed  and  lively 


post  mortem.  The  notables  extend 
from  Christopher  Columbus  to  Rob- 
ert Louis  Stevenson,  with  such  il- 
lustrious persons  as  Henry  VIII, 
Andrew  Jackson,  John  Keats,  and 
Grover  Cleveland  in  between.  The 
connection  between  tuberculosis  and 
genius  has  long  been  discussed,  but 
how  many  historians  have  consid- 
ered the  effect  on  Napoleon  of  his 
peptic  ulcer?  Doctor  Dale’s  diag- 
noses are  interesting  and,  in  a sort 
of  macabre  way,  fun  to  read.  Ed- 
ward A.  Shaw 


Miscellaneous  Advertisements 


FOR  SALE:  Complete  office  fur- 
nishings including  electrocardio- 
gram equipment.  Contact  R.  Q. 
Goodwin,  M.D.,  524-2061. 

TWO  GENERAL  PRACTITION- 
ERS needed  for  clinic  associated 
with  45-bed  hospital;  town  of  ap- 
proximately 7,000  population  with 
large  trade  area,  principally  an  in- 
dustrial community.  Telephone  918 
652-3337. 

DILLON,  COLORADO  — Luxury 
condominum  on  lake,  sleeps  six,  au- 
tomatic kitchen,  two  bedrooms,  two 
bathrooms,  fireplace,  magnificent 
view.  Maid  service.  Ski  Arapahoe, 
Keystone,  Vail,  Loveland  and  Breck- 
enridge.  Summer — fishing,  sailing, 
pool,  tennis.  $60.00  nightly  for  six, 
less  by  week.  S.  C.  Perceful,  M.D., 
3535  South  Lafayette,  Englewood, 
Colorado  80110.  Phone  303  781-7824. 


PHYSICIANS  NEEDED:  GP,  pe- 
diatrician, obstetrician,  for  new  six- 
physician  clinic  near  expanding 
hospital  in  Edmond,  Oklahoma. 
Rapidly  growing  suburban  practice 
near  Oklahoma  City.  Possible  sal- 
ary or  partnership  arrangement. 
Contact  John  L.  Hackney,  M.D.,  120 
North  Bryant,  Edmond,  Oklahoma. 
1-405-341-2233. 

SENIOR  GENERAL  SURGICAL 
RESIDENT  with  family  seeking  a 
locums  tenens  position  for  all  or 
part  of  July,  1971,  in  general  prac- 
tice or  general  surgical  practice. 
Experienced  in  practice  coverage 
and  emergency  room  medicine.  Re- 
ply to  Key  F.,  The  Journal,  Okla- 
homa State  Medical  Association, 
601  N.W.  Expressway,  Oklahoma 
City,  Oklahoma  73118. 


ARKANSAS-PSYCHIATRY  RESI- 
DENCY in  an  excellent,  dynamic 
diversified,  non-obligated  UNIVER- 
SITY program.  Stipends:  $11,000- 

$14,000  plus  fringe  benefits.  Write 
Wm.  G.  Reese,  M.D.,  4301  W.  Mark- 
ham (Slot  506),  Little  Rock,  Arkan- 
sas 72201.  Phone  501  664-5000. 


EXCELLENT  GENERAL  PRAC- 
TICE OPPORTUNITY  in  community 
which  needs  several  additional  phy- 
sicians. Desire  to  retire  soon.  Near- 
ly new  clinic  for  sale  or  lease;  in- 
cludes laboratory,  x-ray,  physio-ther- 
apy, pharmacy,  and  necessary  space 
to  accommodate  two  physicians. 
Contact  Russel  W.  Lewis,  M.D.,  1901 
West  Broadway,  Sulphur,  Oklahoma 
73086.  □ 
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Oklahoma  State  Medical  Association 


Choose 

the  smooth  road 


to  thyroid 

replacement  therapy 


As  your  hypothyroid 
patients  travel 
along  the  smooth 
road,  let  us  be 
of  service  in  these 
4 specific  ways: 


****** 


I FREE  FILM  AND 
BOOK  ON  HYPO- 
THYROIDISM: In 
a 30-minute,  16-mm. 
sound/color  film,  5 
prominent  endocri- 
nologists discuss 
“Thyroid  Deficiency — 
Current  Concepts  of 
Diagnosis  and 
Treatment”.  Film 
available  on  FREE 
loan  to  physician 
groups  or  hospitals. 

A new  book,  soon  to 
be  published,  is 
devoted  to  the 
clinical  aspects  of 
hypothyroidism.  The 
author,  a leading 
endocrinologist, 
describes  the  many 
faces  of  the  condition 
and  emphasizes  the 
importance  of  clinical 
assessment  of  the 
patient.  Write,  or  ask 
your  Flint  man,  to  be 
placed  on  our  list  to 
receive  a free  copy. 


\ NEW  THYROID 
FUNCTION  TEST 
BOOK:  Newly 
published  Guideposts 
to  Thyroid  Therapy 
discusses  the  tests 
most  appropriate  for 
use  with  each  type  of 
thyroid  medication. 
Fully  describes 
thyroid  function  tests 
and  places  their 
relative  values  in 
perspective  for 
physicians.  It  will 
give  you  valuable  new 
insights  into  the  role 
of  these  tests  in 
diagnosis  and 
treatment.  FREE — 
ask  your  Flint  man. 


3 TO  START 
THERAPY,  FREE 
TAB-MINDER 
dispensing  units,  color- 
coded  to  match  colors 
of  SYNTHROID 
tablets  in  starting 
dosage  strengths. 
TAB-MINDER  helps 
patients  to  regularly 
take  the  thyroid 
dosage  you  prescribe, 
avoid  medication 
errors.  Ask  your 
Flint  man. 


FREE 

MEDICATION  DISPENSERS 

TO  START  ALL  YOUR  PATIENTS  ON 
SYNTHROID,  IN  THESE  STRENGTHS: 
0.05mg.(white):0.1  mg. (yellow); 
0.15  mg.  (violet);  0.2  mg.  (pink). 


4 SYNTHROID® 
INJECTION  FOR 
THYROID 
EMERGENCIES: 
Whenever  (as  in 
myxedema  coma) 
rapid  replacement  of 
thyroid  hormone  is 
needed  to  sustain  life, 
prompt  clinical 
response  is  essential. 
SYNTHROID 
INJECTION  makes 
this  therapy  instantly 
available.  Useful  also 
in  postoperative 
thyroid  medication 
situations  until  oral 
therapy  can  be 
reinstated.  Ask  your 
Flint  man  for  further 
information. 


LABORATORIES 


FLINT 


DIVISION  OF  TRAVENOL  LABORATORIES.  INC, 

Morton  Grove,  Illinois  60053 


A time  of  circulatory  stress 


DOXIDaN 


To  relieve  constipation 
during  pregnancy  . . . 


The 

Logical 

Laxative 


Doxidan  gently  relieves  constipation  in  prepartum 
or  postpartum  patients  and  reduces  the  hemody- 
namic burdens  of  straining  at  stool. 


gently  ...  a highly  effective  fecal  softener 
predictably  ...  a gentle  peristaltic  stimulant 
economically  . . . Doxidan  costs  less  per  effective  dose* 


"based  on  actual  drug  store  survey  of 
prescribed  dosages. 


Composition:  Each  capsule  contains  50  mg. 
danthron  N.F.  and  60  mg.  dioctyl  calcium  sulfo- 
succinate. 

Dosage:  Adults  and  children  over  12— one  or  two 
capsules  daily.  Give  at  bedtime  for  two  or  three  days 
or  until  bowel  movements  are  normal. 


Supplied:  Bottles  of  30,1 00  (FSN  6505-074-31 69) 
and  1 000  (FSN  6505-890-1 247). 


DOXIDaN  The  Logical  Laxative 

HOECHST 


PHARMACEUTICAL  CO. 
Somerville,  N.J.  08876  U.S.A. 


C-143 


Yes,  Kolantyl. 

Kolantyl  Gel/  Wafers  contain 

aluminum  hydroxide/magnesium  hydroxide, and 

Bentyl1  (dicyclomine  hydrochloride)  too. 


^Merrell^ 


The  Wm.  S.  Merrell  Company 
Division  of  Richardson-Merrell  Inc. 
Cincinnati,  Ohio  45215 


& 


0*2572  <21721 


TepanirTen-ta 

(continuous  release  form) 


(diethylpropion  hydrochloride, N.F.) 


When  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
tess.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
this  drug;  in  emotionally  unstable  patients  susceptible  to  drug  abuse. 

Warning:  Although  generally  safer  than  the  amphetamines,  use  with  great  caution  in 
patients  with  severe  hypertension  or  severe  cardiovascular  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleasant symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
in  relatively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  it  may 
occasionally  cause  CNS  effects  such  as  insomnia,  nervousness,  dizziness,  anxiety. 


and  jitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  a few  epileptics 
an  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio- 
vascular effects  reported  include  ones  such  as  tachycardia,  precordial  pain, 
arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  a healthy  young  male  after  ingestion  of 
diethylpropion  hydrochloride,-  this  was  an  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash, 
urticaria,  ecchymosis,  and  erythema.  Gastrointestinal  effects  such  as  diarrhea, 
constipation,  nausea,  vomiting,  and  abdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow 
depression,  agranulocytosis,  and  leukopenia.  A variety  of  miscellaneous  adverse 
reactions  have  been  reported  by  physicians.  These  include  complaints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  tablet 
daily,  swallowed  whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  If  desired,  an  additional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  age  is  not 
recommended.  T-107/4/71/u.s  patent  no.  3.001.910 


THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSONMERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully  — 
gratefully — with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information  — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  intestinal  cramps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSONMERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 


Quinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 


this  space:  contributed  by  the  publisher  as  a public  service 


With  the  steady 
improvement  in  the 
therapy  of  cancer,  and 
consequent  increase  in 
the  number  of  5-year 
survivals,  our  programs 
reflect  increasing 
concern  with  the  future 
of  the  cancer  patient— 
with  the  quality  of  his 
survival. 

High  priority  is 
being  given  to  the 
rehabilitation  of  cancer 
patients— those  having 
had  mastectomies, 
colostomies,  laryngec- 
tomies, amputations, 
and  other  drastic 
treatments  for  cancer. 


Our  ‘‘Reach  to 
Recovery”  program  is 
a dramatic  example. 
This  program  helps  the 
physician  meet  many 
special  needs  of  the 
postmastectomy 
patient  on  the  road  to 
total  recovery.  Patients 
receive  psychological 
reassurance  and 
practical  help  from 
women  who  have  had 
the  same  surgery. 

The  laryngectomee 
also  receives  the  benefit 
of  our  rehabilitation 
program.  Supported 


by  the  Society,  the 
International  Associa- 
tion of  Laryngectomees, 
through  its  local  IAL 
clubs,  provides  such 
services  as  individual 
and  group  speech 
therapy,  psychological 
counseling,  visits  to  new 
patients,  safety  training, 
public  education  and 
social  activities. 


Our  rehabilitation 
programs  not  only  give 
heart  and  helpto 
patients  but  provide  the 
physician  with  vital  aids 
necessary  to  improve 
the  quality  of  survival. 


American  Cancer 


Society^ 


Efudex 

(fluorouracil) 

cream  solution 


In  the  treatment  of 
solar/actinic  keratoses  - 

An  alternative 
to  cold,  fire  and  steel 


2/23/68 

Before  treatment  with  5%  5-FU  cream. 
Patient  R.  G.,  78  years  old,  shows 
extensive  skin  changes  due  to  weathering 
and  severe  solar/ actinic  keratoses. 


3/26/68 

Following  one  month  of  therapy.  Intense 
erythematous  reaction  is  seen  at  sites  of 
keratoses.  Normal  skin  has  not  reacted. 
Some  areas  which  had  reacted  initially 
have  undergone  healing  despite  continued 
topical  application  of  5%  5-FU. 


6/11/68 

Ten  weeks  after  discontinuance  of 
therapy.  All  areas  have  healed  completeh 
Residual  mild  erythema  remains  in  some 
areas.  This  patient  also  had  seborrheic 
keratoses  which,  as  expected,  have  not 
reacted.  There  is  no  evidence  of  residual 
lesions  or  recurrences. 


An  alternative 
to  conventional  therapy 

Efudex  (fluorouracil)  offers  the  physician  a 
topical  alternative  to  cryosurgery,  electrodesiccation 
and  cold-knife  surgery  in  the  treatment  of  solar/ actinic 
keratoses.  It  is  effective,  comparatively  inexpensive  and 
especially  well  suited  for  treatment  of  these  multiple 
lesions.  Important,  too,  is  the  highly  desirable  cosmetic 
result.  Clinical  experience  demonstrates  that  treatment 
with  Efudex  results  in  an  extremely  low  incidence  of 
scarring.* 

Highly  effective 

In  clinical  trials,  depending  on  the  dosage  form 
and  strength  used,  complete  involution  occurred  in 
77  to  88  per  cent  of  lesions  following  treatment.  The 
rate  of  recurrence  was  low,  ranging  from  1.7  to  5.6  per 
cent  up  to  a year  after  completion  of  therapy.  When 
new  lesions  appeared,  repeated  courses  of  Efudex 
therapy  proved  effective.* 

Predictable 
therapeutic  response 

Two  to  four  weeks  constitutes  a typical  course 
of  Efudex  therapy.  The  response  is  usually  characteris- 
tic and  predictable.  After  three  or  four  days  of  treat- 
ment, erythema  begins  to  appear  in  the  area  of  keratoses. 
This  is  followed  by  an  intense  inflammatory  response, 
scaling  and  occasionally  moderate  tenderness  or  pain. 
The  height  of  the  inflammatory  reaction  generally  occurs 
two  weeks  after  the  start  of  therapy,  and  then  begins 
to  subside  as  treatment  is  stopped.  Within  two  weeks  of 
discontinuing  medication,  the  inflammation  is  usually 
gone.  A mild  erythema  may  remain  for  two  or  three 
months  before  gradually  receding.  Since  this  response 
is  so  predictable,  lesions  which  do  not  respond 
should  be  biopsied. 

Two  strengths— two 
dosage  forms 

Efudex  is  available  as  a 2%  or  5%  solution  or 
as  a 5%  cream.  It  is  applied  twice  daily  by  the  patient 
with  a nonmetal  applicator  or  suitable  glove. 

Before  prescribing  Efudex,  however,  two  im- 
portant considerations:  First,  please  consult  the  com- 
plete prescribing  information  for  precautions,  warnings 

*Data  on  file,  Hoffmann  - La  Roche  Inc.,  Nutley,  New  Jersey. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N J 07110 


and  adverse  reactions.  Second,  advise  the  patient  that 
treated  lesions  should  respond  with  the  characteristic 
but  transient  inflammation.  A positive  sign  that  Efude> 
is  working  for  them. 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 

Contraindications:  Patients  with  known  hypersensitivity 
to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used  may  increase 
inflammatory  reactions  in  adjacent  normal  skin.  Avoid 
prolonged  exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash  hands 
immediately.  Apply  with  care  near  eyes,  nose  and  mouth. 
Lesions  failing  to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local— pain,  pruritus, 
hyperpigmentation  and  burning  at  application  site  most 
frequent;  also  dermatitis,  scarring,  soreness  and  tenderness. 
Also  reported— insomnia,  stomatitis,  suppuration,  scaling, 
swelling,  irritability,  medicinal  taste,  photosensitivity, 
lacrimation,  leukocytosis,  thrombocytopenia,  toxic  granulation 
and  eosinophilia. 

Dosage  and  Administration : Apply  sufficient  quantity 
to  cover  lesion  twice  daily  with  nonmetal  applicator  or  suitable 
glove.  Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Efudex  Solution,  10-ml  drop  dispensers  — 
containing  2%  or  5%  fluorouracil  on  a weight/ weight  basis, 
compounded  with  propylene  glycol,  tris(hydroxymethyl)- 
aminomethane,  hydroxypropyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Efudex  Cream,  25-Gm  tubes  — containing  5%  fluorouracil 
in  a vanishing-cream  base  consisting  of  white  petrolatum, 
stearyl  alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 


new 

Efudex 

(fluorouracil) 

cream/solution 


Dicarbosil 

ANTACID 

Your  ulcer  patients  and 
others  will  confirm  it.  Specify 
DICARBOSIL  144's-144  tab- 
lets in  12  rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis.  Missouri  63102 


SOUTHWEST  REGIONAL 
POISON  CONTROL  CENTER 

Free  toxicological  consultation  and  infor- 
mation on  medicinal  and  commercial  products 
is  available  by  phone  when  your  patients  are 
poisoned.  Center  is  open  24  hours  each  day, 
seven  days  a week,  with  professionally 
trained  staff  present.  Call  area  code  713, 
SO  5-1420,  SO  5-2408  or  765-1011  Univer- 
sity of  Texas  Medical  Branch,  Galveston, 
Texas  77550.  Supported  by  PHS-CPF- 
69-21. 
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Brief  Summary  of  Prescribing  Information- 

9-9/22/ 69.  For  complete  information  consult 
Official  Package  Circular. 

Indications:  Essential  hypertension.  Use  cau- 
tiously in  patients  with  renal  insufficiency, 
particularly  if  they  are  digitalized. 
Contraindications:  Anuria,  oliguria,  active 
peptic  ulceration,  ulcerative  colitis,  severe  de- 
pression or  hypersensitivity  to  its  components 
contraindicates  the  use  of  Salutensin. 
Warnings:  Small-bowel  lesions  (obstruction, 
hemorrhage,  perforation  and  death)  have 
occurred  during  therapy  with  enteric-coated 
formulations  containing  potassium,  with  or 
without  thiazides.  Such  potassium  formula- 
tions should  be  used  with  Salutensin  only 
when  indicated  and  should  be  discontinued 
immediately  if  abdominal  pain,  distension, 
nausea,  vomiting  or  gastrointestinal  bleeding 
occurs.  Use  cautiously,  and  only  when  deemed 
essential,  in  fertile,  pregnant  or  lactating  pa- 
tients. Use  in  Pregnancy:  Thiazides  cross  the 
placenta  and  can  cause  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia, 
altered  carbohydrate  metabolism  and  possibly 
electrolyte  disturbances.  Fatal  reactions  may 
occur  with  reserpine  during  electroshock 
therapy;  discontinue  Salutensin  2 weeks  be- 
fore such  therapy.  Increased  respiratory 
secretions,  nasal  congestion,  cyanosis  and 
anorexia  may  occur  in  infants  born  to  reser- 
pine-treated  mothers. 

Precautions:  Azotemia,  hypochloremia,  hypo- 
natremia, hypochloremic  alkalosis  and  hypo- 
kaliemia  (especially  with  hepatic  cirrhosis 
and  corticosteroid  therapy)  may  occur,  par- 
ticularly with  pre-existing  vomiting  and  diar- 
rhea. Potassium  loss  or  protoveratrine  A may 
cause  digitalis  intoxication.  Potassium  loss 
responds  to  potassium-rich  foods,  potassium 
chloride  or,  if  necessary,  discontinuation  of 
therapy.  Stop  therapy  if  protoveratrine  A 
induces  digitalis  intoxication.  Serum  am- 
monia elevation  may  precipitate  coma  in 
precomatose  hepatic  cirrhotics.  Discontinue 
therapy  2 weeks  before  surgery  or  if  myo- 
cardial irritability,  progressive  azotemia  or 
severe  depression  occur.  Exercise  caution  in 
patients  with  chronic  uremia,  angina  pec- 
toris, coronary  thrombosis  or  extensive  cere- 
bral vascular  disease  or  bronchial  asthma  and 
in  those  with  a history  of  peptic  ulceration  or 
bronchial  asthma;  in  post-sympathectomy  pa- 
tients; in  patients  on  quinidine;  and  in  pa- 
tients with  gallstones,  in  whom  biliary  colic 
may  occur.  Patients  who  have  diabetes 
mellitus  or  who  are  suspected  of  being  pre- 
diabetic should  be  kept  under  close  observa- 
tion if  treated  with  this  agent. 

Adverse  Reactions:  Hydroflumethiazide:  Skin 
rashes  (including  exfoliative  dermatitis),  skin 
photosensitivity,  urticaria,  necrotizing  angiitis, 
xanthopsia,  granulocytopenia,  aplastic 
anemia,  orthostatic  hypotension  (potentiated 
with  alcohol,  barbiturates  or  narcotics),  aller- 
gic glomerulonephritis,  acute  pancreatitis, 
liver  involvement  (intrahepatic  cholestatic 
jaundice),  purpura  plus  or  minus  throm- 
bocytopenia, hyperuricemia,  hyperglycemia, 
glycosuria,  malaise,  weakness,  dizziness,  fa- 
tigue, paresthesias,  muscle  cramps,  skin  rash, 
epigastric  distress,  vomiting,  diarrhea  and 
constipation.  Reserpine:  Depression,  peptic 
ulceration,  diarrhea,  Parkinsonism,  nasal  stuf- 
finess, dryness  of  the  mouth,  weight  gain, 
impotence  or  decreased  libido,  conjunctival 
injection,  dull  sensorium,  deafness,  glaucoma, 
uveitis,  optic  atrophy,  and,  with  overdosage, 
agitation,  insomnia  and  nightmares.  Proto- 
veratrine A:  Nausea,  vomiting,  cardiac  ar- 
rhythmia, prostration,  blurring  vision,  mental 
confusion,  excessive  hypotension  and  brady- 
cardia. (Treat  bradycardia  with  atropine  and 
hypotension  with  vasopressors.) 

Usual  Dose:  1 tablet  b.i.d. 

Supplied:  Bottles  of  60,  600,  and  1000  scored 
50  mg.  tablets. 

Salutensin’ 

hydroflumethiazide,  50  mg./ reserpine, 

0.125  mg.  protoveratrine  A,  0.2  mg. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


The  antihypertensive  therapy 
that  is  easy  to  live  with: 


When  successive  blood  pressure  readings  confirm 
essential  hypertension,  consider  Salutensin  for: 
Easy-to-live-with  control.  Gradual  reduction  of 
blood  pressure  leading  to  decisive,  comfortable 
control  is  the  common  clinical  response. 

*Salutensin  is  usually  well-tolerated  (however, 
serious  side  effects  can  occur;  see  adjacent  column 
for  brief  summary  of  prescribing  information). 


Easy-to-live  with  dosage.  Two  tablets  a day 
usually  achieves  control.  One  to  two  tablets  a day 
often  maintains  control  without  need  for  additional 
antihypertensive  agents. 

^Easy-to-livewith  cost  of  therapy.  The  one  to  two 

/ tablets  a day  maintenance  dose  makes  Salutensin 
economical  to  stay  with.  Important,  because  long- 
term control  calls  for  long-term  therapy. 

Salutensin1 

hydroflumethiazide,  50  mg./reserpine, 
0.125-ing.  protoveratrine  A,  0.2  mg. 


• '•  v'_ " "T" 


| 


Safety  isn’t 
everything  in  an 
antibiotic. 

Until  yon  need  it. 


Such  as  the  time  when  tooth  staining  becomes  a matter 
of  consideration. 

Or  the  patient  has  impaired  kidney  function. 

Or  there  is  a potential  for  a severe  allergic  reaction  with 
a penicillin-sensitive  patient. 

There  is  no  guarantee  of  safety,  even  with  Erythrocin. 

Mild  allergic  reactions,  abdominal  discomfort  and  rare 
mondial  overgrowth  may  occur.  But  serious  reactions  are 
extremely  rare.  And  after  18  years,  there  are  no  known 
toxic  effects  on  vital  organs,  bone,  blood,  nerves  or  teeth. 

We’ll  ask  you  the  question.  Have  you  ever  seen 
a severe  reaction  with  Erythrocin?  101201 


ERYTHROCIN 

ERYTHROMYCIN,  ABBOTT 

Tlie  potency  you  need 
-the  safety  you  want 


See  next  page  for  brief  summary,  listing 
indicated  organisms,  precautions,  etc. 


Erythrocin 

(ERYTHROMYCIN,  ABBOTT) 

Brief  Summary 


Indications 

Erythrocin  is  indicated  against  gram-posi- 
tive cocci  — staphylococci  (most  strains), 
pneumococci  and  streptococci  (including 
enterococci) . Active  against  other  pathogens, 
such  as  Corynebacterium,  Hemophilus,  Clos- 
tridium, Neisseria,  and  Treponema  pallidum, 
the  agents  causing  trachoma  and  lympho- 
granuloma venereum  and  primary  atypical 
pneumonia  caused  by  Mycoplasma  pneumo- 
niae (Eaton  agent).  Establish  susceptibility 
of  pathogenic  organism  when  practical.  Main- 
tain therapeutic  levels  for  ten  days  in  the 
treatment  of  streptococcal  infections  to  help 
prevent  rheumatic  fever  and  glomerulone- 
phritis. Also  consider  local  measures  or  sur- 
gery whenever  indicated. 

Contraindications 

Known  hypersensitivity  to  erythromycin. 

I.M.  preparation  also  contraindicated  in  pa- 
tients hypersensitive  to  the  “caine”  type  of 
local  anesthetics. 

Precautions,  Side  Effects 

Occasionally  abdominal  discomfort, 
cramping,  nausea  or  vomiting  may  occur; 
generally  controlled  by  reduction  of  dosage. 
Mild  allergic  reactions,  such  as  urticaria  and 
other  skin  rashes,  may  occur.  Serious  allergic 
reactions  have  been  extremely  infrequent;  if 
hypersensitivity  is  encountered  consider  ap- 
propriate countermeasures,  e.  g.,  epinephrine, 
steroids,  etc.,  and  withdraw  drug.  The  rare 
possibility  of  overgrowth  of  nonsusceptible 
organisms  should  be  kept  in  mind;  if  it  occurs 
withdraw  drug  and  institute  appropriate 
treatment.  Local  venous  discomfort,  gener- 
ally mild,  may  occur  with  I.  V.  administration. 
I.M.  preparation  is  suitable  for  deep  intra- 
muscular administration  only;  restrict  use  in 


children  with  small  muscle  mass.  A mild 
transient  local  discomfort  sometimes  occurs 
following  rectal  insertion  of  Erythrocin  Sup- 
positories; discontinue  if  significant  discom- 
fort persists. 

Administration  and  Dosage 

I.  ORAL : In  adults  with  mild  to  moderate 
infections  caused  by  readily-susceptible  or- 
ganisms 1 .0  Gm.  daily;  more  severe  infections 
or  those  caused  by  less  susceptible  organisms 
2.0  Grams  daily;  unusually  severe  infections 
up  to  4 or  more  Gm./day.  Daily  dose  in  chil- 
dren is  1 5 to  25  mg. /lb. /day  depending  upon 
severity  of  infection.  Daily  dose  should  be 
administered  in  divided  doses  at  4-to-6  hour 
intervals.  Continue  treatment  for  at  least  48 
hours  after  symptoms  have  subsided  and  tem- 
perature has  returned  to  normal.  In  fulminat- 
ing or  life-threatening  infections,  a parenter- 
al form  of  erythromycin  is  preferred. 

II.  PARENTERAL:  Intravenous  admin- 
istration may  be  continuous  or  intermittent 
(6  to  8 hour  intervals);  1 to  4 Gm.  daily  in 
adults;  15  to  25  mg. /lb. /day  in  children, 
depending  upon  severity  of  infection.  Rec- 
ommended I.M.  dose  is  100  mg.  (2  ml.)  for 
adults,  50  mg.  (1  ml.)  for  children  30  lbs.  or 
more  and  1.4  to  1.8  mg./lb.  in  smaller  chil- 
dren. Injections  are  usually  given  at  6 to  8 
hour  intervals;  may  be  given  at  4 to  6 hour 
intervals  for  severe  infections. 

III.  RECTAL:  Following  therapeutic 
doses  are  recommended  in  children:  to  20 
lbs.,  1-125  mg.  suppository  every  8 hours; 
20  to  40  lbs.,  1-125  mg.  suppository  every 
6 hours. 

Change  to  oral  therapy  as  soon 
as  practicable.  10i28i 
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DIRECTORY  OF  CLINICS,  HOSPITALS,  LABORATORIES 


<THE  COYNE  CAMPBEEL  HOSPITAL 

2601  Spencer  Road  Mailing  Address  P.O.  Box  374,  Spencer,  Oklahoma  73084 

Phone  405  427-2441 

STAFF 

James  A.  Cox,  Jr.,  M.D. 

Charles  E.  Smith,  Jr.,  M.D. 

A.  A.  Hellams,  M.D. 

Hugh  M.  Conner,  M.D. 

Charles  E.  Leonard,  M.D. 

Harold  J.  Binder,  M.D. 

Charles  F.  Oberman,  M.D. 

Richard  B.  Lincoln,  M.D. 

Robert  J.  Outlaw,  M.D. 

Sam  Collins,  M.D. 

Moorman  P.  Prosser,  M.D. 
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Harold  G.  Sleeper,  M.D. 

Thomas  Donica,  M.D. 

Carl  R.  Smith,  M.D. 

Jim  Earls,  M.D. 

DOLORES  WIGGINS 

Hospital  Administrator 

Charles  L.  Reynolds,  Jr.,  M.D.,  F.A.C.S. 
Clinical  Director 

Diplomate  of  the  American  Board  of  Urology 


SENIOR  UROLOGISTS 
J.  Hartwell  Dunn,  M.D.,  F.A.C.S. 
Meredith  M.  Appleton,  M.D.,  F.I.C.S. 
Diplomates  of  the  American  Board  of  Urology 


ADMINISTRATRIX 
Mrs.  Pat  Clark 


THE 

DUNN-REYNOLDS 
UROLOGY  CENTER 

3113  Northwest  Expressway 
OKLAHOMA  CITY,  OKLAHOMA 

Telephone  Victor  3-5761 


General  Urology 
Pediatric  Urology 

Neoplastic  Surgery,  Urinary  Tract 
Renal  Vascular  Surgery 

Plastic  and  Reconstructive  Surgery,  Urinary  Tract 
Fertility  Problems 

Complete  Clinical  Laboratories 
Tissue  Pathology 
Radioactive  Isotopes 
Renal  Function  Studies 
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GOLDFAIN  RHEUMATISM-ARTHRITIS 

LABORATORY 

228  NORTHWEST  1 3th  STREET 

OKLAHOMA  CITY,  OKLAHOMA 

DEVOTED  TO  THE  DIAGNOSIS  AND  TREATMENT  OF  RHEUMATIC  DISEASES 

<$> 

X-RAY  AND  CLINICAL  LABORATORY  SURVEY  OF  EACH  PATIENT 

<$> 

E.  GOLDFAIN,  M.D.,  Director 


McALESTER  CLINIC 

Third  and  Seminole 
McAlester,  Oklahoma 


Complete  CCinlc  ^aciCLtie^ 

Surgery  Internal  Medicine 

‘George  M.  Brown,  Jr.,  M.D.,  F.A.C.S.  *S.  L.  Norman,  M.D. 

*C.  K.  Holland,  Jr.,  M.D. 
Leroy  M.  Milton,  M.D. 

Pediatrics 

‘Thurman  Shuller,  M.D. 

D.  W.  Bridges,  Jr.,  M.D. 

Radiology 

‘Bruce  H.  Brown,  M.D. 

Otolaryngology 

Samuel  E.  Dakil,  M.D. 

Family  Medicine 

Charles  S.  Cunningham,  M.D. 

Jewell  M.  Green,  Jr. 

Business  Manager 

‘Certified  by  Specialty  Board 


E.  H.  Shuller,  M.D 
‘William  G.  Blanchard,  M.D. 

Obstetrics  • Gynecology 

*W.  Riley  Murphy,  Jr.,  M.D 
‘D.  Ross  Rumph,  M.D. 

Paul  P.  Saneman,  M.D. 

Ophthalmology 

‘Fred  D.  Switzer,  M.D. 

Anesthesiology 

H.  C.  Wheeler,  M.D. 
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George  S.  Bozalis,  M.D. 
Vernon  D.  Cushing,  M.D. 
George  L.  Winn,  M.D. 


Robert  S.  Ellis,  M.D. 

Lyle  W.  Burroughs,  M.D. 
Charles  D.  Haunschild,  M.D. 


Administration 
Dwight  Mitchell,  Jr. 

OLlaJkoma  Allergy  Clinic 


Specializing  in  the  diagnosis  and 
treatment  of  allergic  diseases 


PASTEUR  MEDICAL  BUILDING 

711  N.W.  Tenth  Street  Oklahoma  City,  Oklahoma 


OKLAH 


301  Northwest  12th  Street 


Internal  Medicine 

W.  W.  Rucks,  Jr.,  M.D. 

Medicine 

Robert  C.  Lawson,  M.D. 

Medicine,  Metabolic  Diseases 
James  J.  Gable,  Jr.,  M.D. 

Medicine,  Cardiology 
William  S.  Pugsley,  M.D. 

Medicine,  Arthritis 
Charles  W.  Cathey,  M.D. 

Medicine,  Cardiology 
Charles  W.  Robinson,  Jr.,  M.D. 
Medicine,  Cardiology 


General  Surgery 

Edward  R.  Munnell,  M.D. 

General,  Vascular 
Frank  G.  Gatchell,  M.D. 

General,  Head  and  Neck 
H.  Jack  Brown,  M.D. 
General,  Vascular 


OMA  CITY 

Oklahoma  City,  Oklahoma 


Thoracic  Surgery 

Edward  R.  Munnell,  M.D. 

Obstetrics  - Gynecology 

John  W.  Records,  M.D. 
Schales  L.  Atkinson,  M.D. 

Orthopedic  Surgery 

Robert  P.  Holt,  M.D. 

Edwin  R.  Maier,  M.D. 
Wayne  B.  Lockwood.  M.D. 

Otologic,  Rhinologic,  and 
Laryngeal  Surgery 

Bronchoesophagology 
Head  and  Neck  Surgery 
L.  Chester  McHenry,  M.D. 
Ethan  A.  Walker,  Jr.,  M.D. 

Clinical  Psychology 

Virgil  T.  Hill,  Ph.D. 

Dermatology 

Julian  W.  Swann,  M.D. 


CLINIC 


236-0641 


Pediatrics 

James  E.  Mays,  Jr.,  M.D. 

Pediatrics,  Endocrine  Disorders 
Armond  H.  Start,  M.D. 

Pediatrics 

Jerry  D.  Razook,  M.D. 

Pediatrics 

Jerry  R.  Nida,  M.D. 

Pediatrics 

Richard  Lee  Austin,  M.D. 
Pediatrics 


Radiology 

Diagnostic  and  Therapeutic 
Edmond  H.  Kalmon,  Jr.,  M.D. 
Melvin  C.  Hicks,  M.D. 

Leonardo  J.  De  Carlo,  M.D. 

Urology 

Donald  D.  Albers,  M.D. 

Obie  L.  Stalcup,  Jr.,  M.D. 

Occupational  and  Acute  Medicine 

Elton  W.  LeHew,  M.D. 


Journal  / May  1971  / Volume  64 


xxxiii 


Orthopedic  & Arthritis  Center 

McBride  clinic,  inc. 

600  N.W.  11th  Street 

Oklahoma  City,  Oklahoma  — 2 32-0341 
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•Specialty  Board  Diplomate 

MANAGEMENT  SERVICES 

J.  Lamont  Baxter,  M.A.,  J.D.,  C.P.A. 

Administrator  & Controller 
Mary  Magruder,  Personnel  Director 


DEPARTA1ENT  OF  ORTHOPEDICS 
•Russell  D.  Harris,  Al.D.,  F.A.C.S. 
•Alarvin  K.  Alargo,  Al.D.,  F.A.C.S. 
•James  P.  Bell,  Al.D.,  F.A.C.S. 
•Stephen  Tkach,  Al.D.,  F.A.C.S. 
•Joseph  F.  Alessenbaugh  III.  M.D. 

J.  Patrick  Evans,  M.D. 


CONSULTANT  EMERITUS 
"Earl  D.  AlcBride,  Al.D.,  F.A.C.S. 


TISSUE  EXAMINATIONS 

Surgery 

E.  M.  Gullatt,  M.D. 

♦Richard  M.  Taliaferro,  M.D.,  F.A.C.S. 

♦Paul  E.  Sauer,  M.D. 

Obstetrics  and  Gynecology 
J.  B.  Wallace,  M.D. 

E.  F.  Deese,  M.D. 

Orthopedic  Surgery 
♦David  C.  Ramsay,  M.D.,  F.A.C.S. 
Pediatrics 

•George  K.  Stephens,  M.D.,  F.A.A.P. 
Pathology 

♦Larry  W.  Cartmell,  M.D. 

Consulting  Pathologist 


THE 

SUGG 

CLINIC 

Incorporated 

Complete  Clinical  and  Laboratory  Facilities 

RADIUM  AND  X-RAY  THERAPY 
Internal  Medicine 

♦John  B.  Morey,  M.D.,  F.A.C.P. 
♦Frank  J.  Martin,  M.D.,  F.A.C.P. 
James  F.  Hohl,  M.D. 

♦John  E.  Roberts,  M.D. 

Cardiology 

♦Michael  Hunsaker,  M.D. 

General  Medicine 
Carl  D.  Wiseman,  M.D. 

Otolaryngology  and  Ophthalmology 
*Wm.  G.  Peterson,  M.D.,  F.I.C.S. 
Radiology 
*H.  B.  Yagol,  M.D. 

Business  Manager 
John  A.  Barringer 


100-04  E.  13th  Street 
ADA,  OKLAHOMA 
Telephone  332-5252 


♦Specialty  Board  Diplomate 
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I 


THE  OKLAHOMA  PLASTIC  SURGERY  CENTER,  INC. 

3141  N.W.  Expressway  Oklahoma  City,  Oklahoma  73112 

Plastic  and  Reconstructive  Surgery 
Cosmetic,  Maxillo-Facial  and  Hand  Surgery 

GILBERT  L.  HYROOP,  M.D.,  F.A.C.S.  DAVID  WILLIAM  FOERSTER,  M.D. 

848-3341  942-6822 

Dr.  Hyroop  and  Dr.  Foerster  are  Board  Certified  in  Plastic  Surgery 


MID-WEST  SURGICAL  SUPPLY  CO.,  INC. 

OF  OKLAHOMA 


1420  N.  Robinson 

Medical  Equipment 


Phone  236-4381 

Surgical  Instruments 


Oklahoma  City,  Okla.  73101 

General  Supplies 


PSYCHIATRIC  HOSPITAL 
DAY  HOSPITAL 

DEPARTMENT  OF  OUT  PATIENT 
PSYCHIATRY 

DEPARTMENT  OF  ADOLESCENT 
PSYCHIATRY 

Narcotic  Cases  Not  Admitted 

LAWN 

PSYCHIATRIC  HOSPITAL 


Senior  Consultants 
Perry  C.  Talkington,  M.D. 
Charles  L.  Bloss,  M.D. 

Psychiatrist-in-Chief 
Howard  M.  Burkett,  M.D. 

Medical  Director 

James  K.  Peden,  M.D. 

Associate  Psycniatrists 

Jerry  M.  Lewis,  M.D. 
Claude  L.  Jackson,  M.D. 


Dode  Mae  Hanke,  M.D. 
Thomas  H.  Allison,  M.D. 
Maurice  S.  Green,  M.D. 
Doyle  I.  Carson,  M.D. 
Stanley  L.  Seaton,  M.D. 
Keith  H.  Johansen,  M.D. 
Charles  G.  Markward,  M.D. 
Joe  W.  King,  M.D. 

Claude  R.  Nichols,  M.D. 
Larry  E.  Tripp,  M.D. 

Aretta  J.  Rathmell,  M.D. 
Donald  N.  Offutt,  M.D. 


Clinical  Psychology 
David  H.  Lipsher,  Ph.D. 
John  T.  Gossett,  Ph.D. 

Dale  R.  Turner,  Ph.D. 
Robert  W.  Hagebak,  Ph.D. 

Social  Work 

Sally  Stansfield,  M.S.W. 
Kathleen  Wood,  M.S.W. 
Margie  W.  Buell,  M.S.S.W. 
Robert  P.  Stewart,  M.S.S.W. 
Cecelia  Coffelt,  M.S.S.W. 
Lionel  C.  Landry,  M.S.W. 


Occupational  Therapy 

Geraldine  Skinner,  B.S., 
O.T.R.,  Director 

Recreational  Therapy 
Lois  Timmins,  Ed.D.,  Director 

Director  of  Nurses 
Mae  Belle  James,  R.N. 

Administrator 

Ralph  M.  Barnette,  B.B.A. 


EVergreen  1-7181 


Dallas,  Texas  75223 


P.O.  Box  11288 
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ALLERGY 


W.  T.  McCOLLUM,  M.D. 


RAYMOND  L.  ROSE,  M.D. 


JOHNNY  A.  BLUE,  B.A.,  M.D. 

Allergy  Group 

Fellow  American  Academy  of  Allergy 
Fellow  American  College  of  Allergists 
Diagnosis  and  Treatment  of  Allergic  Diseases 
Lister  Medical  Blda — 430  N.W.  12 
236-1446  — 236-1447 


FANNIE  LOU  LENEY,  M.D. 

Fellow  American  College  of  Allergists 
Fellow  American  Academy  of  Allergy 
Diagnosis  and  Treatment  of  Allergic  Diseases 

Telephone  843-6611  Office 
Residence  843-3541 

3141  N.W.  Expressway,  Room  501  Oklahoma  City,  Okla. 


ARTHRITIS 


THE  ARTHRITIS  CLINIC 
Arthritis,  Rheumatism  and  Related  Diseases 
Lyman  C.  Veazey,  M.D. 

Philip  J.  Campbell,  Ph  D.,  M.D.,  Lloyd  G.  McArthur,  Ph  D.,  M.D 
Robert  C.  Troop,  M.D.  Winfred  L.  Medcalf,  M.D. 

207  C Street  NW  Ardmore,  Okla.  73401 

Phone  223-5180  If  no  answer:  223-4895 


CARDIOLOGY 


F REDDING  HOOD,  M.D.,  F.AC.P 
Consultation  in  Cardiovascular  Disease  and  Electrocardiography 
1220  N Walker 

Osier  Annex  Telephone  235-2346 

Oklahoma  City,  Okla. 


STANLEY  R.  McCAMPBELL,  M.D. 

Cardiology  and  Electrocardiography 
1211  North  Shartel  236-1295 

Oklahoma  City,  Oklahoma 


JAMES  S.  WILLIAMS,  M.D. 

Cardiology  and  Electrocardiography 
Price  Tower  Bartlesville,  Oklahoma  336-6450 


CARDIOVASCULAR 


437  N.W.  12th  St.  Oklahoma  City,  Okla. 

235-6461 

CONSULTANTS  IN  CARDIOVASCULAR  DISEASES 
(Including  Cardiac  Catheterizations  and  Angiography) 
Diplomates,  American  Board  of  Internal  Medicine 
in  Cardiovascular  Diseases  and  Internal  Medicine 
Fellows,  Council  of  Clinical  Cardiology 
American  Heart  Association 
Fellows,  American  College  of  Cardiology 
Fellows,  American  College  of  Physicians 


CLINICS 


THE  DURANT  HOSPITAL  AND  THE  DURANT  CLINIC 
Durant,  Okla. 

Staff 

W.  A.  Hyde,  M.D.,  F.A.C.S.  Alfred  T.  Baker,  M.D 

James  T.  Colwick,  Jr.,  M.D. 


MIAMI  CLINIC 

Miami  Clinic  Bldg. — 30  B,  S.W.  Miami,  Oklahoma 

Rex  M.  Graham,  M.D.  Obstetrics  8,  Gynecology 

H.  W.  Wendelken,  M.D.  Internal  Medicine  8.  Cardiology 

J.  E.  Highland,  M.D.  General  Practice 

Harry  C.  Ford,  M.D.  __  Eye,  Ear,  Nose  & Throat 

Glenn  W.  Cosby,  M.D.  Obstetrics  & Gynecology 

Ralph  H.  Cully,  D.D.S.  Dental  Surgery 


DERMATOLOGY 


WILLIAM  E.  EASTLAND,  M.D.,  F.A.C.R. 

Dermatology  and  Malignancies  of  the  Skin 
Grenz  Ray  X-Ray  Radium  Therapy 

1211  North  Shartel  Physicians  8.  Surgeons  Building 
Oklahoma  City,  Oklahoma  Phone  235-1446 


HERVEY  A.  FOERSTER,  M.D. 

Practice  Limited  to  Diseases  of  the  Skin 
X-Ray  and  Radium  Therapy 

1212  N.  Walker  Oklahoma  City 


RONALD  W.  GILCHRIST,  JR.,  M.D. 

Diseases  and  Malignancies  of  the  Skin 
X-Ray  Therapy 

4200  South  Douglass  Avenue  632-4200 

South  Community  Medical  Center  Oklahoma  City,  Oklahoma 


DONALD  E.  JOHNSON,  M.D. 

Diseases  and  Malignancies  of  the  Skin 
X-Ray  Therapy 

330  South  Fifth  234-5121 

Enid,  Oklahoma 


W.  A.  SHOWMAN,  M.D. 

Practice  Limited  to  Diseases  and  Malignancies  of  the  Skin 
X-Ray — Grenz  Ray  and  Radium  Therapy 
850  Utica  Square  Tulsa,  Okla. 

Medical  Center  747-7521 


SKIN  & SKIN  CANCER  CENTER 
C Jack  Young,  M.D. 

Radium  Therapy  X-Ray  Therapy 

Surgical  Planing  of  Acne  Scars  8.  Tattoos 
Hemangiomas 

CLINIC  BUILDING  3434  N.W.  56th 

OKLAHOMA  CITY,  OKLAHOMA  946-5678 


CARDIOVASCULAR  CLINIC 

Wm.  Best  Thompson,  M.D.  Galen  P.  Robbins,  M.D. 

William  S.  Myers,  M.D.  William  R.  Bullock,  M.D. 

Hubert  H.  Bell,  M.D. 

Adult  and  Pediatric  Cardiovascular  Diseases 
Cardiac  catheterizations,  aortography  and  coronary  arteriography 
Radioisotope  studies  and  telephone  electrocardiography 
Lipoprotein  Electrophroesis  and  Treadmill  effort  tolerance 
Pasteur  Medical  Bldg.  Doctors  Medical  Bldg, 

nil  North  Lee  5700  NW  Grand  Blvd. 

232-9226  Oklahoma  City  946-6731  Oklahoma  City 


CARDIOVASCULAR  ASSOCIATES 

J.  J.  DONNELL,  M.D.  J.  L.  BRESSIE,  M.D 

G.  L.  HONICK,  M.D  A.  F.  ELLIOTT,  M.D. 

Adult  and  Pediatric  Cardiovascular  Diseases 
Cardiac  catheterizations,  aortography  and  selective  arteriography, 
and  telephone  electrocardiography 
Physicians  and  Surgeons  Bldg.  Doctors  Medical  Bldg. 

1211  N.  Shartel  5700  N.W.  Grand  Blvd. 

235-4661  Oklahoma  City  947-2551 


DIAGNOSIS 


HUGH  JETER,  M.D.,  F.A.C.P.,  A.S.C.P. 

American  Board  of  Internal  Medicine 
Diagnosis  and  Internal  Medicine  Clinical  Pathology 
Osier  Building  Oklahoma  City  Phone  232-8274 


EYE,  EAR,  NOSE  AND  THROAT 


GERALD  R.  DIXON,  M.D. 

Diseases  and  Surgery  of  the  Eye 
Certified  by  American  Board  of  Ophthalmology 
Phone  843-9337  3141  N.W.  Expressway 

Oklahoma  City 
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JOHN  W.  HUNEKE,  M.D. 

Diseases  and  Surgery  of  the  Eye 
Certified  by  the  American  Board  of  Ophthalmology 
Phone  322-1880  1201-G  East  5th 

Ada,  Oklahoma 


WILLIAM  D.  HEATH,  M.D. 

Diseases  and  Surgery  of  the  Eye 
Certified  by  American  Board  of  Ophthalmology 
Physicians  and  Surgeons  Bldg.  1211  N.  Shartel 

Oklahoma  City  232-1508 


JAMES  B.  MILLS,  M.D. 

JAY  C.  JOHNSTON,  M.D. 

Surgery  and  Diseases  of  the  Eye 
Certified  by  the  American  Board  of  Ophthalmology 
425  NW  11th  Street  232-4222  Oklahoma  City  73103 


Surgery  and  Diseases  of  the  Eye 
W.  S.  MUENZLER,  M.D. 

430  N.W.  12th  Street  Phone 

Lister  Building  232-6361 

Oklahoma  City 


DISEASES  AND  SURGERY  OF  THE  EYE 

TOM  LAMAR  JOHNSON,  M.D. 

Certified  by  the  American  Board  of  Ophthalmology 

Medical  Tower 
3141  N.W.  Expressway 
Suite  301  848-2893 

Oklahoma  City 


GASTROENTEROLOGY 


DOCTORS  MATTHEWS  AND  COLVERT 
Sanford  Matthews,  M.D. 

J.  R.  Colvert,  M.D.,  F.A.C.P. 

Certified  American  Board  of  Internal  Medicine  and 
Gastroenterology 

Complete  X-ray  and  Laboratory  Facilities 
1319  Classen  Drive  232-2033  Oklahoma  City,  Okla. 


INTERNAL  MEDICINE 


E.  GOLDFAIN,  M.D. 

Diagnosis  and  Treatment  of  Rheumatic  and  Arthritic  Diseases 
228  N.W.  13th  St.  Oklahoma  City 

Off.  Phone  235-9832  Res.  Phone  524-1102 


NEUROPSYCHIATRY 


SAM  COLLINS,  JR.,  M.D. 

Board  Qualified 
Psychiatry  and  Neurology 

Suite  503  3141  N.W.  Expressway 

Medical  Tower  Phone  843-5577 

Oklahoma  City,  Oklahoma 


A.  A.  HELLAMS,  B.S.,  M.D.,  F.A.P.A. 

Diplomate  of  American  Board  of  Psychiatry 
and  Neurology  in  Psychiatry 

209  Wildwood  Plaza  842-1131 

Oklahoma  City,  Oklahoma 


CHARLES  E.  LEONARD,  B.S.,  M.D.,  F.A.C.P.,  F.A.P.A. 

Certified  by  the  American  Board  of  Neurology 
and  Psychiatry  in  Psychiatry 

Practice  Limited  to 
Psychiatry  and  Psychoanalysis 

Medical  Tower — Suite  701  3141  N.W.  Expressway 

Telephone  842-0110  Oklahoma  City 


NEUROPSYCHIATRY 

CHARLES  E.  SMITH,  Jr.,  M.D.,  F.A.P.A. 

ROBERT  J.  OUTLAW,  M.D. 
Diplomates  of  American  Board  of  Psychiatry 
and  Neurology  in  Psychiatry 


THURMAN  E.  COBURN,  Ph.D.,  Licensed  Clinical  Psychologist 
DAVID  SCHWARTZ,  A.C.S.W.,  Clinical  Psychiatric  Social  Worker 
Suite  306 

Physicians  & Surgeons  Building  1211  North  Shartel  235-8526 


MOORMAN  P.  PROSSER,  M.D.,  F.A.C.P.,  F.A.P.A. 
Diplomate  American  Board  of  Psychiatry  and  Neurology 
in  Psychiatry 

JOSEPH  A.  RIEGER,  M.D.  HUGH  M.  CONNER,  M.D 

and 

RICHARD  B.  LINCOLN,  M.D. 

Neurology,  Electroencephalography  and  the  Epilepsies 
in  the  practice  of  Psychiatry  and  Neurology 

427  Pasteur  Building  Phone  232-9895 

Oklahoma  City,  Oklahoma 


HAROLD  G.  SLEEPER,  M.D.,  F.A.P.A. 

Diplomate  American  Board  of  Psychiatry  and  Neurology 
in  Psychiatry 

Practice  Limited  to 
Psychiatry  — Electroencephalography 

235-6454  430  N.W.  12th  Street  Res.  525-6846 

Oklahoma  City 


OBSTETRICS  AND  GYNECOLOGY 


CHARLES  D.  BODINE,  M.D.,  F.A.C.O.G. 

Certified  American  Board  of  Obstetrics  and  Gynecology 
203  Medical  Tower 
3141  N.W.  Expressway 

848-2259  Oklahoma  City,  Oklahoma 


JAMES  A.  MERRILL,  M.D. 

Gynecology  and  Obstetrics 
University  of  Oklahoma  Medical  Center 
800  N.E.  13th  Street  Oklahoma  City,  Okla.  73104 


GERALD  ROGERS,  M.D.,  F.A.C.S. 

JAMES  C.  BEAVERS,  M.D.,  F.A.C.O.G. 

Certified  American  Board  of  Obstetrics  and  Gynecology 
Pasteur  Building,  1111  N.  Lee  Phone  232-8722 

Oklahoma  City,  Oklahoma 


JOE  BILLS  REYNOLDS,  M.D. 

Obstetrics  and  Gynecology 

5514  S.  Western  632-6691 

Oklahoma  City,  Oklahoma  73109 


E.  MALCOLM  STOKES,  M.D.,  F.A.C.S. 

Certified  American  Board  of  Obstetrics  and  Gynecology 
507  Doctors  Building — 2021  South  Lewis  Phone  743-6496 

Tulsa,  Oklahoma 


WENDELL  R.  SYLVESTER,  M.D. 

F.A.C.O.G.,  F.A.C.S. 

Suite  305-8  4200  South  Douglas 

Oklahoma  City,  Oklahoma  73109 
Telephone  405  632-7795 

Practice  limited  to  the  specialty  of  Obstetrics  and  Gynecology 
By  Appointment  Only 


ORTHOPEDICS 


WILLIAM  S.  DANDRIDGE 

B.A.,  M.D.,  M.S.  (Orthopedic  Surgery),  F.A.C.S.,  F.I.C.S. 
Orthopedic  Surgery 

Diseases,  Injuries,  Deformities  of  Spine  and  Extremities 
Parkview  Medical  Building 

330  South  5th  Street  Enid,  Oklahoma  73701 

Phone  233-5656 


JOHN  FLORENCE,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Orthopedic  Surgery 
Orthopedic  Surgery,  Fractures,  Industrial  Injuries 
1211  North  Shartel 
Oklahoma  City,  Oklahoma 


THE  MUSKOGEE  ORTHOPEDIC  CLINIC 

Port  Johnson,  M.D. 

Richard  A.  Storts,  M.D. 

Richard  L.  Pentecost,  M.D. 

Diplomates  American  Board  of  Orthopedic  Surgery 
21 1 South  36th  Street 

Zip  Code  74401  Phone  682-7717 

Muskogee,  Oklahoma 
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JOHN  RAYMOND  STACY,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Orthopedic  Surgery 
Orthopedic  and  Fracture  Surgeon 

415  N.W.  12th  St.  235-6315 

Oklahoma  City,  Oklahoma 


THE  ORTHOPEDIC  CLINIC 
of 

TULSA,  OKLAHOMA 
Suite  203  Utica  Square  Medical  Center 
John  E.  McDonald,  M.D.  John  C.  Dague,  M.D. 

Practice  Limited  to  Bone  and  Joint  Surgery 


THE  O'DONOGHUE  ORTHOPAEDIC  CLINIC 

Orthopaedic  Surgery  — Fractures  — Industrial  ln|uries 
Pasteur  Medical  Building  — 1111  North  Lee 
Oklahoma  City,  Oklahoma 

Don  H.  O'Donoghue,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Orthopaedic  Surgery 
Gael  R.  Frank,  M.D.,  F.I.C.S. 

235-8385  By  Appointment 


WILLIAM  L.  WALDROP,  M.D. 

3434  N.W.  56th  Street  Oklahoma  City,  Oklahoma  73112 

Office  Phone  947-3367  Answering  Service  236-5508 

Orthopedic  Surgery 

Surgery  of  the  Hand  and  Reconstruction 
Fractures — Especiallly  Children 


PEDIATRICS 


General  Pediatrics 
G.  EDWARD  SHISSLER,  M.D. 

821  South  Pine  Phone  372-9577 

Stillwater,  Oklahoma 


RADIOLOGY 


RADIOLOGY  ASSOCIATES 


JAMES  T.  BOGGS,  M.D.  WAYNE  H.  SCHULTZ,  M.D. 

ROBERT  SUKMAN,  M.D.  LINDBERGH  J.  RAHHAL,  M.D. 

RICHARD  B.  PRICE,  M.D.  ROBERT  W.  GEYER,  Jr.,  M.D. 

GEORGE  BEN  CARTER,  M.D.  JOHN  R.  OWEN,  M.D. 

DAN  MITCHELL,  Jr.,  M.D. 


Diplomates  American  Board  of  Radiology 
X-Ray  — Diagnosis  Including  Angiography  and  Lymphangiography 
— Radiation  Therapy  — Isotopes  — Cobalt  Therapy 
Deep  and  Interstitial  Therapy 


204  Medical  Tower  Bldg. 
848-3711 

Baptist  Memorial  Hospital 
946-6411 


Doctors  Medical  Building 
946-9923 

Physicians  and  Surgeons  Bldg. 
Suite  705  235-2583 


Deaconess  General  Hospital 
946-5581 


WILLIAM  J.  FORREST,  M.D 
Plastic  and  Reconstructive  Surgery 
Surgery  ot  the  Hand 

1211  North  Shartel  235-3361 

Oklahoma  City 


ALLEN  E.  GREER,  M.D. 

JOHN  M.  CAREY,  M.D. 

NAZIH  ZUHDI,  M.D. 

WILLIAM  D.  HAWLEY,  M.D. 

Certified  American  Board  of  Surgery 
Certified  American  Board  of  Thoracic  Surgery 
Practice  Limited  to  Cardiovascular  and  Thoracic  Surgery 
(Open  Heart,  Vascular,  Pulmonary,  Esophageal) 
Bronchoscopy  Esophagoscopy 

1211  North  Shartel,  Suite  900  Oklahoma  City,  Okla.  73103 

235-3377 


ROBERT  B.  HOWARD,  M.D.,  F.A.C.S. 

Certified  American  Board  of  Surgery 
Practice  Limited  to  General  Surgery  and 
Diseases  of  the  Thyroid  Gland 

544  Pasteur  Medical  Bldg.  Phone  235-2341  Oklahoma  City 


GILBERT  L.  HYROOP,  M.D.,  F.A.C.S.,  F.I.C.S. 


Certified  by  the  American  Board  of  Plastic  Surgery 
Practice  Limited  to  Plastic  & Reconstructive  Surgery  and 
Cosmetic  Surgery 


Medical  Tower 
3141  N.W.  Expressway 


848-3341 

Oklahoma  City,  Oklahoma  73112 


GEORGE  H.  KIMBALL,  M.D.,  F.A.C.S. 

Certified  American  Board  of  Plastic  Surgery 
Plastic  and  Reconstructive  Surgery 
321  Pasteur  Building  Oklahoma  City  Phone  232-1036 


HERBERT  M.  KRAVITZ,  M.D.,  F.A.C.S 

Diplomate  American  Board  of  Plastic  Surgery 
Reconstructive,  Cosmetic,  and  Hand  Surgery 
Office  946-2694  2620  Northwest  Expressway 

Oklahoma  City,  Oklahoma 


F.  M.  LINGENFELTER,  M.D.,  F.A.C.S. 

Surgery  and  Surgical  Diseases  of  the 
Thyroid  Gland 

216  Osier  Building  Oklahoma  City,  Okla 


TULSA  RADIOLOGY  ASSOCIATES,  INC. 


Diplomates  of  American  Board  of  Radiology 
X-ray,  Diagnosis,  Radiation  Therapy  and  Isotopes 
416  Warren  Professional  Building 
622-5711 

St.  John's  Doctors  Building — 1705  East  19th  Street 
743-7883 


Lucien  M.  Pascucci,  M.D.,  FACR 
Ernest  S.  Kerekes,  M.D.,  FACR 
Donald  F.  Mauritson,  M.D. 

John  E.  Kauth,  M.D. 

John  L.  Ritan,  M.D. 

George  H.  Kamp,  M.D. 


Richard  F.  Barbee,  M.D. 
Norman  L.  Bartlett,  M.D. 
Thomas  S.  Llewellyn,  M.D. 
Theodore  J.  Brickner,  Jr.,  M.D. 
Tim  S.  Caldwell,  M.D. 

Zia  O.  Vargha,  M.D. 


SURGERY 


WILLIAM  O.  COLEMAN,  M.D.,  F.A.C.S. 
Certified  American  Board  of  Surgery 
General  Surgery 

Suite  603  Baptist  Hospital  Complex 
5700  N.W.  Grand  Blvd. 
Telephone:  1 405  946-0727 


WARREN  L.  FELTON  II,  M.D. 

Diplomate  American  Board  of  Surgery 
Diplomate  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiovascular  Surgery 
Oklahoma  City,  Okla. 

208  Doctors  Medical  Building 

5700  N.W.  Grand  Blvd.  947-5573 


FRED  R.  MARTIN,  M.D. 

Diplomate  American  Board  of  Plastic  Surgery 


601  St.  John's  Doctors  Bldg. 
1705  East  19th  Street 


742-4851 

Tulsa,  Oklahoma  74104 


ROBERT  H.  SMILEY,  M.D.,  F.A.C.S. 
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The  health  proposals  supported  by  Senator 
Edward  Kennedy  (D-Mass.)  would  only  in- 
crease the  federal  bureaucracy  and  might 
reduce  medical  services,  HEW  Secretary 
Elliott  L.  Richardson  told  a news  confer- 
ence in  London.  “You  could  end  up  with  a 
massive  piece  of  machinery  for  the  collec- 
tion and  distribution  of  taxes”  paid  by  the 
public  for  health  insurance,  he  said,  add- 
ing: “The  irony  of  the  proposal  is,  if  ad- 
ministered as  apparently  contemplated,  the 
result  could  well  be  to  reduce  the  supply  of 
services  by  alienating  the  very  people  who 
have  to  supply  them.”  According  to  United 
Press  International,  Richardson  also  said 
the  administration  agrees  with  critics  who 
say  health  care  programs  in  the  U.  S.  are 
far  behind  other  countries. 

In  the  meantime  Senator  Kennedy  has  been 
working  hard  to  stir  up  public  support  for 
his  faltering  national  health  insurance  bill 
(S3).  In  mid-April  he  started  a six-week 
tour  of  ten  U.  S.  cities  around  the  country 
to  hold  hearings  on  “the  nation’s  health  care 
crisis.”  He  started  his  road  show  with  en- 
dorsements from  the  mayors  of  two  of  the 
country’s  largest  cities,  New  York  and  Phil- 
adelphia. Starting  in  New  York  City,  Ken- 
nedy then  held  meetings  in  Carlston,  West 
Virginia;  Nashville,  Tennessee;  Cleveland, 
Ohio;  Chicago,  Illinois;  Des  Moines,  Iowa; 
Denver,  Colorado;  Portland,  Oregon;  and 
was  closing  out  his  tour  with  meetings  in 
San  Francisco  and  Los  Angeles  in  mid-May. 
Medicaid  total  expenditures  during  calendar 
year  1970  were  $5.6  billion  nationwide.  This 
is  an  increase  of  $928  million  over  the  previ- 
ous year,  according  to  a report  issued  by 
HEW’s  Social  and  Rehabilitation  Service. 
The  $5.6  billion  figure  includes  federal,  state 
and  local  funds.  Total  public  assistance  ex- 
penditures for  1970,  including  Medicaid, 
were  $14.4  billion. 

Cigarette  tar  and  nicotine  levels  are  the 
subject  of  a bill  introduced  in  the  U.  S.  Con- 
gress by  Senator  Frank  E.  Moss  (D-Utah). 
Amending  the  federal  cigarette  labeling  and 
advertising  act,  Moss’  bill  would  require  the 
Federal  Trade  Commission  to  establish  ac- 
ceptable levels  of  tar  and  nicotine  content 
in  cigarettes.  The  Senator  said  that  toxic 
inhalants  in  cigarettes  should  be  limited, 
just  as  limits  are  placed  on  polutants,  tol- 
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erances  for  contaminates  and  food,  flam- 
ability  standards  for  fabrics,  and  limits  on 
impurities  in  medicines  and  water. 

Despite  a general  leveling  of  the  economy, 
the  price  of  medical  care  rose  more  sharply 
on  the  Labor  Departments  Consumer  Price 
Index  during  1970  than  for  any  year  since 
1947.  The  medical  care  listing  on  the  CPI 
rose  7.3  percent  from  December,  1969  to 
December,  1970.  A listing  of  all  consumer 
goods  and  services  rose  5.5  percent  during 
that  period,  a noticeable  slowdown  from  the 
previous  year.  Prices  for  hospital  room  and 
board  rose  13.5  percent  during  the  12  months 
of  1970;  physician’s  fees  rose  8.1  percent; 
dentist’s  seiwices  increased  5.5  percent  and 
drug  prices  rose  2.5  percent.  During  the 
four  years  ending  last  December,  the  Index 
for  medical  care  rose  28.7  percent — 30.1  per- 
cent for  physician’s  services,  66.1  percent 
for  hospital  daily  charges,  25.3  percent  for 
dental  services  and  3.8  percent  for  drugs. 
The  U.  S.  Infant  Mortality  Rate,  long  a point 
of  controversy  between  organized  medicine 
and  critics  of  the  U.  S.  Health  Care  System, 
reached  an  all  time  low  last  year  according 
to  HEW’s  National  Center  for  Health  Sta- 
tistics. The  1970  rate  dropped  4.3  percent 
from  the  previous  year  to  19.8  deaths  of 
babies  under  one  year  of  age  for  each  1,000 
live  births.  HEW  says  that  there  have  been 
comparable  changes  in  other  national  infant 
mortality  rates,  meaning  the  U.  S.  probably 
still  ranks  about  14th  in  the  world.  It  is 
contended  that  the  U.  S.  rates  cannot  be 
validly  compared  with  many  other  countries 
because  of  differences  in  reporting  systems. 
Medical  schools  in  the  U.  S.  and  Canada  are 
now  receiving  grants  totaling  $955,725  from 
the  American  Medical  Association’s  Educa- 
tion and  Research  Foundation.  The  checks 
for  the  109  existing  and  developing  U.  S. 
medical  schools  are  being  sent  to  state  med- 
ical associations  for  presentation  to  the 
schools.  Since  1960  AMA-ERF  has  contrib- 
uted $12  million  to  medical  schools.  □ 


anxiety: 
a time  bomb 
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Unless  "defused,"  anxiety  may  build  up  to  an  intensity  that  can  over- 
whelm the  patient's  inner  defenses.  Also,  in  one  weakened  by  chronic  illness 
or  surgery,  excessive  anxiety  may  provoke  or  aggravate  symptoms  and 
interfere  with  recovery. 

The  antianxiety  action  of  Librium  (chlordiazepoxide  HCD  — used  adjunctively 
or  alone— has  demonstrated  clinical  usefulness  in  many  fields  of  medical 
practice  where  anxiety  complicates  the  patient's  condition. 


Librium9 

(chlordiazepoxide 

HCl) 

5-mg,10-mg, 

25-mg  capsules 
up  to  100  mg  daily 
for  severe  anxiety 

Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Indicated  when  anxiety, 
tension  and  apprehension  are  significant 
components  of  the  clinical  profile. 

Contraindications:  Patients  with 
known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about 
possible  combined  effects  with  alcohol 
and  other  CNS  depressants.  As  with  all 
CNS-acting  drugs,  caution  patients  against 
hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  ma- 


chinery, driving).  Though  physical  and 
psychological  dependence  have  rarely 
been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms 
(including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  re- 
ported. Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  de- 
bilitated, and  in  children  over  six,  limit 
to  smallest  effective  dosage  (initially  10 
mg  or  less  per  day)  to  preclude  ataxia  or 
oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally 
not  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  poten- 
tiating drugs  such  as  MAO  inhibitors  and 
phenothiazines.  Observe  usual  precau- 
tions in  presence  of  impaired  renal  or  he- 
patic function.  Paradoxical  reactions  (e.g., 
excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients 
and  hyperactive  aggressive  children.  Em- 
ploy usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impend- 


ing depression;  suicidal  tendencies  may 
be  present  and  protective  measures  nec- 
essary. Variable  effects  on  blood  coagula- 
tion have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anti- 
coagulants; causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  Drowsiness, 

ataxia  and  confusion  may  occur,  espe- 
cially in  the  elderly  and  debilitated.  These 
are  reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasion- 
ally observed  at  the  lower  dosage  ranges. 
In  a few  instances,  syncope  has  been  re- 
ported. Also  encountered  are  isolated  in- 
stances of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  con- 
stipation, extrapyramidal  symptoms,  in- 
creased and  decreased  libido— all  infre- 
quent and  generally  controlled  with  dos- 
age reduction,-  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscra- 
sias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been  re- 
ported occasionally,  making  periodic 
blood  counts  and  liver  function  tests  ad- 
visable during  protracted  therapy. 
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Controlled  studies  of  23  insomniac  and 
13  normal  subjects  treated  with  Dal  mane 
(flurazepam  HCI)  in  five  sleep  laboratories 
generated  over  4000  hours  of  electroenceph- 
alographic,  electro-  oculographic  and  electro- 
myographic tracings.  These  studies  revealed 
that  Dalmane  30  mg  nightly  usually  induces 
sleep  in  22  minutes  and  provides  seven  to 
eight  hours  of  sleep.1  “ 

Moreover,  Dalmane  30  mg  was  found  to  be 
useful  in  all  common  types  of  insomnia  in 
which  it  was  studied.  Of  drugs  studied  in  a 
sleep  laboratory,1  Dalmane  30  mg  was  the 
only  one  that  consistently  reduced  sleep  in- 
duction time  and  maintained  sleep  nightly 
for  14  consecutive  nights  of  use. 


Confirmed  clinically 


Fifty-three  controlled  studies  using  a 
paired-night,  double-blind  crossover 
design  have  evaluated  Dalmane 
clinically.  In  the  majority  of  these, 
Dalmane  (flurazepam  HCI)  signifi- 
cantly reduced  sleep  induction  time 
and  increased  sleep  duration. 
Dalmane  and  a placebo  were  alter- 
nated on  successive  nights  in  201 0 
insomniacs,  1706  of  whom  were 
studied  for  a single  night-pair,  and  the 
remainder  for  as  many  as  fifteen 
paired-nights.  A patient  preference 
for  Dalmane  was  apparent  in  the 
paired-night  studies. 

Dalmane  was  also  preferred  to  certain 
hypnotics  in  two  separate  preference 
studies.  In  each  of  two  double-blind 
studies,  Dalmane  30  mg  retained 
effectiveness  for  the  total  period  of 
seven  consecutive  treatment  nights, 
according  to  subjective/objective 
evaluations. 


In  summary,  Dalmane  is  useful  in  all 
types  of  insomnia  characterized  by 
difficulty  in  falling  asleep,  frequent 
nocturnal  awakenings  and/or  early 
morning  awakening.  It  can  be  used 
effectively  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits, 
and  in  acute  orchronic  medical 
situations  requiring  restful  sleep. 


Dalmane  (flurazepam  HCI) 
is  generally  well  tolerated 


In  most  instances  in  which  adverse 
effects  with  Dalmane  were  reported, 
they  were  mild,  infrequent  and 
seldom  required  discontinuation  of 
the  drug.  Dizziness,  drowsiness, 
lightheadedness  and  the  like  were 
the  side  effects  most  frequently  noted, 
particularly  in  elderly  or  debilitated 
patients.3  Instances  of  hepatic  dys- 
function, paradoxical  reactions 
(excitement)  and  hypotension  are 
rare  with  Dalmane,  and  morning 
hang-over  is  relatively  infrequent.  In 
studies  to  date  the  effectiveness  of 
Dalmane  for  recommended  periods 
of  use  is  maintained  without  need  to 
increase  dosage. 

References:  1.  Kales,  A.,  et  a/.:  "Effectiveness 
of  Sleep  Medications:  All-Night  EEG  Studies  of 
Hypnotic  Drugs,"  in  Proc.  7th  Internat.  Cong. 
Electroencephal.  and  Clin.  Neurophysiol.,  San 
Diego,  Calif.,  Sept.  13-19,  1969.  2.  Kales,  A , 
eta!.:  “Psychophysiological  and  Biochemical 
Changes  Following  Use  and  Withdrawal  of 
Hypnotics,”  in  Kales,  A.  (ed.):  Sleep:  Physiology 
and  Pathology,  Phila. , Lippincott,  1969,  p.  331 . 

3.  Data  on  file,  Medical  Department,  Hoffmann- 
La  Roche  Inc. 


For  the  sleep  your  patients  need 


Before  prescribing,  please  consult  Complete 
Product  Information,  a summary  of  which 
follows: 

Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  in  patients  with  recur- 
ring insomnia  or  poorsleeping  habits; 
and  in  acute  or  chronic  medical  situations 
requiring  restful  sleep.  Since  insomnia  is 
often  transient  and  intermittent,  prolonged 
administration  is  generally  not  necessary 
or  recommended. 

Contraindications:  Known  hypersensitivity  to 
flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness  ( e.g operating  machinery,  driv- 
ing). Use  in  women  who  are  or  may  become 
pregnant  only  when  potential  benefits  have 
been  weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated, 
initial  dosage  should  be  limited  to  15  mg  to 
preclude  oversedation,  dizziness  and/or 
ataxia.  If  combined  with  other  drugs  having 
hypnotic  or  CNS-depressant  effects,  consider 
potential  additive  effects.  Employ  usual 
precautions  in  patients  who  are  severely 
depressed,  or  with  latent  depression  or 
suicidal  tendencies.  Periodic  blood  counts 
and  liver  and  kidney  function  tests  are 
advised  during  repeated  therapy.  Observe 
usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach, 
nausea,  vomiting,  diarrhea,  constipation, 

Gl  pain,  nervousness,  talkativeness,  appre- 
hension, irritability,  weakness,  palpitations, 
chest  pains,  body  and  joint  pains  and  GU 
complaints.  There  have  also  been  rare 
occurrences  of  sweating,  flushes,  difficulty 
in  focusing,  blurred  vision,  burning  eyes, 
faintness,  hypotension,  shortness  of  breath, 
pruritus,  skin  rash,  dry  mouth,  bitter  taste, 
excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  rest- 
lessness, hallucinations  and  elevated  SGOT, 
SGPT,  total  and  direct  bilirubins  and  alka- 
line phosphatase.  Paradoxical  reactions, 
e.g.,  excitement,  stimulation  and  hyper- 
activity, have  also  been  reported  in 
rare  instances. 
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Who’s  afraid  of  the 
big  bad  enema? 


We  all  are.  But  Dulcolax  is  the  cure  for  enemaphobia 

It  can  do  almost  anything  an  enema  can  - except  look  scary. 

Just  one  suppository  usually  assures  a predictable  bowel 
movement  in  15  minutes  to  an  hour.  Gone  are  the  tubing,  the  "accidents", 
and  the  bruised  egos  associated  with  enemas 

For  preoperative  preparation,  the  combination  of  tablets 
at  night  and  a suppository  the  next  morning  usually  cleans  the  bowel  thor- 
oughly. Suppositories  may  also  be  particularly  helpful  when  straining  should 
be  avoided  as  in  postoperative  care. 

As  with  any  laxative,  abdominal  cramps  are  occasionally 
noted.  The  drug  is  contraindicated  in  the  acute  surgical  abdomen. 

Dulcolax].. it’s  predictable 

bisacodyl 


/mLii 
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OKLAHOMA  STATE  MEDICAL  ASSOCIATION 

Orient 

Adventure 

Oklahoma  City,  Oklahoma 
October  17,  1971 

VIA  WORLD  AIRWAYS  PRIVATE  707  JET 


14  Fun  Filled  Days  in  Exotic  and  Colorful  Japan  and  Hong  Kong  ...  No  Regimentation! 
Do  as  You  Please  . . . Sightsee  . . . Golf  . . . Shop  or  participate  in  Group  Activities. 

Deluxe  Hotels  . . . Two  Gourmet  meals  each  day  ...  All  Transfers  . . . Five  hosts  in 
each  city  . . . 100  lbs.  baggage  allowance. 

Mow  — Two  can  travel  for  little  more  than  the  price  of  one. 

ONLY  $898 

PLUS  $35  TAX  AND  SERVICE 

DON'T  MISS  THIS  TRIP  OF  A LIFETIME! 

RETURN  THIS  COUPON  NOW! 

Send  to:  Oklahoma  State  Medical  Association 

601  N.W.  Expressway,  Oklahoma  City,  Oklahoma  73118 

Enclosed  is  my  check  for  $ ($100  per  person)  as  ORIENT  ADVENTURE  deposit 

NAME 


ADDRESS 


CITY  STATE  ZIP  PHONE 


MAKE  YOUR  RESERVATIONS  EARLY  — SPACE  STRICTLY  LIMITED! 


When  Constipation 
is  a Concern . . . 


Worritf/et 

D0XID3N 

(laxative  with  stool  softener) 


©The 

Logical 

Laxative 


Doxidan  relieves  constipation: 

■ gently  — minimal  laxative  side  effects 

■ predictably — overnight  results 

■ conveniently — one  or  two  capsules  at 

bedtime 

■ economically —costs  less  per  effective 

daily  dose* 

Composition:  Each  capsule  contains  50  mg.  danthron  N.F.  and  60  mg. 
dioctyl  calcium  sulfosuccinate.  Supplied:  Bottles  of  30,  1 00  (FSN  6505- 
074-3169)  and  1000  (FSN  6505-890-1247)  and  Unit  Dose  100's 

( 1 fl  v ID  ctrinc\ 


'based  on  actual  drug  store  survey  of  prescribed  dosages 


HOECHST 

PHARMACEUTICAL  CO. 
Somerville,  N.J.  0887©  U.S.A. 
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quality 


praline 

■promazine 
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Smith  Kline  & French  Laboratories  SK&F 
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SQUIBB 

'The  Priceless  Ingredient  of  every  product 
is  the  honor  and  integrity  of  its  maker.'™ 

© E.R.  Squibb  & Sons,  Inc.  1970 


You  can't  fell  a redwood 
with  a hatchet 


With  vitamins,  too,  relative  needs  determine  the  choice. 

A low  potency  vitamin  formula  may  be 
"a  good  thing."  But  when  the  need  for  vitamins  is 
great,  only  a high  potency  formula  will  do. 

THERAGRAN  is  often  indicated  as  a high  potency 
vitamin  formula  pre-  and  postoperatively,  and  in  many 
patients  with : arthritis,  diabetes,  pancreatitis, 
infectious  disease,  hepatic  disease,  cardiac  disease, 
degenerative  disease,  osteoporosis,  alcoholism, 
dermatologic  conditions,  psychiatric  disorders,  malabsorption 
syndrome,  peptic  ulcer,  ulcerative  colitis,  other 
gastrointestinal  disease,  and  during  the  menopause. 

Also  available  with  minerals  as  THERAGRAN-M. 

Theragran 

High  Potency  Vitamin  Formula 

Theragran-M 

High  Potency  Vitamin  Formula  with  Minerals 
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The  get-up-and-gc 
summer  cold 
and  allergy  pill. 


Novahistine  LP  can  help  your  patients  get  out  and  enjoy  themselves  in  spite  of  allergic 
rhinitis,  hay  fever  or  summer  colds.  And  even  when  nasal  congestion  is  caused  by  repeated 
allergic  episodes,  Novahistine  LP  can  usually  give  prompt  and  long-lasting  relief.  These  con- 
tinuous-release tablets  contain  a vasoconstrictor-antihistamine  formulation  that  goes  to  work 
rapidly  and  lasts  for  hours.  And  convenient,  twice-a-day  dosage  lets  most  patients  enjoy 
relief  all  day  and  all  night.  Use  with  caution  in  patients  with  my  1 • j*  ® 

severe  hypertension,  diabetes  mellitus,  hyperthyroidism  or  \ 

urinary  retention.  Caution  ambulatory  patients  that  drowsi- 
ness  may  result.  | j 


decongestant 


THE  DOW  CHEMICAL  COMPANY,  Rx  Pharmaceuticals,  Indianapolis 


(Each  tablet  contains  25  mg.  of  phenylephrine  hydro- 
chloride and  4 mg.  of  chlorpheniramine  maleate.) 


JUDGE  ANTIBIOTICIOINTMENTS  HERE 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  - neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 02.,  Vz  oz.  with  applicator  tip,  and  Ve  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


'NEOSPORIN- 


brand 


POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


JJLu  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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What  to  do 

until  „ . 

suppositories 
work: 


Rea 

‘War  and  Peace” 


Actually,  on  the  average,  evacuant  sup- 
positories take  about  an  hour  to  work.1-3  Some- 
times two.4  Sometimes  more.3  Also,  suppositories 
can  be  ineffective  in  up  to  38%  of  patients,5  and 
not  infrequently  produce  smarting,  burning  and  tenesmus.6 

Alternative  to  the  long  unpleasant  wait:  Fleet®  Enema. 

Fleet  Enema  works  within  2 to  5 minutes  without 
pain  or  spasm.  Fleet  Enema  induces  a physio 
logical  pattern  of  evacuation,  unlike  purga- 
tives and  laxatives  that  may  liquefy  the  stool. 

Fleet  Enema  avoids  the  irritation  common 
with  soapsuds  enema.  And  Fleet  Enema 
is  leakproof:  a rubber  diaphragm  at  the 
base  of  the  prelubricated  tube  prevents 
seepage  and  controls  the  rate  of  flow, 
assuring  comfortable  administration. 

Fleet  Enema.  Regular  and  pediatric. 

Both  completely  disposable— like 
suppositories,  only  better. 

Much  better 


C B FLEET  CO  INC 
Lynchburg,  Va.  24505 


| pharmaceuticals  j 


Warning:  Frequent  or  prolonged  use  ot  enemas  may  result  in  dependence  Take  only  when  needed 
or  when  prescribed  by  a physician.  Do  not  use  when  nausea,  vomiting  or  abdominal  pain  is  present. 
Caution:  Do  not  administer  to  children  under  two  years  of  age  unless  directed  by  a physician 
References:  1.  Blum  berg,  N Med  Times  91  45,  Jan  , 1963.  2.  Sweeney,  W.  J.,  Ill:  Amer  J Obstet 
Gynec  85:908,  Apr.  1,  1963.  3.  Weinsaft,  P J Amer  Geriat  Soc  12:295,  Mar  . 1964  4 Baydoun,  A B 
Amer  J Obstet  Gynec  85:905,  Apr.  1,  1963.  5.  Feder,  I A , Flores.  A and  Weiss,  J Amer  J Gaslroenl 
33:366,  Mar.,  1960.  6.  Smith,  J.  J.  and  Schwartz,  E D Western  J Surg  72  177,  May-June,  1964 


Efudex 

(fluorouracil) 

cream  solution 


In  the  treatment  of 
solar/actinic  keratoses  - 

An  alternative 
to  cold,  fire  and  steel 


2/23/68 

Before  treatment  with  5%  5-FU  cream. 
Patient  R.  G.,  78  years  old,  shows 
extensive  skin  changes  due  to  weathering 
and  severe  solar/ actinic  keratoses. 


3/26/68 

Following  one  month  of  therapy.  Intense 
erythematous  reaction  is  seen  at  sites  of 
keratoses.  Normal  skin  has  not  reacted. 
Some  areas  which  had  reacted  initially 
have  undergone  healing  despite  continued 
topical  application  of  5%  5-FU. 


6/11/68 

Ten  weeks  after  discontinuance  of 
therapy.  All  areas  have  healed  completely. 
Residual  mild  erythema  remains  in  some 
areas.  This  patient  also  had  seborrheic 
keratoses  which,  as  expected,  have  not 
reacted.  There  is  no  evidence  of  residual 
lesions  or  recurrences. 


Roche  Laboratories 

Division  of  Hoffmann-la  Roche  me. 

Nutley.  N J.  07110 


An  alternative 
to  conventional  therapy 

Efudex  (fluorouracil)  offers  the  physician  a 
topical  alternative  to  cryosurgery,  electrodesiccation 
and  cold-knife  surgery  in  the  treatment  of  solar/ actinic 
keratoses.  It  is  effective,  comparatively  inexpensive  and 
especially  well  suited  for  treatment  of  these  multiple 
lesions.  Important,  too,  is  the  highly  desirable  cosmetic 
result.  Clinical  experience  demonstrates  that  treatment 
with  Efudex  results  in  an  extremely  low  incidence  of 
scarring.  * 

Highly  effective 

In  clinical  trials,  depending  on  the  dosage  form 
and  strength  used,  complete  involution  occurred  in 
77  to  88  per  cent  of  lesions  following  treatment.  The 
rate  of  recurrence  was  low,  ranging  from  1.7  to  5.6  per 
cent  up  to  a year  after  completion  of  therapy.  When 
new  lesions  appeared,  repeated  courses  of  Efudex 
therapy  proved  effective.* 

Predictable 
therapeutic  response 

Two  to  four  weeks  constitutes  a typical  course 
of  Efudex  therapy.  The  response  is  usually  characteris- 
tic and  predictable.  After  three  or  four  days  of  treat- 
ment, erythema  begins  to  appear  in  the  area  of  keratoses. 
This  is  followed  by  an  intense  inflammatory  response, 
scaling  and  occasionally  moderate  tenderness  or  pain. 
The  height  of  the  inflammatory  reaction  generally  occurs 
two  weeks  after  the  start  of  therapy,  and  then  begins 
to  subside  as  treatment  is  stopped.  Within  two  weeks  of 
discontinuing  medication,  the  inflammation  is  usually 
gone.  A mild  erythema  may  remain  for  two  or  three 
months  before  gradually  receding.  Since  this  response 
is  so  predictable,  lesions  which  do  not  respond 
should  be  biopsied. 

Two  strengths— two 
dosage  forms 

Efudex  is  available  as  a 2%  or  5%  solution  or 
as  a 5%  cream.  It  is  applied  twice  daily  by  the  patient 
with  a nonmetal  applicator  or  suitable  glove. 

Before  prescribing  Efudex,  however,  two  im- 
portant considerations : First,  please  consult  the  com- 
plete prescribing  information  for  precautions,  warnings 

• Data  on  file,  Hoffmann  - La  Roche  Inc.,  Nutley,  New  Jersey. 


and  adverse  reactions.  Second,  advise  the  patient  that 
treated  lesions  should  respond  with  the  characteristic 
but  transient  inflammation.  A positive  sign  that  Efudex 
is  working  for  them. 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 

Contraindications:  Patients  with  known  hypersensitivity 
to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used  may  increase 
inflammatory  reactions  in  adjacent  normal  skin.  Avoid 
prolonged  exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash  hands 
immediately.  Apply  with  care  near  eyes,  nose  and  mouth. 
Lesions  failing  to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local  — pain,  pruritus, 
hyperpigmentation  and  burning  at  application  site  most 
frequent;  also  dermatitis,  scarring,  soreness  and  tenderness. 
Also  reported — insomnia,  stomatitis,  suppuration,  scaling, 
swelling,  irritability,  medicinal  taste,  photosensitivity, 
lacrimation,  leukocytosis,  thrombocytopenia,  toxic  granulation 
and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity 
to  cover  lesion  twice  daily  with  nonmetal  applicator  or  suitable 
glove.  Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Efudex  Solution,  10-ml  drop  dispensers  — 
containing  2%  or  5%  fluorouracil  on  a weight/ weight  basis, 
compounded  with  propylene  glycol,  tris(hydroxymethyl)- 
aminomethane,  hydroxypropyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Efudex  Cream,  25-Gm  tubes  — containing  5%  fluorouracil 
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pression or  hypersensitivity  to  its  components 
contraindicates  the  use  of  Salutensin. 
Warnings:  Small-bowel  lesions  (obstruction, 
hemorrhage,  perforation  and  death)  have 
occurred  during  therapy  with  enteric-coated 
formulations  containing  potassium,  with  or 
without  thiazides.  Such  potassium  formula- 
tions should  be  used  with  Salutensin  only 
when  indicated  and  should  be  discontinued 
immediately  if  abdominal  pain,  distension, 
nausea,  vomiting  or  gastrointestinal  bleeding 
occurs.  Use  cautiously,  and  only  when  deemed 
essential,  in  fertile,  pregnant  or  lactating  pa- 
tients. Use  in  Pregnancy:  Thiazides  cross  the 
placenta  and  can  cause  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia, 
altered  carbohydrate  metabolism  and  possibly 
electrolyte  disturbances.  Fatal  reactions  may 
occur  with  reserpine  during  electroshock 
therapy;  discontinue  Salutensin  2 weeks  be- 
fore such  therapy.  Increased  respiratory 
secretions,  nasal  congestion,  cyanosis  and 
anorexia  may  occur  in  infants  born  to  reser- 
pine-treated  mothers. 

Precautions:  Azotemia,  hypochloremia,  hypo- 
natremia, hypochloremic  alkalosis  and  hypo- 
kaliemia  (especially  with  hepatic  cirrhosis 
and  corticosteroid  therapy)  may  occur,  par- 
ticularly with  pre-existing  vomiting  and  diar- 
rhea. Potassium  loss  or  protoveratrine  A may 
cause  digitalis  intoxication.  Potassium  loss 
responds  to  potassium-rich  foods,  potassium 
chloride  or,  if  necessary,  discontinuation  of 
therapy.  Stop  therapy  if  protoveratrine  A 
induces  digitalis  intoxication.  Serum  am- 
monia elevation  may  precipitate  coma  in 
precomatose  hepatic  cirrhotics.  Discontinue 
therapy  2 weeks  before  surgery  or  if  myo- 
cardial irritability,  progressive  azotemia  or 
severe  depression  occur.  Exercise  caution  in 
patients  with  chronic  uremia,  angina  pec- 
toris, coronary  thrombosis  or  extensive  cere- 
bral vascular  disease  or  bronchial  asthma  and 
in  those  with  a history  of  peptic  ulceration  or 
bronchial  asthma;  in  post-sympathectomy  pa- 
tients; in  patients  on  quinidine;  and  in  pa- 
tients with  gallstones,  in  whom  biliary  colic 
may  occur.  Patients  who  have  diabetes 
mellitus  or  who  are  suspected  of  being  pre- 
diabetic should  be  kept  under  close  observa- 
tion if  treated  with  this  agent. 

Adverse  Reactions:  Hydroflumethiazide:  Skin 
rashes  (including  exfoliative  dermatitis),  skin 
photosensitivity,  urticaria,  necrotizing  angiitis, 
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anemia,  orthostatic  hypotension  (potentiated 
with  alcohol,  barbiturates  or  narcotics),  aller- 
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liver  involvement  (intrahepatic  cholestatic 
jaundice),  purpura  plus  or  minus  throm- 
bocytopenia, hyperuricemia,  hyperglycemia, 
glycosuria,  malaise,  weakness,  dizziness,  fa- 
tigue, paresthesias,  muscle  cramps,  skin  rash, 
epigastric  distress,  vomiting,  diarrhea  and 
constipation.  Reserpine:  Depression,  peptic 
ulceration,  diarrhea,  Parkinsonism,  nasal  stuf- 
finess, dryness  of  the  mouth,  weight  gain, 
impotence  or  decreased  libido,  conjunctival 
injection,  dull  sensorium,  deafness,  glaucoma, 
uveitis,  optic  atrophy,  and,  with  overdosage, 
agitation,  insomnia  and  nightmares.  Proto- 
veratrine A:  Nausea,  vomiting,  cardiac  ar- 
rhythmia, prostration,  blurring  vision,  mental 
confusion,  excessive  hypotension  and  brady- 
cardia. (Treat  bradycardia  with  atropine  and 
hypotension  with  vasopressors.) 

Usual  Dose:  1 tablet  b.i.d. 

Supplied:  Bottles  of  60,  600,  and  1000  scored 
50  mg.  tablets. 
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When  successive  blood  pressure  readings  confirm 
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Easy-to- Live- with  control.  Gradual  reduction  of 
blood  pressure  leading  to  decisive,  comfortable 
control  is  the  common  clinical  response. 
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Screening  of  Children  for 
Urinary  Tract  Disease 

Because  OF  ITS  high  frequency  and 
potentially  serious  consequences,  infection 
of  the  urinary  tract  constitutes  a major  pub- 
lic health  problem.  In  recent  years,  it  has 
become  increasingly  clear  that  pyelone- 
phritis and  infections  of  the  urinary  tract 
are  not  necessarily  isolated  occurrences  and 
often  represent  a single  episode  in  a life- 
long process.  When  such  infections  begin 
in  infancy  and  childhood,  they  may  repre- 
sent the  forerunners  of  serious  renal  dis- 
ease in  later  life. 

In  this  issue,  Wenzl  and  co-workers1  de- 
scribe the  results  of  a pilot  program  to 
screen  school  children  in  Washington  Coun- 
ty, Oklahoma,  for  urinary  tract  diseases.  In 
addition  to  screening  for  infections,  these 
workers  also  used  this  opportunity  to  sur- 
vey the  population  for  additional  diseases 
including  diabetes,  hypertension,  and  other 
abnormalities  of  the  urinary  tract.  Of  the 
total  824  children  screened,  which  repre- 
sented 98  percent  of  the  seventh  grade  popu- 
lation of  the  county,  16  children  (1.9  per- 
cent) had  abnormal  findings  discovered 
either  on  urinalysis  or  urine  culture.  This 
represented  2.6  percent  of  the  females  and 
1.3  percent  of  the  males.  The  most  common 
abnormality  was  significant  bacteriuria. 

Because  epidemiologic  studies  of  bacteri- 
uria are  so  important,  it  is  important  to 
clarify  this  concept.  Bacteriuria  means  the 
presence  of  bacteria  in  the  urine.  Bacteria 
present  in  the  urine  may  have  entered  dur- 
ing the  process  of  collection  as  contaminants 
from  the  container  or  from  gross  fecal  or 
vaginal  contamination,  from  the  normal 
urethral  flora,  from  periurethral  tissues,  or 
from  organisms  actually  multiplying  in  the 
urine.  The  concept  of  “significant  bacteri- 
uria” was  introduced  to  differentiate  these 
possibilities  and  is  predicated  on  knowledge 
of  the  manner  in  which  the  urine  was  col- 
lected and  enumeration  of  the  number  of 
bacteria  present  in  the  sample.  Persistent 
significant  bacteriuria  may  be  defined  as 
the  presence  of  a significant  number  of  the 
same  type  of  bacteria  in  a properly  collect- 
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ed  urine  specimen  on  two  or  more  occa- 
sions.2 

Because  the  kidneys  are  often  free  of  in- 
fection which  involves  the  lower  urinary 
tract,  it  stands  to  reason  that  bacteriuria  is 
not  synonymous  with  pyelonephritis  or  uri- 
nary infection,  although  some  workers  re- 
gard them  as  the  same.  On  the  basis  of  the 
data  currently  available,  however,  there  is 
strong  support  for  the  view  that  bacteri- 
uria is  the  common  denominator  of  urinary 
tract  infections.  This  should  not  be  inter- 
preted to  mean  that  pyelonephritis  will  de- 
velop in  every  individual  in  whom  bacteria 
are  present  in  the  urine,  but  rather  that 
most  cases  of  this  disease  are  derived  from 
a larger  group  of  subjects  with  bacteriuria. 
Infected  urine  denotes  present  or  potential 
involvement  of  the  kidney,  however,  and  this 
concept  should  be  the  guide  in  directing 
therapy.  Significant  bacteriuria  is  not  a 
diagnosis  but  an  important  indicator  of  po- 
tential disease.2 

Kunin,3  in  discussing  the  relationship  of 
bacteriuria  to  urinary  tract  infection,  has 
proposed  the  concept  that  bacteriuria,  urin- 
ary tract  infection,  pyelonephritis,  and  sig- 
nificant renal  disease  are  part  of  a broad 
continuum,  evolving  slowly  with  time  in  an 
often  erratic  and  insidious  manner.  This 
continuum  may  terminate  at  any  point  or 
may  produce  a disease  entity  difficult  to  dis- 
tinguish from  other  common  causes  of  renal 
disease.  On  the  basis  of  currently  available 
information,  the  exact  risk  of  developing 
significant  renal  disease  as  a consequence  of 
persistent  bacteriuria  is  unknown,  and  this 
situation  will  remain  problematic  until  the 
natural  history  is  established  by  appropri- 
ate long-term  studies. 

Although  the  incidence  of  significant  bac- 
teriuria in  patients  and  the  frequency  of 
pyelonephritis  at  autopsy  are  similar,  this 
does  not  necessarily  establish  a causal  rela- 
tionship. The  meaning  of  significant  bac- 
teriuria seems  clear  when  it  occurs  in  the 
urine  of  a patient  who  presents  clinical 
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manifestations  and  historical  evidence,  in- 
cluding instrumentation  of  the  urinary 
tract,  consistent  with  pyelonephritis.  At 
least  50  percent  of  the  patients  with  sig- 
nificant bacteriuria  will  be  asymptomatic, 
however,  and  many  of  these  will  have  no 
such  history.  MacDonald  and  co-workers4 
found  a high  correlation  between  the  ante- 
mortem presence  of  significant  bacteriuria 
(100,000  bacteria  or  more  per  ml  of  urine) 
and  the  presence  of  active  pyelonephritis  at 
autopsy  in  100  unselected  autopsies  on 
adults.  Although  patients  without  bacteri- 
uria rarely  showed  such  postmortem  find- 
ings, only  about  one-half  the  number  of  pa- 
tients with  significant  bacteriuria  had  pa- 
thologic evidence  of  infection  in  the  urinary 
system.  Thus,  in  general,  bacteriologically 
active  pyelonephritis  will  nearly  always  be 
associated  with  bacteriuria  but  bacteriuria 
may  be  present  without  pyelonephritis.  Cer- 
tainly, bacteriuria,  whether  symptomatic  or 
not,  has  particular  significance  when  it  oc- 
curs in  infants  and  children.5 

The  most  convincing  evidence  that  bac- 
teriuria can  predict  future  episodes  of 
pyelonephritis  is  found  in  studies  of  preg- 
nant women.  For  example,  Kass,  Savage, 
and  Santamarina6  noted  that  if  bacteriuria 
was  eliminated  during  pregnancy,  acute 
pyelonephritis  was  not  encountered;  overt 
urinary  infection  developed  in  about  50  per- 
cent of  pregnant  patients  with  bacteriuria 
treated  with  placebo.  These  observations 
certainly  suggest  a relationship  between 
asymptomatic  bacteriuria  and  inapparent 
active  pyelonephritis. 

Thus,  the  conclusion  seems  justified  that 
the  presence  of  bacteria  in  large  numbers 
in  the  urine  indicates  (1)  an  increased  risk 
of  pyelonephritis,  (2)  active  new  pyelone- 
phritis, or  (3)  persistent  pyelonephritis. 

The  clinical  significance  of  bacteriuria  in 
school-age  children  is  not  entirely  known. 
Undoubtedly  some  of  these  infections  may 
be  responsible  for  pyelonephritis  seen  in 
later  life,  but  the  percentage  which  will  re- 
sult in  serious  disease  is  problematical. 
Kunin  and  co-workers7  found  abnormalities 
on  intravenous  pyelography  suggestive  of 
pyelonephritis  in  13.1  percent  of  107  bac- 
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teriuric  school  children.  Ureteral  reflux 
was  observed  in  18.7  percent  and  the  mega- 
cystis  syndrome  in  6.5  percent.  Further- 
more, these  radiographic  abnormalities 
could  not  be  predicted  accurately  on  the 
basis  of  the  usual  clinical  criteria  of  sympto- 
matology, past  history,  or  the  presence  of 
pyuria.  Children  with  incidental  bacteriuria 
were  three  times  as  likely  to  suffer  from 
overt  urinary  tract  infection  as  those  with- 
out bacteriuria.  Certainly  these  and  other 
studies  dictate  the  need  for  careful  urologic 
investigation  of  all  bacteriuric  children. 

Work  in  this  and  several  other  centers 
has  documented  clearly  the  serious  prog- 
nosis of  urinary  tract  infection  beginning 
in  childhood.  To  summarize,  studies  of  the 
outcome  of  urinary  tract  infection  in  chil- 
dren have  shown  that  as  many  as  20  percent 
eventually  die  from  the  effects  of  the  dis- 
ease and  that  approximately  one-third  dis- 
play continuing  infection  or  significant 
renal  damage;  only  about  one-half  of  these 
children  on  later  follow-up  are  completely 
healthy.  Various  studies  have  shown  that 
the  outcome  is  definitely  worse  in  the  fol- 
lowing situations : In  children  whose  first 
attack  occurs  before  the  age  of  two  years, 
in  those  with  structural  abnormalities  of 
the  urinary  tract  at  the  time  of  the  initial 
examination,  in  boys,  and  in  those  who  ex- 
perience multiple  bouts  of  infection.  These 
findings  imply  that  efforts  should  be  direct- 
ed at  preventing  the  initial  overt  infection 
in  addition  to  intensifying  the  therapeutic 
attack  on  the  disease  in  progress.2'8 

In  view  of  the  known  tendency  of  struc- 
tural abnormalities  to  initiate  and  perpetu- 
ate infection,  correction  of  such  mechanical 
disturbances  may  be  a realistic  approach. 
That  this  cannot  be  the  sole  approach,  how- 
ever, is  shown  in  the  results  of  studies  by 
DeLuca,  Fisher,  and  Swenson.9  Of  1,279 
patients  with  urinary  tract  infection,  80 
percent  had  nonobstructive  disease  and  an 
alarming  proportion  of  these  eventually  de- 
veloped severe  renal  damage.  There  can  be 
little  doubt  that  pyelonephritis  beginning  in 
infancy  and  childhood  has  the  potential  for 
a grave  outcome.  It  is  equally  clear  that  if 
these  serious  consequences  are  to  be  avert- 
ed, attention  must  be  focused  on  the  pre- 
vention and  treatment  of  infections  of  the 
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urinary  tract  early  in  life. 

The  studies  of  Wenzl  and  colleagues1  also 
substantiate  several  other  important  find- 
ings other  than  the  results  obtained.  These 
findings  confirm  that  the  clean  voided  tech- 
nique of  collecting  urine  when  properly  per- 
formed and  when  combined  with  quantita- 
tive bacteriology  constitutes  a reliable  meth- 
od of  collecting  urine  specimens  for  bacterio- 
logic  processing  in  females  as  well  as  in  males 
and  that  this  technique  is  satisfactory  for 
epidemiologic  screening  of  children.  These 
studies  also  point  out  that  considerable  time 
can  be  saved  in  screening  programs  if  ex- 
amination of  the  urinary  sediment  is  de- 
ferred until  dip  testing  or  urine  cultures 
have  revealed  an  abnormality.  In  addition, 
two  children  with  other  serious  but  unsus- 
pected disorders  — glomerulonephritis  and 
asymptomatic  hematuria  — were  identified 
in  the  screening  program. 

To  the  student  of  preventive  medicine,  the 
health  of  the  patient  beyond  the  immediate 
episode  of  illness  looms  large.  The  study  of 
bacteriuria  can  be  a model  for  further  in- 
vestigation of  chronic  diseases.  Numerous 
studies  in  the  distribution  and  frequency  of 


bacteriuria  among  populations  have  been 
carried  out,  but  clarification  of  our  present 
incomplete  knowledge  regarding  bacteriuria 
awaits  the  conception  and  fruition  of 
broader  longitudinal  studies.  □ 

Harris  D.  Riley,  Jr.,  M.D. 

Children’s  Memorial  Hospital 
University  of  Oklahoma  Medical  Center 
Oklahoma  City,  Oklahoma 
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CAVEAT 


— Physicians  who  have  inadvertently  mis- 
placed their  new  controlled  dangerous  sub- 
stance registration  number,  or  who  have  not 
yet  received  a new  number,  may  use  the 
following  phrase  on  prescriptions  for  con- 
trolled substances  . . . “Federal  Registra- 
tion Applied  For  on  (Date).”  Phar- 

macists have  been  instructed  to  honor  this 
phrase  on  a prescription  for  a controlled 
substance  until  July  29th.  After  that  date 
it  will  be  necessary  for  the  physicians’  new 
registration  number  to  be  on  all  prescrip- 
tions for  controlled  substances. 

— Physicians  who  maintain  more  than 
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one  office,  and  who  maintain  quantities  of 
controlled  substances  in  additional  offices, 
must  have  a registration  number  for  each 
additonal  office.  Additional  registration 
numbers  may  be  obtained  by  requesting 
form  BND224  from  the  United  States  Jus- 
tice Department,  BNDD  Registration  Sec- 
tion, P.O.  Box  28083,  Central  Station,  Wash- 
ington, D.C.  20005. 

Any  physician  in  need  of  assistance  re- 
garding the  new  narcotic  laws  should  feel 
free  to  call  or  write  the  OSMA  Headquar- 
ters in  Oklahoma  City.  Direct  such  ques- 
tions to  the  attention  of  Mr.  Ed  Kelsay.  □ 
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The  65th  meeting  of 
the  Oklahoma  State  Med- 
ical Association  is  now 
history.  We  have  come 
a long  way  since  the 
first  meeting  in  May  of 
1906  when  the  medical 
associations  of  Indian 
and  Oklahoma  Terri- 
tories met  in  Oklahoma 
City  and  joined  to  form  the  present  Okla- 
homa State  Medical  Association. 

Commendations  are  in  order  for  Doctor 
Floyd  Miller,  the  Annual  Meeting  Commit- 
tee Chairman,  and  Doctor  Steve  Adelson, 
the  Scientific  Program  Chairman,  as  well 
as  the  Woman’s  Auxiliary  and  the  many 
who  assisted  them,  not  named  because  of 
space  limitation. 

This  has  been  a successful  meeting  from 
all  standpoints  excepting  perhaps  one,  the 
financial.  The  final  figures  will  not  be  tab- 
ulated for  some  time  but  it  will  be  surpris- 
ing if  this  meeting  has  paid  its  way.  This 
is  a perennial  problem  and  difficult  of  so- 
lution. Although  the  total  attendance  did 
not  reach  the  figure  attained  in  the  1969 
meeting  in  Tulsa,  approximately  600  phy- 
sicians were  registered  and  the  scientific 
sessions  were  well  attended. 

In  my  estimation  this  meeting  will  re- 
main of  significance  because  of  two  deci- 
sions of  the  House  of  Delegates.  One,  the 
resolutions  for  voluntary  membership  in 
the  American  Medical  Association  were 
turned  down.  This  action  pleased  me  as  in- 
cumbent president  even  though  I am  in 
agreement  with  the  principle  of  the  resolu- 
tions and  against  compulsion.  The  incon- 
sistency of  our  position  was  emphasized  by 
a member  of  the  House  of  Delegates.  But 
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I would  again  stress  the  following : The 
private  practice  of  medicine  is  seriously 
threatened,  the  practitioners  of  medicine 
are  acutely  aware  of  this  situation,  and  the 
tenor  of  the  times  call  for  a mite  of  polit- 
ical expediency. 

The  ratification  of  the  resolution  pertain- 
ing to  the  establishment  of  a peer  review 
mechanism  by  the  House  of  Delegates  was 
in  agreement  with  the  thinking  of  the  Plan- 
ning Committee  and  Board  of  Trustees  in 
regard  to  the  necessity  and  extreme  urgency 
for  this  action.  The  implementation  of  a 
foundation  or  other  organization  under  the 
sponsorship  of  the  state  medical  society  will 
be  an  undertaking  of  massive  proportion 
and  will  require  the  cooperation  of  all  con- 
cerned. 

Plans  for  the  annual  meeting  in  Okla- 
homa City  in  May  of  1972  are  already  un- 
derway under  the  capable  direction  of  Doc- 
tor John  Blaschke,  General  Chairman,  and 
Doctor  Dale  Groom,  Scientific  Chairman. 
Another  successful  meeting  is  assured. 

The  officers  of  your  society  are  constant- 
ly striving  to  improve  the  benefits  of  the 
annual  meeting.  To  this  end  the  Planning 
Committee,  under  Doctor  Ed  Calhoon,  has 
been  given  the  charge  to  investigate  fur- 
ther how  increased  attendance  as  well  as 
the  financial  solvency  of  the  meeting  can 
be  accomplished. 

One  meeting  has  been  held  recently  and 
suggestions  have  been  made.  One  of  these 
is  concerned  with  streamlining  the  House 
of  Delegates  meeting,  thereby  permitting 
the  delegates  to  participate  more  fully  in 
the  various  activities,  particularly  the  sci- 
entific sessions.  This  and  other  suggestions 
are  to  be  presented  to  the  Board  of  Trus- 
tees. In  the  meantime,  I am  sure  that  com- 
ments, criticism  (constructive  or  otherwise) 
and  suggestions  will  be  welcome.  □ 

Sincerely, 


Oklahoma  State  Medical  Association 
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Screening  of  Oklahoma  School  Children 
for  Urinary  Tract  Disease: 

Results  of  a Pilot  Study 


more  apparent  that  many  chronic  diseases 
of  adults  have  their  origin  in  childhood,  and 
this  is  especially  true  for  diseases  of  the 
urinary  system.1  Unfortunately,  chronic 
renal  disease  in  the  adult  may  have  been 
relatively  silent  during  the  initial  childhood 
stages.2  For  prevention,  therefore,  medical 
attention  must  be  directed  not  only  toward 
the  known  ill  child,  but  also  to  the  presum- 
ably well  child.  Screening  programs  appear 
to  be  the  most  efficient  method  to  fulfill  this 
objective,  and  the  school  system  represents 
the  most  practical  means  of  epidemiologic 
investigation  of  large  groups  of  children. 

In  this  study,  seventh  grade  school  chil- 
dren in  Washington  County,  Oklahoma  were 
screened  for  urinary  tract  disease,  hyper- 
tension and  diabetes  mellitus.  The  screen- 
ing program  was  conducted  in  the  schools 
of  the  county  with  the  aid  of  school  nurses 
and  teaching  personnel,  and  with  the  co- 
operation of  the  local  medical  community. 

DEMOGRAPHIC  DATA 

Washington  County  is  located  in  the 
northeastern  section  of  the  state  of  Okla- 
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Reliance  on  symptomatology  may  allow 
a significant  number  of  children  with 
serious  urinary  tract  disease  to  go 
undetected.  School  screening  programs 
effectively  detect  silent  disease. 

Although  THE  medical  profession  tra- 
ditionally has  concerned  itself  with  the 
treatment  of  illness,  an  additional  goal  is 
the  preservation  of  health.  Physicians 
caring  for  children  assume  the  responsibil- 
ity for  delivering  the  child  into  healthy 
adulthood.  In  recent  years,  it  has  become 

From  the  Department  of  Pediatrics,  Children’s  Memorial 
Hospital,  University  of  Oklahoma  Medical  Center,  800  NE  13th 
Street,  Oklahoma  City,  Oklahoma  73104. 

This  study  was  supported  by  the  Department  of  Pediatrics, 
University  of  Oklahoma  Medical  Center,  and  the  Washington 
County  Medical  Society  with  the  collaboration  of  the  Okla- 
homa Regional  Medical  Program. 
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homa.  It  has  a population  of  almost  50,000 
persons.  There  are  six  cities  or  towns  of 
which  Bartlesville  is  the  largest.  The  vast 
majority  of  the  population  is  Caucasian, 
with  non-Caucasians  estimated  at  less  than 
five  percent.  Washington  County  has  one 
of  the  higher  rates  of  per-capita  income  not 
only  in  the  state  but  also  in  the  nation. 

There  are  two  hospitals  in  the  county, 
both  located  in  Bartlesville.  There  are  49 
physicians,  25  of  whom  practice  a specialty. 
The  physician  population  ratio  is  less  than 
1/1000. 

Seventh  grade  school  children  were  se- 
lected as  the  study  group  for  this  pilot  in- 
vestigation for  several  reasons: 

1.  Although  there  were  seventh  grade 
children  in  seven  schools  in  the  county,  the 
majority  were  located  in  two  schools  of  close 
geographic  proximity  (Central  and  Madi- 
son Junior  High  School,  Bartlesville),  there- 
by facilitating  collection  of  specimens. 

2.  The  children  were  of  sufficient  ma- 
turity and  age  to  cooperate  in  obtaining 
urine  specimens,  blood  pressure  determina- 
tions and  in  filling  out  questionnaires  ac- 
curately. 

3.  Only  a small  number  of  the  females 
experienced  regular  menses  and  the  prob- 
lem of  menstrual  flow-contaminated  urine 
was  minimized. 

4.  There  are  few  “drop-outs”  from 
school  in  this  particular  age  group,  allow- 
ing a team  to  screen  virtually  all  children 
in  the  community  through  an  ongoing  pro- 
gram. 

5.  By  screening  this  age  range  it  was 
hoped  that  renal  and  urinary  tract  disease 
could  be  detected  before  it  had  reached  ir- 
reversible chronicity. 

MATERIALS  AND  METHODS 

The  study  team  always  consisted  of  two 
or  more  physicians,  two  school  nurses,  and 
volunteer  school  personnel.  Approximately 
100  children  were  screened  each  day.  All 
urine  specimens  were  collected  during  morn- 
ing hours  with  minimal  disruption  of  class- 
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room  work.  The  children  were  divided  into 
two  groups  according  to  sex. 

The  males  were  instructed  by  a physician 
in  the  method  of  collecting  a mid-stream 
specimen  and  were  assisted  by  their  phys- 
ical education  instructor  or  a physician- 
member  of  the  team. 

The  females  were  instructed  in  the  meth- 
od of  mid-stream  clean  catch  urine  collec- 
tion, and  each  was  assisted  by  a school 
nurse.  Preparation  consisted  of  three  an- 
terior to  posterior  wipes  with  Zephirin- 
soaked  cotton  balls,  followed  by  drying  with 
a sterile  cotton  ball.  Mid-stream  specimens 
were  collected  in  a wide  mouth  sterile  plas- 
tic container  and  after  collection,  an  aliquot 
was  immediately  processed  for  bacteriologic 
analysis,  using  a commercially  available 
culture  system.*  The  remainder  of  each 
urine  specimen  was  then  taken  to  a local 
hospital  where  it  was  tested  for  pH,  blood, 
glucose  and  protein  content  by  means  of 
strips  impregnated  with  diagnostic  re- 
agents.** All  urines  which  gave  3+  or  4+ 
reaction  for  protein  on  “dip  stix”  testing 
were  retested  by  the  heat  and  acetic  acid 
method.  If  this  confirmed  a 3-j-  or  great- 

*UTI-tect  Bacteria  Diagnostic  Test  Kit:  Courtland  Scientific 
Products  Division,  Abbott  Laboratories,  North  Chicago,  Illi- 
nois 

••HEMA-COMBISTLX:  Ames  Company,  Division  of  Miles  Lab- 
oratories, Inc.,  Elkhart,  Indiana. 
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er  reaction,  the  sample  was  considered  to 
demonstrate  significant  proteinuria.  Ten 
milligrams  of  urine  was  centrifuged  at  3,000 
rpm  in  a centrifuge  for  five  minutes.  The 
resulting  pellet  was  resuspended  to  0.2  ml. 
and  examined  microscopically  for  leuko- 
cytes, red  blood  cells,  casts  and  bacteria. 

Urine  cultures  were  incubated  at  37.5° 
C.  for  24  hours  and  then  read.  All  organ- 
isms were  identified  on  the  basis  of  bio- 
chemical characteristics  and  colony  mor- 
phology on  the  original  differential  culture 
media.  Colony  counts  were  obtained  on  each 
specimen.  Colony  counts  of  less  than  10,000 
organisms/ml.  were  considered  as  within 
normal  limits  in  accordance  with  the  ex- 
perience of  other  workers.1 4 Colony  counts 
between  10,000  and  100,000  organisms/ml. 
were  considered  suspect  and  unless  the  or- 
ganism was  a non-urinary  pathogen,  another 
specimen  was  analyzed.  Colony  counts  of 
greater  than  100,000  organisms/ml.  were 
considered  highly  suspect  and  another  urine 
specimen  was  obtained  from  these  children 


with  strict  supervision  during  collection. 
If  the  colony  count  was  again  100,000/ml. 
or  greater  and  the  same  organism  was  iso- 
lated, it  was  considered  indicative  of  urin- 
ary tract  infection.  The  identification  of 
all  bacterial  isolates  of  more  than  10,000 
oi'ganisms/ml.  was  confirmed  by  standard 
bacteriologic  methods. 

Results  of  microscopic  examination  of  the 
urinary  sediment  were  recorded  in  the 
standard  manner.  Blood  pressure  determi- 
nations were  obtained  immediately  after 
collection  of  the  urine  specimen.  Each  child 
completed  a form  requesting  his  name,  ad- 
dress, age,  grade,  sex,  the  name  of  his  phy- 
sician and  whether  he  had  ever  had  any 
kidney  or  bladder  infection  or  disease.  The 
children  were  also  given  a note  which  ex- 
plained the  project  to  their  parents.  The 
parents  of  all  children  with  positive  find- 
ings were  contacted  by  the  school  nurse  and 
advised  to  have  their  child  examined  by 
their  family  physician. 


Table  1 


CHILDREN  WITH  URINARY  TRACT  INFECTION 


SUBJECT 

SCHOOL 

SEX 

ORGANISM 

URINALYSIS 

MICRO*  PROTEIN 

B.P. 

(mm  Hg) 

PAST 

HISTORY 

1. 

Central 

F 

Proteus 

Species 

Bacteriuria(a) 

Negative 

Baeteriuria 

98/70 

Negative 

2. 

Central 

F 

E.  Coli 

Baeteriuria 

Negative 

Baeteriuria 

110/80 

Negative 

3. 

Madison 

F 

Klebsiella- 

Enterobacter 

Baeteriuria 

Pyuria(b) 

2 + 

Baeteriuria 

Pyuria 

120/80 

Positive 

Baeteriuria 


4. 

Madison 

F 

E.  Coli 

Baeteriuria 

Pyuria 

Negative 

94/50 

Negative 

5. 

Dewey 

F 

E.  Coli 

Baeteriuria 

Baeteriuria 

Negative 

130/74 

Negative 

6. 

Vera 

M 

E.  Coli 

Baeteriuria 

Pyuria 

0 

1+ 

124/78 

Positive 

* Microscopic  examination  was  performed  on  two  different  specimens  from  each  child. 

a)  Defined  as  more  than  5 bacteria/hpf 

b)  Defined  as  more  than  10  WBC’s/hpf 
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RESULTS 

A total  of  824  children,  representing  98 
percent  of  the  seventh  grade  population  of 
Washington  county,  was  screened.  Sixteen 
children  (1.9  percent)  had  abnormal  find- 
ings discovered  on  either  urinalysis  or  urine 
culture.  This  represented  2.6  percent  of  the 
females  and  1.3  percent  of  the  males  (Table 
1).  Six  children  with  urinary  tract  infec- 
tion were  detected.  As  expected,  five  of  the 
six  were  females,  for  a prevalence  rate  of 
1.3  percent.  All  infections  were  due  to  the 
common  urinary  tract  pathogens,  E.  coli, 
Proteus  and  Klebsiella-Enterobacter.  One 
male  with  a positive  culture  for  E.  coli  at 
greater  than  100,000  organisms/ml.  had  a 
past  history  of  urinary  tract  infection. 
However,  he  currently  was  considered  well 
and  was  not  being  followed  for  urinary 
tract  disease.  One  of  the  females  was  pre- 
viously known  to  have  a urinary  tract  in- 
fection, but  she  also  was  considered  well. 
Two  males  (0.5  percent)  and  five  females 
(1.3  percent)  were  found  to  have  significant 
proteinuria  (Table  2).  A presumptive  di- 
agnosis of  glomerulonephritis  was  made  in 
an  additional  boy  whose  urinalysis  showed 
proteinuria,  hematuria,  red  cell  and  granu- 
lar casts  but  whose  urine  culture  was  neg- 
ative (Table  3).  Another  male  had  hema- 
turia alone.  A third  boy  had  4+  glycosuria 
and  diabetes  mellitus  was  confirmed  by  his 
physician.  Hypertension  was  not  detected 
in  any  of  the  study  group. 

DISCUSSION 

Our  bacteriologic  findings  are  in  close 


agreement  with  those  of  Kunin  and  co-work- 
ers,3 who  found  a 1.1  percent  prevalence  of 
bacteriuria  in  American  school  girls  of  vari- 
ous ages.  Dodge  and  associates4  found  that 
1.5  to  2.15  percent  of  elementary  schoolgirls 
had  bacteriuria.  Both  groups  also  docu- 
mented the  extremely  low  incidence  of  bac- 
teriuria in  boys  of  school  age.  It  is  of  in- 
terest that  only  one  of  six  children  in  our 
series  was  symptomatic,  which  is  consistent 
with  the  experience  of  Kunin.3 

By  serial  examination  of  schoolgirls,  Ku- 
nin5 observed  a linear  appearance  of  new 
cases  yearly,  and  predicted  that  at  least  five 
percent  of  girls  will  have  had  one  or  more 
urinary  infections  by  the  time  they  are  18 
years  of  age.  It  is  from  this  group  of  girls 
that  morbidity  and  mortality  from  chronic 
pyelonephritis  in  future  years,  and  serious 
complications  during  pregnancy  can  be  an- 
ticipated. 

Whereas  the  serious  potential  of  bacteri- 
uria is  well  recognized,  the  significance  of 
proteinuria  is  less  well  understood.  In  a 
study  of  4,807  schoolchildren,  Wagner,  et 
al.G  found  that  only  28  (0.6  percent)  had 
3+  or  4-(-  proteinuria  on  a single  urine  ex- 
amination. Undoubtedly,  some  of  these 
children  had  orthostatic  proteinuria,  but 
recent  studies  have  confirmed  that  a signi- 
ficant number  of  patients  with  orthostatic 
proteinuria  eventually  show  evidence  of 
slowly  progressive  renal  disease.7  The  re- 
lationship of  persistent  proteinuria  to 
chronic  renal  disease  is  well  established, 
and  this  finding  demands  careful  medical 
evaluation. 

We  felt  that  no  attempt  should  be  made 
to  differentiate  orthostatic  from  persistent 
proteinuria,  since  both  groups  should  be 
kept  under  medical  surveillance.  Accord- 


Table  2 


CHILDREN  WITH  PROTEINURIA 


SUBJECT 

SCHOOL 

SEX 

PROTEIN 

URINALYSIS 

MICRO 

PAST 

HISTORY 

1 

Central 

F 

4+ 

Normal 

Negative 

2 

Central 

F 

4+ 

Normal 

Negative 

3 

Central 

M 

3+ 

Normal 

Negative 

4 

Madison 

F 

3+ 

Normal 

Negative 

5 

Ochelata 

M 

3+ 

Normal 

Negative 

6 

Ochelata 

F 

3+ 

Normal 

Repeated 

UTI’S 

7 

Vera 

F 

4+ 

Normal 

Negative 
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Table  3 


CHILDREN  WITH  MISCELLANEOUS  RENAL  OR  METABOLIC  DISORDERS 


SUBJECT 

SCHOOL 

SEX 

MICRO 

URINALYSIS 

PROTEIN 

GLUCOSE 

PAST 

HISTORY 

1. 

Central 

M 

Negative 

Negative 

4+ 

Diabetes 

Mellitus 

Confirmed 

2. 

Central 

M 

RBC’S 
WBC’S 
RBC  and 
Granular 
Casts 

3+ 

Negative 

Negative 

3. 

Central 

M 

50-100 

RBC/HPF 

1 + 

Negative 

Negative 

ingly,  a single  specimen  with  3+  or  4-f- 
proteinuria  was  judged  “significant,”  and 
the  child’s  parents  were  notified.  Our  find- 
ing of  a higher  percentage  of  proteinuria 
than  did  Wagner6  is  presumably  accounted 
for  by  the  older  mean  age  of  our  population. 
It  is  known  that  older  children  have  a high- 
er prevalence  of  proteinuria.6 

It  is  notable  that  none  of  the  sixteen  chil- 
dren with  abnormality  detected  in  this 
study  would  have  necessarily  been  missed 
if  microscopic  examination  of  the  urinary 
sediment  had  been  reserved  for  those  chil- 
dren with  positive  findings  on  culture  or 
dip  stix  testing.  Both  of  the  boys  with 
hematuria  (Table  3)  had  urine  specimens 
positive  for  occult  blood  on  dip  stix.  We 
feel,  therefore,  that  future  programs  could 
defer  examination  of  the  urinary  sediment 
until  dip  testing  or  urine  cultures  revealed 
an  abnormality.  This  deferment  would  re- 
sult in  an  approximate  fifty  percent  saving 
in  time  spent  per  child. 

The  results  of  this  study  confirmed  our 
suspicion  that  screening  Oklahoma  school 
children  for  diabetes,  renal  and  urinary 
tract  disease  is  both  feasible  and  worth- 
while. Nearly  two  percent  of  all  school  chil- 
dren and  over  two  and  one-half  percent  of 
the  females  had  presumptive  evidence  of  a 
significant  abnormality  on  screening.  Fe- 
males predominated  in  the  abnormal  group 
because  of  their  higher  prevalence  of  infec- 
tion. The  males,  although  having  less  in- 
fection, had  more  varied  abnormalities. 
Screening  a population  of  lower  socio-eco- 
nomic status  undoubtedly  would  uncover  a 
higher  percentage  of  abnormal  conditions. 
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Although  Washington  county  has  an  un- 
usually high  socio-economic  status  and  a 
high  standard  of  medical  coverage  with  a 
physician/population  ratio  well  above  the 
national  average,  only  two  of  the  sixteen 
children  with  abnormal  results  were  re- 
ceiving medical  supervision  for  an  abnor- 
mality detected  on  the  survey.  It  is  perti- 
nent to  note  that  an  estimated  400  persons 
die  from  renal  disease  each  year  in  Okla- 
homa.8 Most  of  these  are  adults,  and  many 
die  from  renal  disease  which  might  have 
been  cured  or  better  managed  by  detection 
earlier  in  life. 

A substantial  interest  in  the  project  was 
expressed  by  students,  parents,  teachers, 
and  the  local  medical  community.  No  special 
problems  arose.  The  techniques  used  in  the 
screening  program  could  be  easily  managed 
by  school,  technical  and  nursing  personnel 
with  minimal  physician  supervision  and  in- 
struction. Inasmuch  as  school  screening 
programs  for  non-fatal  auditory  and  visual 
defects  is  an  established  fact,  it  seems  logi- 
cal to  establish  screening  for  urinary  and 
renal  diseases  which  have  a much  more 
ominous  prognosis. 
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Lasers  in  Medicine 


HUNTER  L.  LITTLE,  M.D. 

Unique  properties  of  laser  energy 
provide  unique  and  effective  therapeutic 
modalities  for  certain  diseases.  This 
paper  discusses  the  use  of  lasers 
in  serious  disorders  of  the  eye. 

L/ASERS  PRODUCE  light  as  do  ordinary 
lamps.  However,  ordinary  light  is  the  prod- 
uct of  spontaneous  emissions  of  photons 
emitted  as  electrons  and  jump  from  one 
orbit  to  another.  Such  a random  emission 
of  photons  yields  incoherent  light  of  many 
wave  lengths. 

Laser  is  an  acronym  meaning  light  amp- 
lification by  stimulated  emission  of  radia- 
tion. That  is,  if  during  the  brief  interval 
while  an  atom  is  excited  a wave  of  photons 
from  a similar  atom  reaches  it,  the  wave 
will  stimulate  the  excited  atom  to  emit  ra- 
diation. The  stimulated  radiation  will  then 
have  the  same  frequency  and  wave  length 
as  the  stimulating  wave.  As  the  wave  pro- 
ceeds through  the  medium  that  contains 
many  similarly  excited  atoms,  the  wave  con- 
tinues to  grow  or  to  be  amplified  by  this 
process  of  stimulated  emission. 

This  work  was  carried  out  under  Grant  ##Y  00318  from  the 
National  Institutes  of  Health. 

Presented  to  the  40th  Annual  Pall  Conference  of  the  Okla- 
homa City  Clinical  Society,  October  26th-28th,  1970. 
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Lasers  emit  light  with  the  following  char- 
acteristics which  differ  from  spontaneously 
emitted  light:  First,  it  is  a highly  direction- 
al beam  since  the  wave  can  be  built  up  only 
by  travelling  along  the  axis  of  the  resonat- 
ing mirrors  of  the  cavity;  secondly,  the  light 
is  intense  because  the  atoms  are  stimulated 
to  emit  much  faster;  thirdly,  laser  light  is 
monochromatic  because  the  condition  for 
amplification  is  satisfied  most  strongly  at 
a single  wave  length ; finally,  laser  light  is 
coherent  because  all  atoms  are  stimulated  to 
emit  in  synchronism  with  the  wave  that  is 
reflected  between  the  mirrors  of  the  cavity. 

Because  of  the  above  listed  properties, 
laser  light  can  do  things  that  ordinary  light 
cannot  do.  In  medicine  one  takes  advan- 
tage of  these  properties.  It  can  be  focused 
to  one  micron.  This  offers  a great  advan- 
tage in  cytologic  studies  enabling  one  to 
damage  certain  aspects  of  cells  and  to  study 
the  cells  following  selected  injuries.  The 
monochromatic  properties  enable  it  to  be 
selectively  absorbed;  thus,  adjacent  tissues 
which  reflect  the  light  are  not  damaged. 
The  intense  power  is  an  advantage  in  spec- 
troscopy where  small  bits  of  tissue  are  va- 
porized and  analyzed.  The  intense  power 
of  the  monochromatic  beam  of  the  Q- 
switched  ruby  laser  has  been  used  to  remove 
cutaneous  tattoos  with  minimal  damage  to 
overlying  skin  and  surrounding  tissue  due 
to  the  specific  absorption  of  the  laser  light 
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by  the  pigment  of  the  tattoo.  Holography, 
a method  by  which  lasers  provide  three  di- 
mensional photography,  offers  a means  for 
improved  teaching  techniques.  Holograms 
are  also  being  used  as  a means  for  storing 
information  which  will  aid  medicine  through 
data  processing.  To  date  the  effect  of  lasers 
in  the  treatment  of  neoplastic  diseases  has 
been  disappointing.  Since  there  is  little  to 
no  evidence  that  lasers  produce  ionizing  ra- 
diation in  the  manner  that  x-rays  do,  their 
effect  on  neoplastic  cells  has  been  purely 
one  through  the  effect  of  heat  produced  by 
the  absorption  of  light  by  the  tissue.  The 
laser  theoretically  provides  a means  to 
achieve  bloodless  surgery.  If  given  suffi- 
cient energy,  the  argon  laser  with  the  blue- 
green  spectrum  should  provide  a means  to 
dissect  bloodlessly  through  organs  such  as 
liver,  spleen,  kidney  and  lung.  Probably  the 
most  successful  application  of  lasers  in  the 
field  of  medicine  is  in  ophthalmology. 

In  ophthalmology  the  ruby  laser  (6943  A) 
and  more  recently  the  argon  laser  (4880  A 
and  5145  A)  have  been  used  to  treat  ocular 
diseases.  The  cases  selected  for  treatment 
have  been  ones  with  retinal  tears  and  with 
retinal  and  choroidal  vascular  leaks.  More 
recently  the  laser  has  been  used  to  perform 
iridectomies  which  may  ultimately  play  a 
role  in  the  management  of  selected  glaucoma 
patients. 

The  initial  experiences  in  ophthalmology 
were  with  the  ruby  laser  which  provides  an 
excellent  means  for  treating  retinal  tears 
and  other  selected  retinal  diseases.1'4  How- 
ever, because  of  the  red  wave  length  of  the 
ruby  laser  it  is  not  advantageous  for  treat- 
ing the  many  retinal  and  choroidal  vascular 
diseases  seen  in  one’s  patients  in  the  prac- 
tice of  ophthalmology. 

During  the  past  18  months  the  treatment 
of  ocular  diseases  with  lasers  has  been  done 
primarily  with  the  argon  laser.  The  author 
and  his  colleagues  Doctors  H.  C.  Zweng, 
R.  R.  Peabody,  and  A.  Vassiliadis  and  Mr. 
N.  Peppers  have  developed  a system  consist- 
ing of  a gas  ion  continuous  wave  Argon 
laser  beam  delivered  through  a Zeiss  slit 
lamp  into  the  patient’s  eye  via  a Goldman 
contact  lens.5  The  instrument  provides  the 
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following  advantages : binocularity,  high 
magnification,  excellent  illumination,  and 
optimal  wave  lengths  for  treating  retinal 
tears  and  retinal  and  choroidal  vascular 
lesions. 

The  remainder  of  the  presentation  will  be 
limited  to  experiences  with  this  technique 
in  treating  ocular  diseases.  It  seems  appro- 
priate to  state  that  the  use  of  laser  photo- 
coagulation in  the  management  of  retinal 
and  choroidal  vascular  diseases  has  been 
made  possible  through  knowledge  gained 
with  fluorescein  retinal  angiography.6- 7- 8 
Since  June  1969,  our  group  has  treated  392 
eyes  with  the  argon  laser  photocoagulator 
described  above.  The  presentation  will  be 
restricted  to  the  management  of  the  follow- 
ing selected  disease  entities:  central  serous 
retinopathy,  senile  choroidal  macular  degen- 
eration, histoplasmosis  chorioretinitis,  dia- 
betes mellitus,  and  miscellaneous  vascular 
diseases  including  sickle-cell  C retinopathy. 
Because  of  insufficient  follow-up  on  all  the 
cases,  only  131  cases  will  be  included  with 
follow-up  ranging  from  three  to  eighteen 
months. 

Central  serous  retinopathy  is  a disease 
entity  occurring  in  younger  individuals 
ranging  in  age  from  25  to  45.  It  is  a disease 
in  which  there  is  a localized  vascular  leak 
from  the  choroid  which  is  the  vascular 
layer  behind  the  retina.  Serum  leaks  from 
the  capillaries  of  the  choroid  passing 
through  Bruch’s  membrane  and  retinal  pig- 
ment epithelium  and  dissects  the  overlying 
retina  from  its  normal  attachment  to  the 
retinal  pigment  epithelium.  The  localized 
detachment  of  the  sensory  retina  involves 
the  macular  region  and  never  extends  into 
the  peripheral  retina  as  is  seen  with  a 
.rhegmatogenous  or  conventional  type  of 
retinal  detachment  caused  by  retinal  tears. 
In  central  serous  retinopathy  there  are  no 
tears  of  the  retina.  With  fluorescein  angi- 
ography one  is  able  to  localize  the  vascular 
leak  from  the  choroid  by  the  accumulation 
of  the  fluorescein  beneath  a small  elevation 
of  the  retinal  pigment  epithelium.  It  is  at 
this  point  that  the  fluorescein  is  accumu- 
lated following  its  injection  into  the  ante- 
cubital  vein  of  the  arm.  In  most  instances 
the  vascular  leak  from  the  choroid  spon- 
taneously seals  and  the  overlying  fluid  is 
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absorbed  with  flattening  of  the  detachment 
of  the  sensory  retina.  In  the  cases  where 
this  does  not  clear  within  two  to  three 
months  or  in  cases  where  there  have  been 
repeated  leaks  with  recurrent  episodes  of 
detachment  of  the  sensory  retina,  laser  pho- 
tocoagulation is  recommended.  With  the 
argon  laser,  we  have  treated  29  cases. 
Twenty-six  or  90  percent  have  shown  com- 
plete resolution.  None  of  the  cases  has  been 
made  worse.  Three  of  the  cases  treated 
have  not  responded  at  this  time  but  it  is  an- 
ticipated that  with  subsequent  laser  treat- 
ment to  the  area  that  the  leaks  can  be  sealed. 

Senile  choroidal  macular  degeneration  is 
a disease  that  involves  from  25  to  40  per- 
cent of  people  over  65  years  of  age.  In  many 
states  it  ranks  the  number  one  cause  of  le- 
gal blindness  and  in  most  instances  it  causes 
bilateral  loss  of  central  vision.  The  disease 
is  related  to  an  aging  process  of  the  cho- 
roidal vessels  within  the  macular  region.  Be- 
cause of  the  aging  changes  of  the  vessels 
and  the  overlying  Bruch’s  membrane,  there 
is  an  accumulation  of  fluid  between  the  ret- 
inal pigment  epithelium  and  the  underlying 
choroid  and  between  the  sensory  retina  and 
the  underlying  pigment  epithelium.  This 
is  associated  with  an  ingrowth  of  new 
formed  vessels  from  the  choroid  which  ex- 
tend between  the  choroid  and  the  retina. 
Newly  formed  vessels  frequently  produce 
hemorrhage  and  permanent  loss  of  central 
vision.  Laser  photocoagulation  in  selected 
instances  of  senile  choroidal  macular  de- 
generation offers  a means  of  therapy  in 
this  disease.  Even  with  argon  laser  pho- 
tocoagulation, the  prognosis  in  these  cases 
is  guarded.  Thirty-five  cases  of  senile 
choroidal  degeneration  have  been  treated 
with  the  argon  laser  with  the  following  re- 
sults. Eleven  have  improved,  11  have  re- 
mained unchanged  and  13  have  been  made 
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worse.  Each  group  therefore  represents 
roughly  about  33  percent  of  the  total  treat- 
ed. As  a result  of  experience  gained  in  the 
treatment  of  senile  choroidal  macular  de- 
generation, the  author  now  recommends 
treating  only  those  cases  in  which  there  is 
a localized  choroidal  vascular  leak  which  is 
removed  from  the  foveal  area.  Such  cases 
should  carry  a better  prognosis. 

Histoplasmosis  chorioretinitis  is  a pre- 
sumptive diagnosis  that  has  been  given  to 
patients  who  present  with  a specific  clin- 
ical syndrome.  The  syndrome  is  that  of 
multiple  peripheral  choroidal  scars  associ- 
ated with  a 93  percent  incidence  of  positive 
histoplasmin  skin  tests  and  with  a 90  per- 
cent incidence  of  fibrocalcific  changes  on 
x-ray.  Since  the  organism  of  Histoplasma 
capsulatum  has  not  been  definitely  identi- 
fied in  eyes  having  this  syndrome  and  since 
the  organism  has  not  been  cultured  the  di- 
agnosis can  only  be  presumptive  at  this 
time.  The  significance  of  this  disease  en- 
tity is  the  77  percent  incidence  of  macular 
involvement  with  57  percent  incidence  of 
the  eyes  having  20/200  or  worse.  It  is  for 
this  reason  that  when  the  lesions  are  noted 
in  the  macular  area  and  when  these  lesions 
show  leakage  of  serum  and  accumulation 
of  fluorescein  with  intravenous  fluorescein 
angiography,  photocoagulation  is  indicated 
to  seal  the  leaks  before  they  produce  sub- 
sequent hemorrhage  and  loss  of  central  vis- 
ion. Seventeen  cases  have  been  treated  using 
the  argon  laser  photocoagulator.  Six  have 
been  made  better  for  35  percent  improve- 
ment, five  have  shown  no  change  represent- 
ing 30  percent  of  the  group,  and  six  or  35 
percent  have  shown  further  progression  of 
loss  of  central  vision  in  spite  of  treatment. 

Diabetic  retinopathy  is  one  of  the  most 
difficult  problems  with  which  the  ophthal- 
mologist must  contend.  It  accounts  for  ap- 
proximately 20  percent  of  the  blindness  in 
the  United  States  and  in  some  states  is  the 
leading  cause  of  blindness.  The  treatment 
of  diabetic  retinopathy  is  extremely  difficult 
to  evaluate  because  of  natural  fluctuations 
in  the  course  of  the  disease  and  because  of 
the  marked  variability  in  its  clinical  appear- 
ance. For  this  reason  the  cases  that  have 
been  treated  with  the  argon  laser  have  been 
evaluated  and  classified  in  the  following 
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order : Those  having  intraretinal  vascular 
leaks  associated  with  intraretinal  edema 
usually  involving  the  macula ; those  present- 
ing with  neovascularization  on  the  retinal 
surface ; those  presenting  with  retinal  neo- 
vascularization over  the  optic  nerve  head  or 
extending  into  the  vitreous  cavity  (from 
the  retina)  without  significant  connective 
element;  and  finally,  those  having  massive 
proliferation  of  new-formed  vessels  with 
connective  tissue  extending  into  the  vitreous 
cavity  which  might  be  classified  as  ad- 
vanced retinitis  proliferans.  Because  of  the 
growth  of  vessels  into  the  vitreous  cavity, 
conventional  means  of  photocoagulation 
using  the  white  xenon  arc  have  not  been 
successful  since  the  vessels  could  not  be 
obliterated.  The  argon  laser  enables  the 
ophthalmologist  to  focus  a beam  that  is 
readily  absorbed  by  the  blood  vessels  onto 
the  areas  of  the  newly  formed  vessels  ex- 
tending into  the  vitreous  cavity.  With  this 
method  one  is  able  to  obliterate  such  ves- 
sels in  many  instances  and  to  prevent  sub- 
sequent intraocular  hemorrhage.  On  the 
other  hand  in  cases  where  there  is  signifi- 
cant connective  tissue  element  and  where 
the  ocular  media  is  cloudy,  the  beam  of  the 
argon  laser  cannot  be  focused  adequately 
on  the  vessels,  thus  precluding  the  possibil- 
ity for  obliteration  of  such  vessels.  Fifty 
cases  have  been  treated  and  evaluated  for 
diabetic  retinopathy.  Twenty-eight  or  56 
percent  have  improved,  14  or  28  percent 
have  remained  unchanged,  and  eight  or  15 
percent  have  shown  further  progression  of 
the  disease  in  spite  of  treatment.  Treat- 
ment has  consisted  of  focusing  the  argon 
laser  on  the  areas  of  intraretinal  vascular 
leakage  demonstrated  with  fluorescein  an- 
giography in  the  cases  of  retinal  edema  and 
of  focusing  the  beam  onto  the  proliferating 
vessels  extending  off  the  optic  nerve  and 
off  the  retina  in  the  vitreous  cavity  in  the 
cases  of  retinitis  proliferans.  Best  results 
have  been  obtained  where  the  intraretinal 


vascular  leaks  were  localized.  In  the  pro- 
liferative retinopathy,  the  best  results  have 
been  obtained  where  there  has  been  minimal 
connective  tissue  element  associated  with 
proliferating  vessels.  To  date  it  is  prema- 
ture to  make  any  final  conclusions  in  regard 
to  the  results  of  treatment ; however,  results 
at  this  time  are  certainly  encouraging  and 
indicate  that  argon  laser  photocoagulation 
will  occupy  a major  position  in  the  manage- 
ment of  diabetic  retinopathy  in  the  future. 

Several  miscellaneous  retinal  vascular 
diseases  have  been  treated  with  the  argon 
laser.  These  include  sickle-cell  C retinop- 
athy, Leber’s  miliary  angiomatosis  retinae, 
and  von  Hippel  Lindau’s  disease.  There 
have  been  no  complications  in  the  treatment 
of  these  disease  entities  and  even  though  the 
number  is  quite  small  the  results  have  been 
most  encouraging. 

In  summary,  laser  photocoagulation  pro- 
vides a means  by  which  an  efficient  coherent 
monochromatic  light  can  be  focused  upon 
retinal  lesions  in  the  treatment  of  retinal 
tears,  retinal  vascular  lesions,  and  choroidal 
vascular  lesions.  One  attempts  to  prevent 
intraocular  hemorrhage  and  retinal  hem- 
orrhages which  account  for  major  causes  of 
blindness  in  this  country.  □ 
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Campbell’s  Soups... 

wide  variety... for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons: 

Appeal  With  a variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat— ingredients  are  tender,  bite-size. 

Even  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif- 
ferent varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4 minutes  a bowl  of  deli- 
cious soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen- 
sive— an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  . . . and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a soup  for  almost  every  patient  and 
diet  . . . and  for  every  meal. 


brand  of 

metronidazole 


Cures  Trichomoniasis  in 
Both  Women  and  Men 


About  half  of  all  husbands  of  in- 
fected women  harbor  Trichomonas 
vaginalis* 

Few  of  these  men  have  symptoms. 
Even  so,  all  are  capable  of  perpetuat- 
ing the  infection  and  rendering  treat- 
ment of  a woman  alone  futile. 

Only  a systemically  active  medica- 
tion like  Flagyl  is  capable  of  reach- 


ing the  hidden  reservoirs  of  infection 
in  the  genitourinary  tracts  of  both 
men  and  women. 

Only  Flagyl  has  been  able  to 
achieve  rates  of  cure  consistently 
above  90  per  cent  and  often  up  to 
100  per  cent  in  trichomonal  infec- 
tions in  both  men  and  women. 


Indications:  For  the  treatment  of  trichomo- 
niasis in  both  male  and  female  patients  and 
the  sexual  partners  of  patients  with  a recur- 
rence of  the  infection  provided  trichomonads 
have  been  demonstrated  by  wet  smear  or 
culture. 

Contraindications:  Evidence  of  or  a history 
of  blood  dyscrasia,  active  organic  disease  of 
the  central  nervous  system  and  the  first  tri- 
mester of  pregnancy. 

Warnings:  Use  with  discretion  during  the  sec- 
ond and  third  trimesters  of  pregnancy  and 
restrict  to  patients  not  cured  by  topical  mea- 
sures. Flagyl  (metronidazole)  is  secreted  in 
the  breast  milk  of  nursing  mothers.  It  is  not 
known  whether  this  can  be  injurious  to  the 
newborn. 

Precautions:  Mild  leukopenia  has  been  re- 
ported during  Flagyl  use;  total  and  differen- 
tial leukocyte  counts  are  recommended 
before  and  after  treatment  with  the  drug, 
especially  if  a second  course  is  necessary. 
Avoid  alcoholic  beverages  during  Flagyl  ther- 
apy because  abdominal  cramps,  vomiting  and 
flushing  may  occur.  Discontinue  Flagyl 
promptly  if  abnormal  neurologic  signs  occur. 
There  is  no  accepted  proof  that  Flagyl  is  ef- 
fective against  other  organisms  and  it  should 
not  be  used  in  the  treatment  of  other  condi- 
tions. Exacerbation  of  moniliasis  may  occur. 
Adverse  Reactions:  Nausea,  headache,  ano- 
rexia, vomiting,  diarrhea,  epigastric  distress, 
abdominal  cramping,  constipation,  a metallic, 
sharp  and  unpleasant  taste,  furry  or  sore 
tongue,  glossitis  and  stomatitis  possibly  asso- 
ciated with  a sudden  overgrowth  of  Monilia, 
exacerbation  of  vaginal  moniliasis,  an  occa- 
sional reversible  moderate  leukopenia,  dizzi- 
ness, vertigo,  drowsiness,  incoordination  and 
ataxia,  numbness  or  paresthesia  of  an  extrem- 
ity, fleeting  joint  pains,  confusion,  irritability, 
depression,  insomnia,  mild  erythematous 


eruptions,  “weakness,”  urticaria,  flushing,  dry- 
ness of  the  mouth,  vagina  or  vulva,  vaginal 
burning,  pruritus,  dysuria,  cystitis,  a sense  of 
pelvic  pressure,  dyspareunia,  fever,  polyuria, 
incontinence,  decrease  of  libido,  nasal  con- 
gestion, proctitis,  pyuria  and  darkened  urine 
have  occurred  in  patients  receiving  the  drug. 
Patients  receiving  Flagyl  may  experience  ab- 
dominal distress,  nausea,  vomiting  or  head- 
ache if  alcoholic  beverages  are  consumed. 
The  taste  of  alcoholic  beverages  may  also  be 
modified. 


Dosage  and  Administration:  In  the  Female. 
One  250-mg.  tablet  orally  three  times  daily 
for  ten  days.  Courses  may  be  repeated  if  re- 
quired in  especially  stubborn  cases;  in  such 
patients  an  interval  of  four  to  six  weeks  be- 
tween courses  and  total  and  differential  leu- 
kocyte counts  before,  during  and  after 
treatment  are  recommended.  Vaginal  inserts 
of  500  mg.  are  available  for  use,  particularly 
in  stubborn  cases.  When  the  vaginal  inserts 
are  used  one  500-mg.  insert  is  placed  high 
in  the  vaginal  vault  each  day  for  ten  days 
and  the  oral  dosage  is  reduced  to  two  250-mg. 
tablets  daily  during  the  ten-day  course  of 
treatment.  Do  not  use  the  vaginal  inserts  as 
the  sole  form  of  therapy.  In  the  Male.  Pre- 
scribe Flagyl  only  when  trichomonads  arc 
demonstrated  in  the  urogenital  tract,  one 
250-mg.  tablet  two  times  daily  for  ten  days. 
Flagyl  should  be  taken  by  both  partners  over 
the  same  ten-day  period  when  it  is  prescribed 
for  the  male  in  conjunction  with  the  treat- 
ment of  his  female  partner. 

Dosage  Forms:  Oral  tablets  . . . 250  mg. 

Vaginal  inserts  . . 500  mg. 

^References  available  on  request. 
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Primary  Abdominal 
(Peritoneal)  Pregnancy 


ARTHUR  I.  GOLDSTEIN,  M.D.,  MAJ,  MC 
JOHN  W.  WALSH,  M.D.,  MAJ,  MC 

A well  documented  case  of  primary 
nidation  involving  the  rectosigmoid  is 
reported.  Pathologic  examination  of  the 
ovary  and  tube  on  the  involved  side 
failed  to  reveal  any  evidence  of  prior 
implantation.  The  possible  etiology  and 
rarity  of  this  phenomenon  is  discussed. 

INTRODUCTION 

Primary  IMPLANTATION  and  prolif- 
eration of  a fertilized  ovum  on  a peritoneal 
surface  without  preceding  nidation  at  any 
other  site  has  been  the  subject  of  much  de- 
bate. Numerous  instances  of  abdominal 
pregnancy  have  been  cited  in  the  literature, 
but  in  most  cases  this  has  been  the  result 
of  erosion  through  a tubal  pregnancy  or 
through  a previously  traumatized  uterus 
with  consequent  uteroperitoneal  fistula. 
Only  a few  well  substantiated,  isolated  case 
reports  of  primary  abdominal  pregnancy 
exist  in  the  literature.  Studdiford6  report- 
ed an  early  primary  abdominal  pregnancy 
located  on  the  posterior  aspect  of  a uterine 
horn.  His  criteria  for  the  diagnosis  of  pri- 
mary abdominal  pregancy  are:  “(1)  That 
both  tubes  and  ovaries  are  normal  with  no 

Prom  the  Department  of  Obstetrics  and  Gynecology  and 
Pathology,  U.S.  Reynolds  Army  Hospital,  Fort  Sill,  Oklahoma 
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evidence  of  recent  or  remote  injury;  (2) 
the  absence  of  any  evidence  of  a uteroperi- 
toneal fistula;  (3)  the  presence  of  a preg- 
nancy related  exclusively  to  the  peritoneal 
surface  and  young  enough  to  eliminate  the 
possibility  of  secondary  implantation  fol- 
lowing a primary  nidation  in  the  tube.” 
Novak5  rejects  the  concept  of  secondary 
implantation  following  tubal  abortion  on  the 
grounds  that  separation  of  a pregnancy 
from  its  site  in  the  fallopian  tube  would  re- 
sult in  immediate  death  to  the  embryo.  This 
thesis  is  substantiated  by  the  absence  of 
any  report  in  the  literature  of  a secondary 
abdominal  pregnancy  following  removal  of 
a ruptured  tubal  pregnancy  where  the  prod- 
ucts of  conception  were  left  in  the  peritoneal 
cavity.1 

The  purpose  of  this  paper  is  to  cite  fur- 
ther support  for  the  contention  that  a fer- 
tilized ovum  can  implant  primarily  on  a 
peritoneal  surface. 

CASE  REPORT 

This  31-year-old  P1011  was  originally 
seen  in  our  clinic  because  of  six  years  of 
involuntary  sterility.  Her  past  history  was 
unremarkable  except  for  an  episode  of  “pel- 
vic infection”  treated  at  another  institution 
two  years  ago. 

At  the  time  of  initial  examination,  the 
patient  was  terminating  a three  month 
course  of  cyclic  combination  type  contra- 
ceptive pills  prescribed  because  of  heavy 
menstrual  flow.  In  the  prior  six  years  there 
was  no  other  attempt  at  birth  control. 
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Figure  1.  Hysterosalpingogram  revealing  bilateral 
fimbrial  closure. 


Pelvic  examination  was  unremarkable  and 
her  husband’s  semen  analysis  was  within 
normal  limits. 

Three  days  after  the  last  pill  induced 
menses,  a Rubin  Test  was  performed  which 
was  compatible  with  tubal  occlusion.  This 
was  followed  the  same  day  by  a hysterosal- 
pingogram  which  showed  bilateral  fimbrial 
closure  (Figure  1). 

Endometrial  biopsy  performed  on  the 
first  day  of  the  following  menstrual  period 
revealed  secretory  endometrium.  This  pe- 
riod however,  turned  out  to  be  unusually 
scant  and  two  weeks  later  the  patient  began 
to  experience  bilateral  lower  abdominal 
pain  without  fever  or  bleeding. 

Thirty  days  after  the  endometrial  biopsy 
and  60  days  after  termination  of  the  birth 
control  pills,  the  patient  presented  in  clinic 
with  moderate  bleeding  and  evidence  of 
right  lower  quadrant  peritoneal  irritation. 
At  this  time  an  apparently  complete  deci- 
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Figure  2.  Fimbriated  portion  of  fallopian  tube  with 
marked  chronic  salpingitis  and  narrowing. 

dual  cast  was  passed  in  the  examining  room. 
Immediate  culdocentesis  revealed  seven  cc 
of  unclotted  blood  and  a pregnancy  test 
(U.C.G.)  was  positive.  A presumptive  di- 
agnosis of  right  ectopic  pregnancy  was  made 
and  laparotomy  was  performed.  Upon 
opening  the  peritoneal  cavity,  approximate- 
ly 400  cc’s  of  clotted  blood  was  noted.  The 
uterus  was  slightly  enlarged,  but  of  other- 
wise normal  appearance. 

Inspection  of  the  left  adnexa  revealed 
old  inflammatory  disease  and  both  tube  and 
ovary  were  plastered  into  the  cul-de-sac  by 
multiple  adhesions.  The  entire  right  ad- 
nexa was  almost  obliterated  in  a mass  of 
adhesions,  and  was  fixed  posteriorly  and 
partially  into  the  cul-de-sac. 

Inspection  of  the  right  fallopian  tube  fol- 
lowing its  removal  revealed  evidence  of 
chronic  old  inflammatory  disease,  but  no 
evidence  of  a site  of  rupture.  Moreover  the 
bleeding  was  not  controlled  by  salpingec- 
tomy and  hence  the  right  ovary  was  re- 
moved along  with  its  adjacent  clot.  With 
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the  entire  right  adnexa  removed  it  was  then 
ascertained  that  the  bleeding  was  actually 
arising  from  a separate  mass  of  tissue 
measuring  3x5  cm,  which  was  adherent 
to  the  right  side  of  the  rectosigmoid.  A por- 
tion of  this  tissue  was  removed  and  put  in- 
to a separate  specimen  jar.  No  attempt  was 
made  to  remove  all  this  tissue  as  it  had  ap- 
parently eroded  through  the  serosa  of  the 
sigmoid.  The  bleeding  was  controlled  by 
packing  and  after  careful  inspection,  to  rule 
out  complete  perforation  of  the  bowel,  the 
abdomen  was  closed.  The  patient’s  post- 
operative course  was  uneventful  and  a sub- 
sequent U.C.G.  two  weeks  later  was  nega- 
tive. 

PATHOLOGY 

Microscopic : Sections  of  the  decidual 

cast,  which  measured  grossly  7x5  cm 
only  minimal  degentrative  changes,  focal 
Arias  Stella  phenomenon  and  absence  of 
tropoblastic  tissue. 


U.S.  Army  photograph 

Figure  3.  One  of  numerous  serial  sections  of  fal- 
lopian tube  showing  no  evidence  of  gestation  or  per- 
foration. 


The  right  tube  measured  7.5  cm  in  length. 
Both  the  serosal  aspect  of  the  infundibular 
and  ampullary  portion  of  the  specimen  were 
densely  involved  with  adhesions.  No  evi- 
dence of  gross  perforation  was  present. 
Serial  transverse  cross  sectional  examina- 
tion at  1.5  mm  intervals  revealed  marked 
salpingitis  isthmica  nodosa,  narrowing  of 
the  tubal  lumen  in  the  infundibular  area 
and  absence  of  decidual  changes,  clotted 
blood,  trophoblastic  tissue  and  perforation 
(Figures  2 and  3).  The  right  ovary  revealed 
a well-preserved  corpus  luteum  of  preg- 
nancy which  on  serial  section  revealed  no 
evidence  of  rupture  or  ectopic  gestation. 
Five  grams  of  hemorrhagic,  friable  tissue 
was  submitted  from  the  rectosigmoid  area. 
Well  preserved  villi,  consistent  with  a 35 
to  40  day  period  of  implantation  were  em- 
bedded in  acutely  inflamed  and  degenerat- 
ing smooth  muscle  fibers  which  had  under- 
gone an  early  decidua-like  response.  No 
evidence  of  endometriosis  was  present  (Fig- 
ure 4). 

DISCUSSION 

No  one  disputes  the  ability  of  placental 
tissue  to  implant  and  grow  on  peritoneal 
surfaces.  The  literature  abounds  with  re- 
ports of  abdominal  gestations  in  every  pos- 
sible site.  However,  in  virtually  all  cases 
the  bizarre  location  of  these  pregnancies 
can  be  attributed  to  an  outward  growth  of 
villi  through  a tubal  perforation  or  through 
the  fimbriated  orifice.5 
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Figure  4.  Biopsy  from  rectosigmoid  revealing  pres- 
ence of  villi. 

The  concept  of  secondary  implantation  of 
a tubal  abortion  has  been  rejected  by  No- 
vak5 and  others,2' 3’ 4 on  the  grounds  that  an 
embryo  would  die  shortly  after  separation 
from  the  tubal  wall.  Well  documented  evi- 
dence of  primary  abdominal  pregnancy  is 
sparse.  Certainly  Studdiford0  presented  a 
good  case.  Ahnquist  and  Lund1  reported  a 
bonafide  primary  peritoneal  pregnancy  along 
with  an  extensive  review  of  the  literature. 
In  the  case  reported  in  this  paper  there  was 
no  evidence  of  a tubal  gestation.  Inspection 
of  the  non-involved  left  side  revealed  a 
closed,  chronically  inflamed  tube  bound 
down  by  multiple  adhesions.  Gross  and 
microscopic  examination  of  the  right  tube 
revealed  no  evidence  of  past  or  present 
pregnancy  within  the  lumen  and,  further- 
more, the  serocal  surface  was  intact.  The 
only  place  where  villi  could  be  found  was 
the  rectosigmoid  where  the  placenta  had 
eroded  through  the  serosa. 
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One  can  hypothesize  that  this  phenome- 
non occurred  because  the  narrowing  at  the 
fimbriated  end  of  the  fallopian  tube  was 
small  enough  to  prevent  the  entry  of  the 
ovum  and  large  enough  to  allow  sperm  to 
pass  through  into  the  peritoneal  cavity. 
This  is  not  an  uncommon  situation  and  one 
must  therefore  presume  that  the  rarity  of 
this  situation  may  be  a reflection  of  the 
difficulty  of  fertilization  to  take  place  in 
this  circumstance  as  well  as  the  relative  in- 
ability of  the  peritoneum  to  provide  a favor- 
able environment  for  implantation.  Normal 
smooth  muscle  and  peritoneum  generally 
lack  the  vascularity  and  hormonal  respon- 
siveness of  secretory  endometrium.  How  a 
viable  situation  occurred  in  this  case  re- 
mains unexplained.  No  past  clinical  or  his- 
tologic evidence  of  endometriosis  in  the 
rectosigmoid  region  was  present.  The  find- 
ings in  the  homolateral  ovary  which  con- 
tained the  corpus  luteum  of  pregnancy  were 
inconsistent  with  a prior  occurring  primary 
ovarian  implantation. 

This  case  is  cited  as  further  evidence  that 
the  phenomenon  of  primary  abdominal 
(peritoneal)  pregnancy  does  indeed  exist. 
This  is  also  believed  to  constitute  the  first 
well  documented  case  of  primary  implanta- 
tion occurring  on  the  serosal  aspect  of  the 
rectosigmoid. 
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Epidemiology  of  25,294 
Reported  Gonorrhea  Cases 


G.  REZA  NAJEM,  M.D.,  M.P.H. 

THOMAS  N.  LYNN,  Jr.,  M.D. 

The  remarkably  high  prevalence  of 
gonorrhea  is  related  to  the  lack  of 
satisfactory  mass  prevention  measures, 
especially  among  the  most  vulnerable 
members  of  society,  namely  low 
socio-economic  and  young  populations. 

Community  attitude  toward  sexual 
permissiveness,  health  education,  and 
treatment  of  cases,  particularly  the 
asymptomatic  female,  are  the  effective 
measures  at  the  present  time. 

INTRODUCTION 

The  FREQUENCY  of  gonorrhea  con- 
tinues to  increase  annually  to  the  point  of 
epidemic.1' 2- 3 Gonorrhea  is  now  the  most 
frequently  reported  communicable  disease 
in  the  nation  and  by  the  most  conservative 
estimate,  is  clearly  out  of  control.2'3'4  So  far 
no  satisfactory  mass  control  techniques  have 
been  developed.  The  current  control  meth- 
ods have  failed  to  reduce  the  gonococci  at- 
tack rate.1 

The  Venereal  Disease  Branch  of  U.  S. 
Public  Health  Service  estimated  that  at 
least  1,680,000  cases  of  gonorrhea  occurred 
in  the  U.S.  in  the  fiscal  year  1969 ; of  which 
only  29.4  percent  were  diagnosed  and  re- 
ported to  health  departments.5 

In  order  to  define  better  the  problem  of 
gonorrhea  in  the  State  of  Oklahoma,  the 
Department  of  Community  Health  of  the 
University  of  Oklahoma  Medical  Center,  in 
cooperation  with  the  Oklahoma  State  Health 

From  the  Department  of  Community  Health,  University  of 
Oklahoma  Medical  Center. 
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Department,  conducted  an  extensive  inves- 
tigation of  the  reported  gonorrhea  cases  in 
Oklahoma  which  occurred  between  January 
1st,  1965  and  December  31st,  1969. 

METHODS  AND  MATERIALS 

The  data  were  compiled  from  the  Okla- 
homa State  Health  Department’s  Communi- 
cable Disease  report  cards. 

The  records  of  25,294  gonorrhea  cases 
which  had  been  reported  to  the  Oklahoma 
State  Health  Department  from  the  entire 
State  of  Oklahoma  during  the  five  year  pe- 
riod from  January  1st,  1965  through  De- 
cember 31st,  1969  were  compiled  in  this 
study.  The  public  clinics  (V.D.  Clinics  of 
the  health  departments,  State  Hospitals  and 
Indian  Hospitals)  reported  61.2  percent  of 
the  total  25,294  cases.  The  military  bases 
reported  22.6  percent,  practicing  physicians 
(M.D.)  reported  13.3  percent,  Doctors  of 
Osteopathy  reported  2.8  percent  and  the  re- 
maining 0.1  percent  of  the  25,294  cases 
were  reported  by  others. 

In  most  of  the  analyses,  data  from  mili- 
tary sources  were  treated  separately. 

RESULTS 

Figure  1 shows  that  only  the  trend  of  re- 
ported gonorrhea  in  civilian  males  has  been 
increasing  constantly  each  year,  from  1,972 
cases  in  1965  to  3,309  cases  in  1969,  which 
is  an  increase  of  40  percent. 

Seventeen  thousand  nine  hundred  and 
twenty-five  (or  70.9  percent  of  the  total 
25,294)  cases  were  from  urban  areas  and 
only  7,369  (or  29.1  percent)  cases  were 
from  rural  areas.  Out  of  these  7,369  cases; 
77.6  percent  were  military  and  22.4  percent 
of  them  were  civilian. 
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Table  I indicates  that  the  average  annual 
rate  of  gonorrhea  from  1965  through  1969 
is  202.2  cases  per  100,000  population.  This 
table  also  compares  the  distribution  of  the 
cases  in  urban  and  rural  areas  and  shows  a 
generally  steady  increase  in  the  urban  areas. 

Figure  2 shows  that  the  highest  reported 
county  gonorrhea  rate  was  426.5  per  100,- 
000  population  in  Muskogee  County  in  1969. 
The  overall  rate  of  reported  gonorrhea  cases 
for  Oklahoma  was  213.6  cases  per  100,000 
population  in  1969.  The  reported  gonorrhea 
rates  for  59  counties  of  Oklahoma  in  1969, 
were  within  the  lowest  one-third  percentile 
range  of  the  national  rate  of  under  137 
cases  per  100,000  population  for  all  the 
states  in  1969.  The  rates  in  14  counties 
were  within  the  middle  one-third  percentile 
range  of  137-258,  and  the  remaining  four 
counties  of  Oklahoma  had  rates  within  the 
highest  one-third  percentile  range  of  the  na- 
tional rate  of  over  258  cases  per  100,000 
population  in  1969. 2 

The  mean  annual  highest  reported  gon- 
orrhea rate  was  1687.1  per  100,000  popula- 

SECULAR  TREND  OF  REPORTED  GONORRHEA  CASES  By 


♦There  were  only  5 female  reported  cases  In  military  during  1965  through  1969 

Figure  1 


Table  I 

ANNUAL  DISTRIBUTION  OF  THE  REPORTED 
GONORRHEA  CASES 
IN  OKLAHOMA  1965-1969 


Urban  Rural  Total 


Years 

No. 

% 

No. 

% 

No. 

Rate* 

1965 

2,937 

16.4 

1,308 

17.7 

4,245 

173.4 

1966 

3,483 

19.4 

1,173 

15.9 

4,656 

188.0 

1967 

3,707 

20.7 

1,728 

23.5 

5,435 

217.8 

1968 

3,663 

20.4 

1,806 

24.5 

5,469 

217.0 

1969 

4,135 

23.1 

1,354 

18.4 

5,489 

213.6 

Total 

17,925 

100.0 

7,369 

100.0 

25,294 

202.2 

♦Rate  per  100,000  Population 


tion  in  Negroes  in  1965-1969.  Whites  ex- 
perienced the  lowest  rate  of  82.7,  which 
was  almost  20  times  smaller  than  the  Ne- 
gro rate.  Indians  had  a rate  of  430.3  per 
100,000  population,  which  was  only  one- 
fourth  of  the  Negro  rate  in  this  study. 

Table  II  illustrates  the  comparison  of 
races  by  sex  in  the  civilian  and  military. 
The  ratio  of  Negro  :white  rate  was  about 
20:1  and  Negro  :Indian  rate  was  4:1  in  this 
study.  This  table  also  indicates  the  ratio  of 
male:  female  in  civilian  Negro  to  be  consid- 
erably higher  than  other  races.  The  over- 
all ratio  of  male:female  is  about  2:1  in  ci- 
vilian and  3:1  if  both  civilian  and  military 
are  combined. 

The  age  range  of  the  cases  among  civilians 
was  from  under  one  year  to  over  85  years  of 
age.  Table  III  compares  the  age  distribution 
by  sex.  There  were  229  (or  about  one  per- 
cent) reported  gonorrhea  cases  in  the  under 
15  years  of  age  category  and  44  cases  in  the 
age  category  of  65  and  over  among  the  ci- 
vilian group.  Figure  3 illustrates  that 
among  the  civilian  population,  male  ex- 
ceeded female  cases  after  age  group  10-14. 
The  peak  prevalence  of  reported  gonorrhea 
cases  was  in  the  age  group  20-24  years  in 
both  sexes  and  among  both  civilian  and  mil- 
itary populations  in  this  study. 

Table  IV  analyzes  the  percentage  varia- 
tion of  the  gonorrhea  cases  in  Oklahoma 
from  1965  to  1969  by  age  groups  in  both 
civilian  and  military  populations.  The 
greatest  increase  was  92.7  percent  in  the 
age  group  15-19  among  civilians.  After 
age  29  the  incidence  of  reported  gonorrhea 
cases  decreased  among  civilians.  The  great- 
est decrease  in  the  civilian  rate  was  40  per- 
cent in  the  age  group  65-74.  In  general, 


236 


Oklahoma  State  Medical  Association 


REPORTED  GONORRHEA  RATE  PER  100,000  POPULATION 
OKLAHOMA  COUNTIES  1969 


Figure  2 


there  was  a total  net  increase  of  43.3  per- 
cent among  civilians  from  1965  to  1969. 
However,  in  the  military,  except  for  an  8.7 
percent  increase  in  the  age  group  15-19, 
the  incidence  of  the  disease  decreased  from 
the  year  1965  to  1969.  There  was  a total 
net  decrease  of  13.3  percent  in  the  military 
from  1965-1969. 

There  were  no  significant  seasonal  vari- 
ations of  reported  gonorrhea  during  the  five 
year  period  of  1965  through  1969. 

DISCUSSION 

The  overall  pattern  of  reported  gonorrhea 


trend  increased  in  Oklahoma  from  1965  to 
1969.  The  mean  rate  for  the  State  of  Okla- 
homa was  213.6  in  1969,  which  was  lower 
than  the  mean  rate  of  245.9  in  the  nation  in 
1969. 2 Furthermore,  according  to  the  na- 
tional studies,5  reported  cases  of  gonorrhea 
constituted  only  about  29  percent  of  the 
total  actual  gonorrhea  cases  occurring  in 
the  United  States  in  fiscal  year  1969. 5 If 
one  adds  the  estimated  unreported  cases  of 
gonorrhea  to  the  reported  cases,  then  the 
actual  estimated  gonorrhea  prevalence  will 
indicate  the  extent  of  the  public  health  prob- 
lem in  a community. 

The  reason  for  such  a high  prevalence  of 


Table  II 

ACCUMULATED  FIVE  YEARS  REPORTED  GONORRHEA  CASES 
IN  CIVILIAN  AND  MILITARY  BY  RACE*  AND  SEX 
OKLAHOMA  1965-1969 

CIVILIAN  MILITARY  TOTAL 

RACE  - 

Ratio  Unknown  i 


Male 

Female 

Male:  Female 

Sex 

Male 

Female 

No. 

Rate* 

White 

4,195 

2,558 

1.6 

12 

2,628 

4 

9,397 

82.7 

Negro 

7,933 

2,902 

2.7 

6 

3,070 

1 

13,912 

1,687  1 

Indian 

648 

727 

0.9 

5 

12 

0 

1.392 

430.3 

Unknown 

162 

89 

1.8 

342 

0 

0 

593 

— 

Total 

12,938 

6,276 

2.1 

365 

5,710 

5 

25,294 

202.2 

*Race  specific  rate  per  100,000  population  of  five  years  accumulated  estimated  population  of  each  race,  1965-1969. 
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gonorrhea  may  be  due  to  the  fact  that  no 
satisfactory  mass  gonorrhea  prevention  and 
control  techniques  have  thus  far  been  de- 
veloped.4 Also,  some  or  all  of  the  following 
factors  may  contribute  to  the  high  incidence 
of  the  disease:  1)  Increased  permissiveness 
in  sexual  matters  and  widespread  use  of 
contraceptives,13  2)  lack  of  proper  education 
in  matters  of  health  and  sex  among  the  most 
vulnerable  members  of  society,6, 9’ 10, 11 

3)  short  incubation  period  of  gonorrhea,6 

4)  lack  of  reliable  natural  or  acquired  im- 
munity against  gonorrhea,6  5)  poor  report- 
ing and  inadequate  “follow-up  contacts,”7 
6)  undetected,  untreated  or  inadequately 
treated  and  asymptomatic  cases.6, 9>  14 

The  70.9  percent  of  the  total  gonorrhea 
cases  that  were  reported  from  urban  areas 
was  considerably  higher  than  that  from 
rural  areas.  This  may  be  due  to  more  ac- 
cumulation of  low  socio-economic  and  vari- 
ous ethnic  groups  of  population  in  the  cities 
than  in  rural  areas.  Other  factors  appear 
to  be  the  higher  mobility  of  the  population 


in  urban  areas  than  rural  areas  making 
control  of  gonorrhea  more  difficult,4  and  the 
accessibility  to  the  public  clinics,  which  af- 
ford better  diagnosis  and  reporting  systems. 

The  ratio  of  the  Negro  rate  to  the  white 
rate  was  about  20:1  and  to  the  Indian  rate 
was  about  4:1.  The  reason  for  such  a high 
rate  of  1687.1  cases  per  100,000  population 
in  Negroes  could  be  due  to  the  Negro  use 
pattern  in  public  clinics,  which  was  the 
main  source  of  reporting  in  this  study.  Also, 
some  or  all  of  the  following  factors  may 
provide  an  additional  partial  explanation 
of  this  high  rate:  more  Negro  accumula- 
tion in  the  cities,  more  permissiveness  in 
sexual  matters,13  and  lack  of  information 
about  VD.6 

The  trend  of  reported  gonorrhea  increased 
sharply  among  civilian  males  from  1965  to 
1969.  A slight  decrease  and  variation  in 
pattern  of  the  trend  of  gonorrhea  in  the 
civilian  female  most  likely  is  a reflection  of 
the  degree  of  reporting  and  case  finding. 
The  estimated  ratio  of  reported  gonorrhea 
cases  of  male  to  female  was  about  2 :1  among 
civilian  and  3:1  in  both  civilian  and  military 


Table  III 

THE  AGE  DISTRIBUTION  OF  FIVE  YEARS  ACCUMULATED 
REPORTED  GONORRHEA  CASES  BY  SEX 
OKLAHOMA,  1965-1969 


AGE 

Male 

CIVILIAN 

Unknown 

Female  Sex 

Total 

MILITARY** 

GRAND 

Number 

TOTAL 

Percent 

Under  1 

1 

7 

0 

8 

0 

8 

* 

1 

0 

4 

0 

4 

0 

4 

* 

2 

1 

6 

0 

7 

0 

7 

* 

3 

0 

3 

0 

3 

0 

3 

* 

4 

0 

4 

0 

4 

0 

4 

* 

Under  5 

2 

24 

0 

26 

0 

26 

0.1 

5 - 9 

3 

28 

1 

32 

0 

32 

0.1 

10  - 14 

31 

140 

0 

171 

0 

171 

0.7 

15  - 19 

3,173 

1,822 

59 

5,054 

799 

5,853 

23.1 

20  - 24 

4,713 

2,046 

63 

6,822 

4,023 

10,845 

42.9 

25  - 29 

2,305 

914 

32 

3,251 

651 

3,902 

15.4 

30  - 34 

1,102 

520 

17 

1,639 

141 

1,780 

7.0 

35  - 44 

931 

429 

11 

1,371 

68 

1,439 

5.7 

45  - 54 

303 

168 

2 

473 

13 

486 

1.9 

55  - 64 

93 

45 

1 

139 

0 

139 

0.5 

65  - 74 

28 

13 

1 

42 

0 

42 

0.2 

75  - 84 

2 

0 

0 

2 

0 

2 

* 

85+ 

1 

0 

0 

1 

0 

1 

* 

Unknown 

251 

127 

178 

556 

20 

576 

2.3 

TOTAL 

12,938 

6,276 

365 

19,579 

5,715 

25,294 

99.9 

*Small  number  for  calculation 

**All  male  cases  except  5 (i.e.,  2 in  15-19  years;  1 in  20-24  years  and  2 in  25-29  years  of  age). 
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Figure  3 

in  Oklahoma  in  1965-1969.  Such  a ratio 
was  reported  by  many  investigators.15  The 
partial  explanation  for  this  may  be  among 
the  following  factors : Gonorrhea  is  usually 
more  acute  in  the  male  than  in  the  female, 
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Table  IV 

THE  VARIATION  OF  INCIDENCE  OF  REPORTED* 
GONORRHEA  CASES  FROM  1965  TO  1969  BY  AGE 
IN  MILITARY  AND  CIVILIAN  POPULATION 
IN  PERCENT  IN  OKLAHOMA 


Age 

Percentage  of  Variation  of 
from  1965-1969 

Civilian 

Incidence 

Military 

Under  5 

0 

No  Case 

5-  9 

0 

No  Case 

10  - 14 

+ 60.0 

No  Case 

15  - 19 

+92.7 

+ 8.7 

20-24 

+ 67.3 

—16.9 

25  - 29 

+28.2 

— 7.7 

30-34 

—19.9 

—48.4 

35-44 

—14.8 

—35.7 

45  - 54 

—28.7 

** 

55-64 

—18.5 

No  Case 

65  - 74 

—40.0 

No  Case 

75  - 84 

** 

No  Case 

85  and  Over 

** 

No  Case 

TOTAL 

+43.3 

—13.3 

0 means  no  change 
+ means  increase  from  1965  to  1969 
— means  decrease  from  1965  to  1969 
* Incidence  of  unknown  age  gonorrhea  cases  are  not  included 
**  Not  enough  for  estimation 

which  causes  him  to  seek  medical  care;7 
usually  females  demand  that  physicians 
keep  their  records  confidential;12  diagnosis 
of  gonorrhea  is  more  difficult  in  females 
than  in  males;5  the  possibility  of  protection 
of  the  gonococci  which  lie  inside  squamous 
or  columnar  epitheliel  cells  in  the  lower  fe- 
male genitourinary  tract  may  cause  failure 
of  detection  and  complete  cure  in  females.7 
Sometimes,  penicillin  may  fail  to  penetrate 
abscesses  of  the  cervical  or  vaginal  glands; 
therefore,  the  problem  in  under-diagnosis, 
under-reporting  and  under-treatment  is 
more  pronounced  in  females  than  in  males 
due  to  the  more  frequent  asymptomatic  na- 
ture of  disease  in  the  female.5’ 8' 14  The 
asymptomatic  female  reservoir  of  gonor- 
rhea is  a major  contributing  factor  in  the 
present  prevalence  and  spread  of  gonor- 
rhea.2 

Although  the  main  avenue  of  spread  of 
gonorrhea  is  sexual  contact,  there  was  a 
possibility  that  the  transmission  of  the  dis- 
ease to  the  infants  of  under  age  one  year 
in  this  study  could  be  related  to  birth  canal 
contamination  during  the  delivery  process.9 
Records  regarding  the  number  of  cases  of 
gonorrheal  ophthalmia  and  valvovaginitis 
are  lacking.  By  and  large,  the  overall  age 
distribution  pattern  showed  a remarkable 
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shift  toward  the  younger  age  groups  under 
24  years.  The  largest  increase  in  the  re- 
ported gonorrhea  cases  was  92.7  percent  in 
the  age  groups  15-19  from  1965  to  1969. 
This  type  of  shift  of  incidence  of  gonorrhea 
toward  the  younger  age  group  has  been 
noted  in  the  U.S.  and  also  in  some  other 
countries.2' 10' 11  The  partial  explanation  for 
the  increase  of  gonorrhea  at  younger  ages 
may  be  the  contribution  of  one,  some  or  all 
of  the  following  factors:  broken  family  and 
dissatisfaction  with  home  conditions,10  poor 
parent/child  relationship,11  and  overcrowd- 
ed homes  in  more  thickly  populated  and  low 
socio-economic  areas.10- 11  Social  studies 
show  that  sexual  promiscuity  is  associated 
with  separation  from  home,  with  a feeling 
of  rootlessness,  with  emotional  maladjust- 
ment and  insecurity,  all  of  which  are  more 
prevalent  in  younger  groups.11  More  pre- 
cocious sexual  behavior  was  reported  in 
children  from  homes  where  one  or  both  of 
the  parents  were  dead  or  absent.10  The  so- 
cial attitude  toward  permissiveness  in  sexual 
matters  and  the  indifference  of  the  public 
has  bearing  on  gonorrhea  spread.6  The  fre- 
quency of  intercourse,  the  number  of  part- 
ners and  less  fear  of  VD  are  associated  with 
increased  risk  of  contacting  gonorrhea.6' 10 
Finally,  the  lack  of  proper  education  in  mat- 
ters of  health  and  sex  among  the  most  vul- 
nerable members  of  society,  namely  the 
young  people,  also  contributes  to  the  pres- 
ent prevalence  of  gonorrhea.6- 9>  10' 11 

SUMMARY 

The  records  of  25,294  reported  gonorrhea 
cases  in  Oklahoma  from  1965  to  1969  were 
reviewed.  The  secular  trend  of  the  cases 
increased  from  1965  to  1969.  The  overall 
mean  annual  rate  of  reported  gonorrhea 
cases  was  202.2  per  100,000  population  dur- 
ing the  period  of  this  study.  The  geograph- 
ical distribution  indicated  that  the  median 
rate  of  the  77  counties  in  Oklahoma  was 
35.7  cases  per  100,000  population  in  1969, 
with  high  variability  in  the  rates  ranging 
from  0 to  426.5  among  the  counties.  A ma- 
jority of  these  cases  were  from  urban  areas 
in  this  study.  The  rate  of  1687.1  cases  per 
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100,000  population  among  Negroes  was  re- 
markably higher  than  for  other  races. 
There  were  three  times  more  male  cases 
than  female.  The  age  distribution  of  the 
cases  was  from  under  one  to  over  85  years 
of  age,  with  the  peak  in  the  age  group  20- 
24  years.  There  was  considerable  shift  to- 
ward the  younger  age  group  of  under  24 
years.  The  largest  increase  in  the  reported 
gonorrhea  was  in  the  age  group  15-19  in 
Oklahoma  from  1965-1969.  The  relative 
lack  of  proper  specific  preventive  measures 
and  education  in  matters  of  sexual  behavior 
and  health  among  the  most  vulnerable  mem- 
bers of  society,  namely  the  young  people, 
low  socio-economic  groups  and  asympto- 
matic females  contribute  most  to  the  in- 
creasing number  of  gonorrhea  cases  in  Okla- 
homa in  this  study.  By  and  large,  there  is 
an  urgent  need  for  development  of  satis- 
factory mass  prevention  and  control  meas- 
ures. 
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Oklahoma  State  Medical  Association 


Pascucci  Names  Councils  and  Committees 


Lucien  M.  Pascucci,  M.D.,  President  of 
the  Oklahoma  State  Medical  Association,  has 
released  a tentative  list  of  his  appointments 
to  the  OSMA  Councils  and  Committees. 

Standing  committees  and  councils  are  es- 


tablished in  the  OSMA  Bylaws,  while  spe- 
cial committees  are  designated  by  the  Presi- 
dent to  carry  out  specific  functions  under 
the  jurisdiction  of  appropriate  councils. 


OSMA  STANDING  COMMITTEES 


ANNUAL  MEETING  COMMITTEE 

John  A.  Blaschke,  M.D.,  Oklahoma  City,  Chairman 
(3  years) 

Floyd  F.  Miller,  M.D.,  Tulsa  (1  year) 

Walter  H.  Gary,  M.D.,  Tulsa  (3  years) 

Jesse  S.  Chandler,  M.D.,  Muskogee  (2  years) 

James  W.  McDoniel,  M.D.,  Chickasha  (1  year) 

Dale  Groom,  M.D.,  Oklahoma  City  (2  years) 

Paul  N.  Vann,  M.D.,  Lawton  (2  years) 

Norman  L.  Bartlett,  M.D.,  Tulsa  (3  years) 

Jake  Jones,  Jr.,  M.D.,  Shawnee  (2  years) 

E.  C.  Yeary,  M.D.,  Ponca  City  (1  year) 

Mrs.  Virgil  Ray  Forester,  Oklahoma  City 


CONSTITUTION  AND  BYLAWS  COMMITTEE 

George  H.  Garrison,  M.D.,  Oklahoma  City,  Chairman 
(2  years) 

E.  N.  Lubin,  M.D.,  Tulsa  (3  years) 

Arnold  G.  Nelson,  M.D.,  Midwest  City  (1  year) 

Paul  H.  Rempel,  M.D.,  Enid  (1  year) 

Clinton  Gallaher,  M.D.,  Shawnee  (3  years) 

Claude  E.  Lively,  M.D.,  McAlester  (2  years) 


GRIEVANCE  COMMITTEE 

Rex  E.  Kenyon,  M.D.,  Oklahoma  City,  Chairman 
Ennis  M.  Gullatt,  M.D.,  Ada 
Hillard  E.  Denyer,  M.D.,  Bartlesville 
Scott  Hendren,  M.D.,  Oklahoma  City 
Ed  L.  Calhoon,  M.D.,  Beaver 


MEDICAL  CENTER  LIAISON  COMMITTEE 

Harold  W.  Calhoon,  M.D.,  Tulsa,  Chairman 
Leonard  P.  Eliel,  M.D.,  Oklahoma  City 
James  R.  Taylor,  M.D.,  Bartlesville 


G.  Rainey  Williams,  M.D.,  Oklahoma  City 
C.  Riley  Strong,  M.D.,  El  Reno 
Wendell  L.  Smith,  M.D.,  Tulsa 
Robert  S.  Ellis,  M.D.,  Oklahoma  City 
M.  Boyd  Shook,  M.D.,  Oklahoma  City 
Billy  D.  Dotter,  M.D.,  Okeene 


COMMITTEE  ON  PLANNING 

Ed  L.  Calhoon,  M.D.,  Beaver,  Chan-man 

Lucien  M.  Pascucci,  M.D.,  Tulsa 

Stanley  R.  McCampbell,  M.D.,  Oklahoma  City 

C.  Riley  Strong,  M.D.,  El  Reno 

Roger  J.  Reid,  M.D.,  Ardmore 

B.  C.  Chatham,  M.D.,  Chickasha 

C.  Alton  Brown,  M.D.,  Oklahoma  City 
Hayden  Donahue,  M.D.,  Norman 

Rex  E.  Kenyon,  M.D.,  Oklahoma  City 
Robert  J.  Hogue,  M.D.,  Guthrie 
Orange  M.  Welborn,  M.D.,  Ada 


FINANCIAL  AID  TO  EDUCATION  COMMITTEE 

Ed  L.  Calhoon,  M.D.,  Beaver,  Chairman 

Lucien  M.  Pascucci,  M.D.,  Tulsa 

Scott  Hendren,  M.D.,  Oklahoma  City 

H.  E.  Denyer,  M.D.,  Bartlesville 

Stanley  R.  McCampbell,  M.D.,  Oklahoma  City 


MEDICAL-DENTAL  LIAISON  COMMITTEE 

Stanley  R.  McCampbell,  M.D.,  Oklahoma  City,  Vice- 
Chairman 

Harold  W.  Calhoon,  M.D.,  Tulsa 
Robert  J.  Hogue,  Jr.,  M.D.,  Guthrie 
Ed  L.  Calhoon,  M.D.,  Beaver 
D.  Kent  Braden,  M.D.,  Oklahoma  City 
Don  Blair,  Oklahoma  City  (Ex-Officio) 
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OSMA  COUNCILS  AND  COMMITTEES 


COUNCIL  ON  INSURANCE 

C.  Alton  Brown,  M.D.,  Oklahoma  City,  Chairman 

Jack  D.  Fetzer,  M.D.,  Woodward 

Robert  W.  Kahn,  M.D.,  Oklahoma  City 

Donald  F.  Mauritson,  M.D.,  Tulsa 

David  D.  Fried,  M.D.,  Hollis 

William  S.  Dandridge,  M.D.,  Enid 

C.  E.  Woodard,  M.D.,  Tulsa 

William  G.  Bernhardt,  M.D.,  Midwest  City 

William  M.  Leebron,  M.D.,  Elk  City 

Warren  G.  Gwartney,  M.D.,  Tulsa 

Virgil  Ray  Forester,  M.D.,  Oklahoma  City 


COUNCIL  ON  PROFESSIONAL  EDUCATION 

Robert  J.  Hogue,  Jr.,  M.D.,  Guthrie,  Chairman 

Irwin  H.  Brown,  M.D.,  Oklahoma  City 

Forest  D.  Harris,  M.D.,  Lawton 

David  E.  Browning,  Jr.,  M.D.,  Tulsa 

Ralph  L.  Buller,  M.D.,  Hydro 

James  F.  Tagge,  M.D.,  Enid 

James  W.  Murphree,  M.D.,  Ponca  City 

James  D.  Loudon,  M.D.,  Shawnee 

Thomas  N.  Lynn,  M.D.,  Oklahoma  City 

Yale  E.  Parkhurst,  M.D.,  Norman 

James  C.  Smith,  M.D..  Tulsa 

Jack  W.  Parrish,  M.D.,  Seminole 

Dale  Groom,  M.D.,  Oklahoma  City 

Homer  C.  Wheeler,  M.D.,  McAlester 


COUNCIL  ON  PROFESSIONAL  AND  INTERVOCATIONAL 
RELATIONS 

Orange  M.  Welborn,  M.D.,  Ada,  Chairman 

M.  Joe  Crosthw'ait,  M.D.,  Midwest  City 

E.  Edwin  Fair,  M.D.,  Ponca  City 

Frank  W.  Clark,  M.D.,  Ardmore 

Bryce  0.  Bliss,  M.D.,  Tulsa 

Edgar  W.  Young,  Jr.,  M.D.,  El  Reno 

R.  Barton  Carl,  M.D.,  Oklahoma  City 

Joe  L.  Duer,  M.D.,  Woodward 

E.  D.  Padberg,  M.D.,  Ada 

Averill  Stowell,  M.D..  Tulsa 

Hugh  Perry,  Jr.,  M.D.,  Tulsa 

Mrs.  W.  J.  Williams,  Bethany 


Medical-Legal  Relations  Committee 

Jack  L.  Richardson,  M.D.,  Tulsa,  Chairman 

R.  Barton  Carl,  M.D..  Oklahoma  City 

Walter  E.  Brown,  M.D.,  Tulsa 

Edgar  W.  Young,  Jr.,  M.D.,  El  Reno 

Worth  M.  Gross,  M.D.,  Tulsa 

Richard  H.  Burgtorf,  M.D.,  Shattuck 

Joseph  F.  Messenbaugh,  III,  M.D.,  Oklahoma  City 

Myra  A.  Peters,  M.D.,  Tulsa 

Marvin  K.  Margo,  M.D.,  Oklahoma  City 

Richard  G.  Dotter,  M.D.,  Oklahoma  City 

°llie  W.  Dehart,  M.D.,  Vinita 


Committee  on  Health  Related  Professions 

John  A.  McIntyre,  M.D.,  Enid 
Edgar  W.  Young,  Jr.,  M.D.,  El  Reno 
Thomas  E.  Rhea,  M.D.,  Idabel 
Robert  J.  Hogue,  Jr.,  M.D.,  Guthrie 
Hayden  H.  Donahue,  M.D.,  Norman 
Harold  W.  Calhoon,  M.D.,  Tulsa 
Francis  R.  First,  M.D.,  Checotah 
B.  C.  Chatham,  M.D.,  Chickasha 

COUNCIL  ON  PUBLIC  HEALTH 

Hayden  H.  Donahue,  M.D.,  Norman,  Chairman 

Paul  A.  Bischoff,  M.D.,  Tulsa 

Charles  E.  Smith,  Jr.,  M.D.,  Oklahoma  City 

Raymond  F.  Hain,  M.D.,  Oklahoma  City 

Carl  D.  Osborn,  M.D..  Ada 

Homer  A.  Ruprecht,  M.D.,  Tulsa 

Armond  H.  Start,  M.D.,  Oklahoma  City 

Wayne  J.  Boyd,  M.D.,  Bartlesville 

James  B.  Silman,  M.D.,  Norman 

R.  Leroy  Carpenter,  M.D.,  Oklahoma  City 

Mrs.  Daniel  R.  Storts.  Tulsa 

Committee  on  Alcoholism  and  Drug  Abuse 

Charles  E.  Smith,  Jr.,  M.D.,  Oklahoma  City,  Chairman 

William  T.  Holland,  M.D.,  Tulsa 

J.  Hartwell  Dunn,  M.D..  Oklahoma  City 

David  D.  Fried,  M.D.,  Hollis 

Jim  H.  Earls,  M.D.,  Oklahoma  City 

Floyd  T.  Hubbard,  M.D.,  Henryetta 

E.  Edwin  Fair,  M.D.,  Ponca  City 

Donald  L.  Cooper,  M.D..  Stillwater 

Frank  L.  Adelman,  M.D.,  Enid 

Thomas  M.  Donica,  M.D.  Oklahoma  City 

Ray  V.  McIntyre,  M.D.,  Kingfisher 

Mrs.  Port  Johnson,  Muskogee 

Disease  Screening  Committee 

James  B.  Silman,  M.D.,  Norman,  Chairman 

Harold  E.  Goldman,  M.D.,  Tulsa 

Emil  E.  Palik,  M.D.,  Tulsa 

Adolph  N.  Vammen,  M.D..  Tulsa 

Billy  D.  Dotter,  M.D.,  Okeene 

Samuel  Sepkowitz,  M.D.,  Oklahoma  City 

Jack  M.  Stephenson,  M.D.,  Oklahoma  City 

T.  J.  Brickner,  M.D.,  Tulsa 

W.  R.  Schmieding,  Ph.D.,  Oklahoma  City 

Camp  S.  Huntington,  M.D.,  Bartlesville 

Committee  on  Immunization 

Armond  H.  Start,  M.D.,  Oklahoma  City,  Chairman 

John  C.  Kramer,  M.D.,  Tulsa 

Rex  M.  Graham,  M.D.,  Miami 

William  L.  Edwards,  M.D.,  Duncan 

Harris  D.  Riley,  Jr.,  M.D.,  Oklahoma  City 

R.  Leroy  Carpenter,  M.D.,  Oklahoma  City 

Yale  E.  Parkhurst,  M.D.,  Norman 

Burdge  F.  Green,  M.D.,  Stilwell 

Delmar  L.  Green,  Jr.,  M.D.,  Tulsa 
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Ralph  W.  Murphy,  M.D.,  Ardmore 
George  W.  Prothro,  M.D.,  Tulsa 
Mrs.  Alfred  T.  Baker,  Durant 

Committee  on  Laboratory  Quality 

Raymond  F.  Hain,  M.D.,  Oklahoma  City,  Chairman 

James  F.  Todd,  M.D.,  El  Reno 

Dale  E.  Van  Wormer,  M.D.,  Tulsa 

John  F.  DeJarnette,  M.D.,  Ponca  City 

Robert  L.  Alexander,  Jr.,  M.D.,  Okmulgee 

F.  R.  Hassler,  M.D.,  Oklahoma  City 

Byron  F.  Smith,  M.D.,  Oklahoma  City 

J.  William  Hood,  M.D.,  Oklahoma  City 

Maternal  Mortality  Committee 

Paul  A.  Bischoff,  M.D.,  Tulsa,  Chairman 
Jed  E.  Goldberg,  M.D.,  Tulsa 
James  A.  Merrill,  M.D.,  Oklahoma  City 
James  R.  McFarland,  M.D.,  Bartlesville 
William  L.  Edwards,  M.D.,  Duncan 
Max  Deardorff,  M.D.,  Tulsa 
Matthew  B.  Moore,  M.D.,  Tulsa 
L.  Atkinson  Shales,  M.D.,  Oklahoma  City 
John  W.  Shackelford,  M.D.,  Oklahoma  City 
Houston  F.  Mount,  M.D.,  Tulsa 
William  F.  Crittendon,  M.D.,  Norman 
William  R.  Murphy,  M.D.,  McAlester 
Theodore  R.  Wenger,  M.D.,  Tulsa 

COUNCIL  ON  RURAL  MEDICINE 

William  C.  McCurdy,  M.D.,  Purcell,  Chairman 

Senator  Ernest  Martin,  Ardmore 

Rep.  Vinsanio  Johnson,  Oklahoma  City 

Jack  V.  Boyd,  Oklahoma  City 

Loyd  G.  Williams,  M.D.,  Wetumka 

Cleveland  Rodgers,  Tulsa 

Edgar  W.  Young,  Jr.,  M.D.,  El  Reno 

R.  Leroy  Carpenter,  M.D.,  Oklahoma  City 

Joe  L.  Duer,  M.D.,  Woodward 

Thomas  Rhea,  M.D.,  Idabel 

Jack  D.  Fetzer,  M.D.,  Woodward 

Ernest  G.  Shadid,  M.D.,  Norman 

Homer  D.  Hardy,  Jr.,  M.D.,  Tulsa 

Rep.  Wiley  Sparkman,  Grove 

Dale  Groom,  M.D.,  Oklahoma  City 

Noel  E.  Miller,  M.D.,  Okemah 

Phillip  Smith,  Sc.  D.,  Oklahoma  City 

Roger  J.  Lienke,  M.D.,  Oklahoma  City 

Leonard  P.  Eliel,  M.D.,  Oklahoma  City 

Robert  J.  Hogue,  Jr.,  M.D.,  Guthrie 

Kenneth  McFall,  Oklahoma  City 

Ben  Blackstock,  Oklahoma  City 

Charles  L.  Tefertiller,  M.D.,  Altus 

Norman  A.  Cotner,  M.D.,  Grove 

Bill  E.  Woodruff,  M.D.,  Hugo 

Harold  Stout,  M.D.,  Waurika 

Mrs.  Ed  L.  Calhoon,  Beaver 

COUNCIL  ON  PUBLIC  POLICY 

Rex  E.  Kenyon,  M.D.,  Oklahoma  City,  Chairman 
C.  S.  Lewis,  Jr.,  M.D.,  Tulsa 
F.  D.  Kalbfleisch,  M.D.,  Lawton 
Floyd  T.  Hubbard,  M.D.,  Henryetta 
Thomas  C.  Points,  M.D.,  Oklahoma  City 
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Stephen  J.  Adelson,  M.D.,  Tulsa 

John  E.  Kauth,  M.D.,  Tulsa 

Edward  D.  Greenberger,  M.D.,  McAlester 

Gerald  L.  Beasley,  Jr.,  M.D.,  Duncan 

George  H.  Garrison,  M.D.,  Oklahoma  City 

Jerold  D.  Kethley,  M.D.,  Shawnee 

Tom  S.  Gafford,  M.D.,  Muskogee 

Harlan  Thomas,  M.D.,  Tulsa 

James  B.  Eskridge,  III,  M.D.,  Oklahoma  City 

M.  H.  Newman,  M.D.,  Shattuck 

Weldon  K.  Haynie,  M.D.,  Durant 

Powell  E.  Fry,  M.D.,  Stillwater 

H.  E.  Denyer,  M.D.,  Bartlesville 

R.  Barton  Carl,  M.D.,  Oklahoma  City 

John  X.  Blender,  M.D.,  Cherokee 

W.  H.  Porter,  M.D.,  Del  City 

Dave  B.  Lhevine,  M.D.,  Tulsa 

Mrs.  John  W.  Williams,  Enid 

Medical  Heritage  Committee 

George  H.  Garrison,  M.D.,  Oklahoma  City,  Chairman 
(and  Mrs.) 

R.  Palmer  Howard,  M.D.,  Oklahoma  City,  Vice-Chair- 
man (and  Mrs.) 

Joe  L.  Duer,  M.D.,  Woodward  (and  Mrs.) 

William  R.  Paschal,  M.D.,  Oklahoma  City  (and  Mrs.) 
C.  E.  Williams,  M.D.,  Woodward  (and  Mrs.) 

Carl  J.  Hotz,  M.D.,  Tulsa  (and  Mrs.) 

Neil  B.  Kimerer,  M.D.,  Oklahoma  City  (and  Mrs.) 
Winfred  A.  Showman,  M.D.,  Tulsa  (and  Mrs.) 

Clinton  Gallaher,  M.D.,  Shawnee  (and  Mrs.) 

E.  C.  Mohler,  M.D.,  Ponca  City  (and  Mrs.) 

B.  E.  Blevins,  M.D.,  Midwest  City  (and  Mrs.) 

C.  E.  Williams,  M.D.,  Woodward  (and  Mrs.) 

Harold  J.  Black,  M.D.,  Tulsa  (and  Mrs.) 

Public  Relations  Committee 

D.  Kent  Braden,  M.D.,  Oklahoma  City,  Chairman 
Homer  D.  Hardy,  M.D.,  Tulsa 

Jake  Jones,  Jr.,  M.D.,  Shawnee 
Duane  E.  Brothers,  M.D.,  Tulsa 
M.  Joe  Crosthwait,  M.D.,  Midwest  City 
James  B.  Eskridge,  III,  M.D.,  Oklahoma  City 
Ralph  C.  Emmott,  M.D.,  Bartlesville 
Mrs.  Bryce  Petree,  Oklahoma  City 

Executive  Committee 

Lucien  M.  Pascucci,  M.D.,  Tulsa,  Chairman 

Stanley  R.  McCampbell,  M.D.,  Oklahoma  City 

Robert  J.  Hogue,  Jr.,  M.D.,  Guthrie 

Scott  Hendren,  M.D.,  Oklahoma  City 

Malcom  E.  Phelps,  M.D.,  El  Reno 

Harlan  Thomas,  M.D.,  Tulsa 

Roger  J.  Reid,  M.D.,  Ardmore 

C.  Riley  Strong,  M.D.,  El  Reno 

Haven  W.  Mankin,  M.D.,  Oklahoma  City 

Ed  L.  Calhoon,  M.D.,  Beaver 

State  Legislative  Committee 

R.  Barton  Carl,  M.D.,  Oklahoma  City,  Chairman 
John  T.  Forsythe,  M.D.,  Tulsa 
Edgar  W.  Young,  Jr.,  M.D.,  El  Reno 
Hugh  Perry,  Jr.,  M.D.,  Tulsa 
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Edward  K.  Norfleet,  M.D.,  Tulsa 

Jack  E.  Hale,  M.D.,  Tulsa 

Richard  D.  Stansberry,  M.D.,  Oklahoma  City 

Bertha  M.  Levy,  M.D.,  Oklahoma  City 

Karl  K.  Boatman,  M.D.,  Oklahoma  City 

Robert  S.  Ellis,  M.D.,  Oklahoma  City 

Hayden  H.  Donahue,  M.D.,  Norman 

Stephen  J.  Adelson,  M.D.,  Tulsa 

John  F.  Gray,  Jr.,  M.D.,  Tulsa 

Royce  C.  McDougal,  M.D.,  Holdenville 

Bartis  Kent,  M.D.,  Muskogee 

R.  Leroy  Carpenter,  M.D.,  Oklahoma  City 

Robert  J.  Hogue,  Jr.,  M.D.,  Guthrie 

Joe  B.  Jarman,  M.D.,  Enid 

Marion  C.  Wagnon,  M.D.,  Del  City 

Ira  Tom  Parker,  M.D.,  Oklahoma  City 

Larry  Rember,  Oklahoma  City  (Ex-Officio) 

Mrs.  Scott  Hendren,  Oklahoma  City 

COUNCIL  ON  SOCIO-ECONOMIC  ACTIVITIES 

B.  C.  Chatham,  M.D.,  Chickasha,  Chairman 

Ann  K.  Kent,  M.D.,  Muskogee 

Roger  J.  Reid,  M.D.,  Ardmore 

Charles  Bodine,  M.D.,  Oklahoma  City 

Thurman  Shuller,  M.D.,  McAlester 

Walter  E.  Brown,  M.D.,  Tulsa 

Richard  E.  Carpenter,  M.D.,  Oklahoma  City 

E.  N.  Lubin,  M.D.,  Tulsa 

Howard  B.  Keith,  M.D.,  Shattuck 

Richard  W.  Loy,  M.D.,  Pawhuska 

James  P.  Bell,  M.D.,  Oklahoma  City 

Scott  Hendren,  M.D.,  Oklahoma  City 

Robert  Sukman,  M.D.,  Oklahoma  City 

Harold  Stout,  M.D.,  Waurika 

Arthur  E.  Schmidt,  M.D.,  Okahloma  City 

Arnold  G.  Nelson,  M.D.,  Midwest  City 

Mrs.  George  H.  Miller,  Tulsa 

Governmental  Relations  Committee 

Scott  Hendren,  M.D.,  Oklahoma  City,  Chairman 

Robert  Sukman,  M.D.,  Oklahoma  City 

Arnold  G.  Nelson,  M.D.,  Midwest  City 

Casper  H.  Smith,  M.D.,  Duncan 

William  B.  Renfrew,  M.D.,  Oklahoma  City 

James  W.  Owen,  Jr.,  M.D.,  Bartlesville 

George  E.  Merkley,  M.D.,  Boise  City 

John  A.  Schilling,  M.D.,  Oklahoma  City 

Jack  L.  Terry,  M.D.,  Ponca  City 

Mark  R.  Johnson,  M.D.,  Oklahoma  City 

Ross  Deputy,  M.D.,  Clinton 

Rayburne  W.  Goen,  M.D.,  Tulsa 

Jack  D.  Fetzer,  M.D.,  Woodward 

William  J.  Preston,  M.D.,  Tulsa 

Jack  H.  Reynolds,  M.D.,  Muskogee 

Oliver  H.  Patterson,  M.D.,  Sapulpa 

Medical  Insurance  Review  Committee  (A) 

Howard  B.  Keith,  M.D.,  Shattuck,  Chairman 
Roger  V.  Haglund,  M.D.,  Tulsa 
Fred  D.  Switzer,  M.D.,  McAlester 
G.  Rainey  Williams,  M.D.,  Oklahoma  City 
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Alfred  H.  Bungardt,  M.D.,  Tulsa 
Frank  L.  Adelman,  M.D.,  Enid 
Gerald  W.  Boles,  M.D.,  Stillwater 
William  R.  Smith,  M.D.,  Enid 
Arthur  E.  Schmidt,  M.D.,  Oklahoma  City 
Maurice  C.  Gephardt,  M.D.,  Muskogee 
Homer  D.  Hardy,  M.D.,  Tulsa 
Ross  Deputy,  M.D.,  Clinton 
Edward  L.  Moore,  M.D.,  Tulsa 
Leonard  H.  Brown,  M.D.,  Tulsa 

Medical  Insurance  Review  Committee  (B) 

Charles  R.  Gibson,  M.D.,  Chickasha,  Chairman 

Robert  J.  Hogue,  Jr.,  M.D.,  Guthrie 

Arnold  G.  Nelson,  M.D.,  Midwest  City 

Arthur  Elliott,  M.D.,  Oklahoma  City 

Harold  W.  Calhoon,  M.D.,  Tulsa 

John  W.  Richardson,  M.D.,  Oklahoma  City 

Jack  D.  Spencer,  M.D.,  Oklahoma  City 

Richard  M.  Taliaferro,  M.D.,  Ada 

Don  H.  O'Donoghue,  M.D.,  Oklahoma  City 

George  N.  Beckloff,  M.D.,  Stratford 

Jack  L.  Richardson,  M.D.,  Tulsa 

D.  Kent  Braden,  M.D.,  Oklahoma  City 

Neil  B.  Kimerer,  M.D.,  Oklahoma  City 

Occupational  Medicine  Committee 

James  P.  Bell,  M.D.,  Oklahoma  City,  Chairman 

Robert  R.  Dugan,  M.D.,  Oklahoma  City 

Kieffer  D.  Davis,  M.D.,  Bartlesville 

R.  L.  Lembke,  M.D.,  Ponca  City 

W.  W.  Schottstaedt,  M.D.,  Oklahoma  City 

J.  Robert  Dille,  M.D.,  Oklahoma  City 

Robert  G.  Perryman,  M.D.,  Tulsa 

James  D.  Green,  M.D.,  Cushing 

Samuel  C.  Jack,  M.D.,  Lawton 

Robert  R.  Dugan,  M.D.,  Oklahoma  City 

Bob  J.  Rutledge,  M.D.,  Oklahoma  City 

W.  Frank  Phelps,  M.D.,  Tulsa 

Casper  H.  Smith,  M.D.,  Duncan 

Gifford  H.  Henry,  M.D.,  Tulsa 

Mark  A.  Everett,  M.D.,  Oklahoma  City 

Jack  L.  Richardson,  M.D.,  Tulsa 

C.  J.  Sternhagen,  M.D.,  Oklahoma  City 

James  G.  Moore,  M.D.,  Tulsa 

James  B.  Wise,  M.D.,  Oklahoma  City 

Prepaid  Medical  Care  Committee 

Charles  Bodine,  M.D.,  Oklahoma  City,  Chairman 

Richard  W.  Loy,  M.D.,  Pawhuska 

William  L.  Parry,  M.D.,  Oklahoma  City 

B.  H.  Gaston,  M.D.,  Muskogee 

Edward  L.  Moore,  M.D.,  Tulsa 

Samuel  R.  Turner,  M.D.,  Tulsa 

Herbert  Kent,  M.D.,  Oklahoma  City 

Richard  G.  Williams,  M.D.,  Tulsa 

Neil  B.  Kimerer,  M.D.,  Oklahoma  City 

Joe  E.  Tyler,  M.D.,  Tulsa 

Vernon  M.  Lockhard,  M.D.,  Bartlesville 

William  J.  Forrest,  M.D.,  Oklahoma  City 

Arthur  E.  Schmidt,  M.D.,  Oklahoma  City 

Emil  E.  Palik,  M.D.,  Tulsa 

John  L.  Ritan,  M.D.,  Tulsa 


Oklahoma  State  Medical  Association 


THE  QUEEN  CITY 
OF  THE  OKLAHOMA 
PANHANDLE  EMPIRE 
HAS  AN  EXCELLENT 
OPPORTUNITY  FOR  A 
G.P.,  OR  A SURGEON 
THAT  WOULD  CONSIDER 
LIMITED  GENERAL  PRACTICE 


The  City  of  Guymon  is  Located  Near  The  Geographical 
Center  of  The  Oklahoma  Panhandle,  With  A Present  Popula- 
tion of  9,000  And  A Trade  Area  of  Approximately  30,000. 

Medical  Firm’s  Increase  in  Business  Warrants  Additional 
Staff  Members.  Salary  open  — Partnership  in  one  year.  For 
more  information,  contact  Drs.  Buford,  Dietrich  or  Lowery. 

405-338-6506 
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news 

MAk  Launches  New 
Communications  Program 

The  American  Medical  Associa- 
tion is  launching  a special  com- 
munications program  in  three  na- 
tional magazines  and  selected  local 
media.  Part  of  the  effort  will  fo- 
cus on  better  personal  health  care. 
Part  will  provide  information  on  or- 
ganized medicine’s  response  to  vari- 
ous national  health  care  issues. 

Present  media  plans  call  for  six 
to  eight  full-page  insertions  in  Life, 
the  Reader’s  Digest  and  Ebony  dur- 
ing the  remainder  of  1971,  possibly 
ten  insertions  in  major  newspapers 
plus  very  limited  exposure  on  tele- 
vision in  a few  cities.  The  budget 
currently  provides  for  the  expendi- 
ture of  $750,000  in  1971  and  a simi- 
lar amount  in  1972. 

Of  the  three  messages  now  being 
released  for  publication  one,  with 
the  headline  “How  to  Kill  Your- 
self,” warns  of  the  dangers  of  be- 
ing overweight,  while  pointing  out 
that  “over  70  percent  of  the  AMA’s 
annual  budget  goes  for  health  and 
scientific  information.” 

A second,  on  the  subject  of  ecol- 
ogy, indicates  that  disease  aggra- 
vated by  environmental  factors  adds 
$38  billion  to  the  nation’s  health 
bill.  The  third,  speaking  more  spe- 
cifically to  national  health  issues, 
talks  about  the  AMA’s  student  loan 
program.  Since  1962  the  AMA, 
through  voluntary  contributions  by 
individual  physicians,  has  guaran- 
teed $48  million  worth  of  loans  and 
helped  20,000  medical  students,  in- 
terns and  residents  to  become  prac- 
ticing physicians.  It  also  points  out, 
in  discussing  the  doctor  shortage, 
that  “While  overall  population  has 
expanded  12  percent  since  1960.  the 
U.S.  physician  population  has  grown 
28  percent.” 

The  campaign  was  developed  un- 
der the  direction  of  the  AMA  Trus- 
tees’ Committee  on  Communica- 
tions, headed  by  John  R.  Kernodle, 
M.D.,  a practicing  physician  in 
Burlington,  North  Carolina  and  Vice- 
Chairman  of  the  AMA’s  Board.  Q 


Orient  Adventure 
Ready  for 

Oklahoma  Physicians 

A fourteen-day  Orient  adventure 
trip  for  members  of  the  OSMA  has 
been  announced  by  the  association’s 
Board  of  Trustees.  The  tour  will 
leave  Oklahoma  City  on  October 
17th  for  two  weeks  in  exotic  Japan 
and  Hong  Kong. 

Price  of  the  trip  package  is  $898 
plus  $35  tax  and  services.  Regular 
round-trip  economy  fare  from  Okla- 
homa City  to  Hong  Kong  would  be 
nearly  $1,030  alone. 

The  fee  for  the  OSMA  Orient  Ad- 
venture covers  a round-trip  trans- 
portation, deluxe  hotels,  two  meals 
daily  (an  American  breakfast  in 
your  hotel  and  gourmet  dinners  at 
a choice  of  the  finest  restaurants  in 
the  Orient),  all  tips,  transfers  and 
many  other  extras  make  the  tour 
as  enjoyable  as  possible. 

Round  trip  transportation  will  be 
via  World  Ahwvays  707  jet  to  Tokyo 
and  Hong  Kong.  The  jet  features 
stretch  out,  extra  comfort  seating 
along  with  the  finest  food,  cham- 
pagne and  complimentary  cock- 
tails. 

There  is  absolutely  no  regimenta- 
tion on  the  tour.  Travelers  are  free 
to  go  where  they  want  to  go,  and  do 
what  they  want  to  do.  The  tour  is 
being  organized  by  the  International 
Travel  Advisors,  Incorporated, 
known  as  ENTRAV,  from  their  main 
office  in  St.  Louis. 

In  Tokyo  travelers  will  stay  in 
the  beautiful  New'  Otani  Hotel,  situ- 
ated on  ten  acres  of  landscaped 
Japanese  gardens.  Tokyo  is  the 
world’s  largest  city  and  is  a bust- 
ling metropolis  full  of  places  to  go, 
and  things  to  do,  such  as  shopping 
for  oriental  treasurers,  silks,  pearls 
and  cameras,  in  the  world  famous 
Ginza. 

The  New  Otani  Hotel  described  as 
“practically  a city  in  itself”  is  a 
fully  air  conditioned  completely 
modem  facility.  It  has  ten  restau- 
rants serving  Japanese,  Chinese, 
Continental,  and  American  dishes. 
Entertainment  is  furnished  nightly 
in  two  restaurants  and  two  bars. 
The  world’s  largest  cocktail  bar,  the 
Blue  Sky  Lounge  on  the  seventeenth 
floor,  has  a view  of  all  Tokyo. 


While  in  Japan,  travelers  will 
have  an  opportunity  to  visit  such 
beautiful  and  historic  sites  as  Ky- 
oto, via  the  fabulous  “bullet  ex- 
press,” the  world’s  fastest  train. 

After  the  stay  in  Tokyo,  the  tour 
will  depart  for  seven  days  in  Hong 
Kong,  the  pearl  of  the  Orient.  Ac- 
commodations in  Hong  Kong  will 
be  in  a hotel  which  Fortune  maga- 
zine calls  “one  of  the  ten  greatest 
hotels  in  the  w'orld,”  the  magnifi- 
cent Mandarin  Hotel. 

The  hotel  features  24  hour  room 
service  and  has  seven  restaurants 
and  bars.  The  Harbor  Room  Sup- 
per Club  situated  on  the  fourteenth 
floor  commands  a magnificent  view 
of  the  harbor  and  city.  Other  rest- 
aurants include  the  elegant  Chinese 
ManWah  Room  and  the  Mandarin 
Grill,  a delightful  grill  room  on  the 
first  floor. 

Hong  Kong  is  a city  of  shops,  and 
shopping  is  one  of  the  best  reasons 
to  go  there.  Travelers  will  find  ex- 
pert craftsmen  of  tailored  fashion 
and  footwear,  craftsmen  w'ho  can 
quickly  turn  out  a suit  or  a pair  of 
shoes  to  order. 

Sightseeing  in  the  new  territories 
outside  the  city  will  take  you  back 
thousands  of  years  where  farming 
and  willed  villages  still  exist  as  in 
ancient  times. 

Intrav  refers  to  their  Orient  Ad- 
venture as  a “non-tour  tour,”  be- 
cause there  is  no  regimentation. 
However,  the  company  provides 
hosts  to  arrange  sightseeing,  shop- 
ping, golf,  nightclubing  and  other 
activities  for  the  travelers. 

Physicians  interested  in  the  tour 
should  contact  the  OSMA  office  im- 
mediately and  make  their  reserva- 
tions. 


MEDICAL  SPACE 
AVAILABLE 

3,850  square  feet,  medical  office 
space  available  July  1st,  in  midtown 
Oklahoma  City.  Ample  parking.  X-ray 
and  laboratory  rooms.  Close  to  three 
large  hospitals.  Will  remodel  if  de- 
sired. Contact: 

J.  R.  FULTON  & CO. 

Realtors 

424-3397 
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Oklahoma  State  Medical  Association 


The  Beverly  Hills  Hospital 
The  Beverly  Hills  Clinic 


Acute  Psychiatric  Diagnostic  and  Treatment  Center 

☆ New  Outpatient  and  Hospital  Facilities  ☆ Beautiful  New  Buildings  On  a Secluded 
Scenic  and  Wooded  Site  ☆ Open  Cottage  System  and  Regulated  Intensive  Treatment 
Units  ☆ All  Established  Methods  of  Diagnosis  and  Treatment  Utilized.  ☆ 

PSYCHIATRY 
Joseph  L.  Knapp,  M.D. 

Jackson  H.  Speegle,  M.D. 

Fred  H.  Jordan,  M.D. 

Joseph  H.  Lindsay,  M.D. 

Jack  R.  Tomlinson,  M.D. 

1353  N.  Westmoreland  ★ Dallas  11,  Texas  ★ 331-8331 
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news 

Cardiac  Rehabilitation 
Center  Now  Open 

A cardiac  rehabilitation  center  has 
been  established  at  Children’s  Con- 
valescent Hospital  in  Bethany  and 
is  now  accepting  applications  for 
testing.  The  purpose  of  this  center 
is  to  furnish  an  evaluation  service 
for  physicians,  employers,  em- 
ployees and  social  agencies. 

Through  tests  given  to  cardiac  pa- 
tients a determination  can  be  made 
as  to  the  amount  of  physical  stress 
the  patient  can  safely  tolerate.  Such 
tests  include  treadmill  exercise  with 
electrocardiographic  monitoring.  In 
addition  the  patient  will  be  examined 
by  a cardiologist  and  will  be  in- 
terviewed by  a social  worker,  a vo- 
cational counselor  and  a psychol- 
ogist. 

The  stated  purpose  of  the  cardiac 
rehabilitation  center  is  to  help  the 
patient  get  back  to  work  in  a job 
best  suited  to  his  particular  combi- 
nation of  disabilities,  talents  and 
experience. 

Although  a fee  will  be  charged, 
there  will  be  a provision  for  re- 
ducing or  eliminating  the  fee  where 
indicated.  In  addition,  such  fee  may 
be  paid  by  insurance  or  by  the  re- 
ferring social  agency. 

Findings  of  the  cardiac  rehabili- 
tation center  team  will  be  sent  to 
the  referring  physician  and/or  agen- 
cy for  further  use  in  advising  the 
patient.  Where  indicated,  referral 
is  made  to  appropriate  agencies  to 
carry  through  the  recommendations 
of  the  team.  The  patient’s  private 
physician  is  invited  to  be  present 
or  to  visit  the  facility  at  any  time. 
A physician  and  emergency  equip- 
ment are  available  at  all  times  dur- 
ing the  testing. 

One  of  the  most  important  func- 
tions of  the  center  is  to  prevent  the 
co-called  “cardiac-cripple”  attitude 
from  developing  in  the  cardiac  pa- 
tient. The  results  of  a U.S.  De- 
partment of  Labor  study  indicate 
that  the  cardiac  worker,  when  com- 
pared to  the  noncardiac  worker, 
does  just  as  well,  and  in  some  cases 
better,  than  their  fellow  workers. 
This  is  true  of  their  rate  of  produc- 


tivity, absenteeism,  and  industrial 
accident  rate. 

Most  people  with  heart  disease 
can  do  almost  any  kind  of  work  for 
which  they  have  the  training  and 
experience,  and  they  can  usually  go 
back  to  their  old  jobs.  The  studies 
show  that  many  types  of  work  often 
considered  “heavy”  actually  do  not 
require  any  greater  effort  than  that 
needed  for  routine  activities  of  daily 
living. 

For  those  patients  needing  help  in 


financing  this  service,  a referral 
should  be  made  to  the  local  voca- 
tional rehabilitation  counselor  who 
can,  if  the  patient  is  eligible,  pro- 
vide not  only  the  evaluation  fee,  but 
help  with  transportation,  motel  and 
food  where  necessary,  because  of 
the  distance  from  the  center. 

For  further  information  write 
Cardiac  Rehabilitation  Center.  P.O. 
Box  888,  Bethany,  Oklahoma  73008 
or  call  789-2304  or  789-6711.  □ 


DEATHS 

FRED  T.  PERRY,  M.D. 

1908-1971 

Fred  T.  Perry,  M.D.,  Watonga  physician,  died  last  month. 
Doctor  Perry  came  to  Oklahoma  from  Canadian,  Texas  and  was 
graduated  from  the  University  of  Oklahoma  School  of  Medicine 
in  1933.  Before  moving  to  Watonga  in  1951,  he  practiced  in 
Healdton,  Craig,  Colorado,  and  Okeene.  In  January  of  this 
year,  Doctor  Perry  retired.  He  had  recently  been  named  an 
Honor  ary -Life  member  of  the  OSMA. 

IRENE  0.  THOMAS,  M.D. 

1911-1971 

Retired,  Tulsa  physician,  Irene  O.  Thomas,  M.D.,  died  May 
24th,  1971.  A native  of  New  York  City,  Doctor  Thomas  received 
her  medical  degree  from  the  University  of  Michigan  Medical 
School  in  1936.  Before  moving  to  Tulsa  seven  years  ago,  Doctor 
Thomas  practiced  in  Hawthorne,  New  Jersey,  and  Topeka, 
Kansas.  She  had  served  with  the  Navy  Medical  Corps  during 
World  War  II. 

THOMAS  B.  COULTER.  M.D. 

1879- 1971 

Tulsa  urologist,  Thomas  B.  Coulter,  M.D.,  died  April  20th, 
1971.  A native  of  Ohio,  Doctor  Coulter  received  his  medical  de- 
gree from  the  Medical  College  of  Ohio  in  1907.  The  following 
year  he  entered  practice  in  Chickasha,  Oklahoma.  He  came  to 
Tulsa  in  1916,  where  he  retired  in  1953. 

In  1951,  the  OSMA  presented  Doctor  Coulter  with  a Life 
Membership  in  recognition  of  years  of  service  to  his  profession 
and  humanity. 

CECIL  W.  LEMON,  M.D. 

1903-1971 

Cecil  W.  Lemon,  M.D.,  Bryan  County  Health  Officer,  died 
May  26th,  1971,  in  Durant.  Doctor  Lemon  graduated  from  the 
University  of  Oklahoma  School  of  Medicine  in  1931,  where  he 
later  became  an  instructor  in  Anesthesiology.  Following  several 
years  of  practice  in  Oklahoma  City,  Doctor  Lemon  moved  to 
Boliver,  Tennessee.  In  1963,  he  moved  to  Durant. 

E.  A.  JOHNSON.  M.D. 

1880- 1971 

A Hugo  physician  since  1919,  E.  A.  Johnson,  M.D.,  died 
April  27th,  1971.  Born  in  Brocksville,  Alabama,  Doctor  Johnson 
received  his  medical  degree  from  the  Atlanta  College  of  Phy- 
sicians and  Surgeons  in  1910.  He  began  his  career  in  Atlanta, 
Georgia  where  he  practiced  until  his  service  with  the  Armed 
Forces  during  World  War  I.  Following  the  war,  he  moved  to 
Hugo  where  he  remained  until  his  retirement  last  year. 

Recognizing  his  outstanding  service  to  humanity  and  the 
medical  profession,  the  OSMA  presented  Doctor  Johnson  with 
an  Honorary  Life  Membership  in  1960. 
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Oklahoma  State  Medical  Association 


Proceedings  of  the  65th  Annual  Session  of  the  House  of  Delegates 

of  the 

Oklahoma  State  Medical  Association 


OPENING  SESSION 

I.  CALL  TO  ORDER: 

The  House  of  Delegates  convened 
its  65th  Annual  Session  in  the  Fair- 
mont-Mayo  Hotel,  Tulsa,  Oklahoma 
on  April  29th,  1971.  The  Speaker, 
Roger  Reid,  M.D.,  Ardmore,  called 
the  meeting  to  order  at  7:10  p.m. 

II.  INVOCATION: 

S.  N.  Stone,  M.D.,  Oklahoma  City, 
Vice-Speaker  of  the  House,  delivered 
the  Invocation,  followed  by  a few 
minutes  of  silence  in  tribute  to  the 
late  Maxwell  Johnson,  M.D.,  Tulsa. 

III.  REPORT  OF  THE  CREDEN- 
TIALS COMMITTEE: 

The  presence  of  a quorum  was  re- 
ported by  C.  Riley  Strong,  M.D., 
El  Reno. 

7V.  ANNOUNCEMENTS: 

Doctor  Roger  Reid  announced  the 
appointment  of  the  following  com- 
mittees to  assist  in  the  conduct  of 
the  meeting: 

Credentials  Committee 
C.  Riley  Strong,  M.D.,  El  Reno, 
Chairman 

Ann  K.  Kent,  M.D.,  Muskogee 
A.  C.  Roberson,  M.D.,  Anadarko 
T.  A.  Ragan,  M.D.,  Norman 
Sergeants-at-Arms 

Frank  W.  Clark,  M.D.,  Ardmore, 
Chairman 

Joe  B.  Jarman,  M.D.,  Enid 
Frank  C.  Lattimore,  M.D.,  King- 
fisher 

Tellers 

Richard  H.  Burgtorf,  M.D.,  Shat- 
tuck,  Chairman 

John  X.  Blender,  M.D.,  Cherokee 
Arthur  F.  Elliott,  M.D.,  Oklahoma 
City 

Homer  D.  Hardy,  M.D.,  Tulsa 
David  Ramsay,  M.D.,  Ada 
Reference  Committee  No.  I 
Elwood  Herndon,  M.D.,  Oklahoma 
City,  Chairman 
Robert  D.  Grubb,  M.D.,  Tulsa 
William  M.  Leebron,  M.D.,  Elk  City 
Glen  L.  Berkenbile,  M.D.,  Muskogee 
Thomas  C.  Glasscock,  M.D.,  Ponca 
City 

Leon  D.  Combs,  M.D.,  Shawnee 
David  Carson,  M.D.,  Fairland 
Robert  R.  Hillis,  M.D.,  Lawton 
Clifford  Bassett,  M.D.,  Cushing 
Recording  Secretary:  Don  Blair 


Reference  Committee  No.  II 
Harlan  Thomas,  M.D.,  Tulsa,  Chair- 
man 

William  A.  Matthey,  M.D.,  Lawton 
Alfred  T.  Baker,  M.D.,  Durant 
Tom  S.  Gafford,  M.D.,  Muskogee 
Robert  L.  Alexander,  Jr.,  M.D.,  Ok- 
mulgee 

Haven  Mankin,  M.D.,  Oklahoma  City 
R.  W.  Goen,  M.D.,  Tulsa 
M.  S.  Bartlett,  M.D.,  Sapulpa 
M.  K.  Braly,  M.D.,  Woodward 
John  A.  McIntyre,  M.D.,  Enid 
James  V.  Miller,  M.D.,  Ardmore 
Recording  Secretary:  David  Bick- 
ham 

Reference  Committee  No.  Ill 
Scott  Hendren,  M.D.,  Oklahoma  City, 
Chairman 

Marvin  K.  Margo,  M.D.,  Oklahoma 
City 

Robert  Anderson,  M.D.,  Tulsa 
George  M.  Brown,  M.D.,  McAlester 
Robert  J.  Hogue,  M.D.,  Guthrie 
Roy  W.  Anderson,  M.D.,  Cordell 
E.  L.  Buford,  M.D.,  Guymon 
Roger  Haglimd,  M.D.,  Tulsa 
Lowell  L.  Templer,  M.D.,  Altus 
Recording  Secretary:  Ed  Kelsay 
Reference  Committee  No.  TV 
Malcom  E.  Phelps,  M.D.,  El  Reno, 
Chairman 

Thomas  Rhea,  M.D.,  Idabel 
Kent  Braden,  M.D.,  Oklahoma  City 
Charles  C.  Elliott,  M.D.,  Okemah 
Ross  Deputy,  M.D.,  Clinton 
Francis  R.  First,  M.D.,  Checotah 
Orville  Grigsby,  M.D.,  Nowata 
M.  E.  Robberson,  M.D.,  Wynnewood 
Recording  Secretary:  Betty  Ma- 
honey 

V.  INTRODUCTION  OF  GUESTS: 
Mrs.  William  M.  Leebron,  Elk 
City,  Retiring  President  of  the  Wom- 
an’s Auxiliary  to  the  Oklahoma  State 
Medical  Association;  Mrs.  E.  Cotter 
Murray,  Oklahoma  City,  Incoming 
President  of  the  Woman’s  Auxiliary 
to  the  OSMA;  Mrs.  R.  C.  L.  Robert- 
son, Houston,  President,  Woman’s 
Auxiliary  to  the  American  Medical 
Association;  Mrs.  Ramsay  H.  Moore, 
Dallas,  President,  Woman’s  Auxil- 
iary to  the  Southern  Medical  Asso- 
ciation and  Mrs.  Sue  Conn,  Presi- 
dent, OU  Chapter  of  the  Student 
AMA  were  introduced  and  brought 
greetings  to  the  House  of  Delegates. 


Mrs.  Murray  asked  the  physicians 
to  urge  their  wives  to  join  the  aux- 
iliary and  strive  for  their  goals  of 
adult  responsibility  and  member- 
ship for  the  coming  year. 

Doctor  Ed  L.  Calhoon,  OSMA 
President,  introduced  Doctor  Leon- 
ard P.  Eliel,  Acting  Executive  Vice- 
President,  University  of  Oklahoma 
Medical  Center,  and  presented  him 
with  an  AMA-ERF  check  in  the 
amount  of  $11,477.07. 

Doctor  Eliel  reported  that  this 
contribution  was  one  of  the  largest 
in  the  country  and  that  our  state 
should  be  indeed  proud.  Doctor  Eliel 
also  gave  a brief  report  on  the  Med- 
ical Center  affairs.  He  stated  that 
Oklahoma  would  have  its  first  school 
of  dentistry  in  1972.  He  also  stated 
that  they  have  the  largest  ratio  of 
dentists,  nurses,  aids  and  orderlies. 
He  also  reported  that  allied  health 
personnel  have  a new  school  for 
health  related  professions.  He  said 
the  total  enrollment  would  increase 
by  20  percent  at  the  first  of  next 
year.  Doctor  Eliel  also  commented 
that  a new  program  on  health  care 
facilities  was  being  built  at  this 
time. 

Mrs.  Evelyn  Moore,  President- 
Elect,  Oklahoma  Chapter  of  the 
American  Association  of  Medical 
Assistants,  brought  greetings  to  the 
Delegates  and  urged  all  of  the  phy- 
sicians to  become  aware  of  the 
program  for  medical  assistants. 

Floyd  F.  Miller,  M.D.,  General 
Chairman,  OSMA  Annual  Meeting 
Committee,  stated  that  the  Annual 
Meeting  Report  contained  everything 
pertinent  that  he  would  have  to  say. 

Doctor  Stephen  J.  Adelson,  Pro- 
gram Chairman,  1971  OSMA  Annual 
Meeting,  was  introduced  by  Doc- 
tor Roger  Reid. 

R.  LeRoy  Carpenter,  M.D.,  State 
Commissioner  of  Health,  brought 
greetings  to  the  House  of  Delegates 
and  discussed  briefly  pollution  and 
environmental  health  control,  con- 
sumer protection  and  the  upgrading 
of  medical  care  in  rural  Oklahoma. 
Harry  R.  Hinton,  Washington, 
D.C.,  Deputy  Director,  (Washing- 
ton Public  Affairs  Division  of  the 
(Continued  on  page  254) 
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DOES  THE  VERY  FINEST  ALWAYS  COST  MORE? 

Ninety-nine  times  out  of  a hundred,  you  do  pay 
more  for  the  finest  thing  in  its  field. 


But  there's  one  big  exception  . . . 

LIFE  INSURANCE  and  the  planning  it  takes. 


You  can  have  the  very  finest  agent  analyze  your 
needs  and  tailor  your  life  insurance  program— and 
it  won't  cost  you  one  penny  more. 


You  can,  in  fact,  have  the  man  from  Mass  Mutual. 


Supplement  your  OSMA  Group  Insurance  with  this  valuable  additional  coverage. 


WILSON  & WILSON,  Inc. 

General  Agent 

1470  First  Nat'l  Bldg.  - Tel.  CE  6-4681 
Oklahoma  City 


MASSACHUSETTS  MUTUAL 
LIFE  INSURANCE  COMPANY 

SPRINGFIELD.  MASSACHUSETTS  • ORGANIZED  1851 


DOCTOR,  WHAT  WILL  YOU  EARN? 

It  depends,  of  course,  on  your  age  and  annual  earnings,  but  the  amount  can  quite 
reasonably  exceed  $400,000. 

The  total  value  of  all  your  possessions— property,  savings,  cars  and  personal  belong- 
ings—is  only  a fraction  of  what  you  will  probably  earn  during  years  of  practice.  And  yet 
some  of  you  have  insured  these  things  and  left  your  earning  power  unprotected. 

Is  this  logical?  Not  when  you  can  participate  in  the  . . . 

O.S.M.A.  GROUP  DISABILITY  INCOME  PROGRAM 

Now  Available  to  members  of  the  OKLAHOAAA  STATE  MEDICAL  ASSOCIATION 
. . . gives  you  individual  coverage  at  low  group  rates. 

. . . offers  flexible  waiting  periods  at  your  option. 

. . . guarantees  you  an  income  when  you  are  disabled  from  an  accident  or  sickness. 

. . . offers  optional  Indemnity  from  $200.00  to  $800.00  per  month. 

. . . pays  for  lifetime  on  accident  and  up  to  age  65  on  sickness. 

For  Additional  Information,  call  or  write 

Terry  Banker  or  Rodman  A.  Frates 
C.  L.  FRATES  & COMPANY,  INC. 

4010  North  Youngs  P.  O.  Box  12446 

OKLAHOMA  CITY,  OKLAHOMA  73112 
Telephone  JA  8-7755 
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Medical  Assistant 
Employment 
Service  Available 

An  employment  service  for  young 
men  and  women  interested  in  work- 
ing in  physicians’  offices  is  now 
being  operated  by  the  OSMA.  Phy- 
sicians in  the  greater  Oklahoma 
City  area  can  contact  the  OSMA 
and  receive  data  sheets  on  these 
young  people. 

An  experimental  project,  the  med- 
ical assistant  employment  service 
is  being  conducted  in  cooperation 
with  the  Oklahoma  Chapter  of  the 
American  Medical  Assistants  Asso- 
ciation. All  schools  in  the  Okla- 
homa City  area  that  were  training 
medical  assistants,  all  hospitals, 
and  physicians’  offices,  were  noti- 
fied that  the  association  had  the 
program.  Young  people  interested 
in  such  work  are  asked  to  contact 
the  association  and  are  sent  a “med- 
ical assistant  data  sheet”  to  fill  out. 

All  of  the  personal  data  necessary 
to  employ  a person  is  asked  for  on 
the  sheet.  This  includes  education- 
al qualifications,  previous  employ- 
ers, whether  or  not  the  person  is 
married,  number  of  children,  and 
whether  or  not  arrangements  for 
care  of  the  children  can  be  made. 

Both  personal  and  business  refer- 
ences are  asked  for.  The  back  of 
the  data  sheet  specifies  skills  of  the 
person,  i.e.,  laboratory  experience, 
training  and/or  instruction  in  the 
giving  of  injections,  typing,  short- 
hand, bookkeeping,  etc. 

Physicians  in  the  greater  Okla- 
homa City  area  needing  medical  as- 
sistants may  contact  the  OSMA  for 
data  sheets.  The  physician  should 
specify  whether  he  wants  someone 
for  front  office,  back  office,  or  both, 
and  what  their  educational  qualifi- 
cations should  be.  This  informa- 
tion will  then  be  used  to  eliminate 
the  data  sheets  on  persons  not  quali- 
fied for  the  job. 

After  the  data  sheets  have  been 
gathered  on  those  persons  qualified 
for  the  job,  they  are  sent  to  the 
physician  for  his  review.  The  per- 
sons named  on  the  sheets  are  not 
contacted  by  the  OSMA.  Physician- 
employer  will  determine  which  of 
the  people  he  is  interested  in  and 
will  contact  them  directly. 


National  Concern 
Growing  Over 
VD  Increase 

Infectious  syphillis  and  gonorrhea 
is  now  pandemic  in  the  United  States 
according  to  a recent  statement  of 
the  American  Medical  Association’s 
Council  on  Environmental  and  Pub- 
lic Health.  Gonorrhea  ranks  first 
and  syphillis  third  among  the  re- 
portable communicable  diseases  in 
the  U.S. 

According  to  the  AMA  Council,  for 
the  year  ending  June  30th,  1970,  in- 
fectious syphillis  rates  were  eight 
percent  higher  nationally  than  a 
year  earlier.  Thirty-three  states 
showed  an  increase  with  some  70 
to  80,000  cases  reported.  Unofficial 
estimates  are  that  there  are  250,000 
cases  of  all  forms  of  syphillis  diag- 
nosed and  treated  each  year  . . . 
most  of  which  go  unreported. 

Gonorrhea  morbidity  for  the  fis- 
cal year  ending  June  30th,  1970,  ex- 
ceeded 573,000  reported  cases.  As- 
suming that  only  about  25  percent 
of  all  cases  are  reported,  gonorrhea 
is  pandemic  in  the  United  States, 
with  an  estimated  two  million  cases. 

The  AMA  Council  said,  “Physi- 
cians in  private  practice  treat  ap- 
proximately 80  percent  of  the  syph- 
illis and  gonorrhea  that  comes  to 
diagnosis  but  report  to  public  health 
department  only  one  out  of  every 
eight  cases  of  syphillis  and  one  out 
of  every  nine  cases  of  gonorrhea 
they  treat.  Physicians  should  as- 
sist public  health  departments  by 
reporting  the  VD  cases  they  treat.” 

The  Council’s  statement  also  urged 
medical  societies  to  continue  ef- 
forts for  the  enactment  of  state 
laws  to  permit  physicians  legally 
to  treat  VD  cases  of  minors  without 
obtaining  parental  consent.  Such 
a law  to  allow  Oklahoma  physicians 
to  do  this  very  thing  was  passed  by 
the  Oklahoma  legislature  and  signed 
by  the  Governor  this  year. 

At  the  present  time  the  State  Med- 
ical Association  is  cooperating  with 
the  Oklahoma  Department  of  Pub- 
lic Health  in  a statewide  education- 
al program  for  the  general  public 
on  venereal  disease. 


OMRF  Seeks 
Thrombosis  Patients 

Because  of  the  rare  incidence  of 
familial  patterns  of  thrombosis,  the 
Oklahoma  Medical  Research  Foun- 
dation is  seeking  such  patients  for 
research  purposes.  They  are  also 
interested  in  patients  with  throm- 
botic tendencies  associated  with 
neoplastic  disease.  Physicians  know- 
ing of  such  cases  are  asked  to  con- 
tact James  W.  Hampton,  M.D., 
OMRF,  825  N.E.  13th  Street,  Okla- 
homa City  73104.  Phone  235-8331, 
ext.  7-317.  □ 

Osteogenesis  Imperfecta 
Foundation  Formed 

A charitable,  non-profit  and  tax 
exempt  foundation  has  been  formed 
to  initiate,  encourage  and  offer  sup- 
port for  research  into  osteogenesis 
imperfecta. 

Even  though  the  new  organiza- 
tion was  incorporated  under  the 
laws  of  the  state  of  Georgia,  it  has 
chapters  throughout  the  United 
States.  Oklahoma’s  state  chairman 
is  Mrs.  Charles  Betzler,  Sapulpa, 
Oklahoma. 

The  foundation  is  publishing  a 
quarterly  magazine  entitled  Break- 
through. 

Aside  from  research,  the  main  ef- 
fort of  the  new  foundation  will  be 
to  acquaint  the  public  with  the  prob- 
lems of  osteogenesis  and  seek  sup- 
port for  programs  to  alleviate  some 
of  them.  Q 

Resolution  Received 
By  The  Journal 

A tribute  acknowledging  the  loss 
of  the  medical  profession  and  the 
faculty  of  the  University  of  Okla- 
homa School  of  Medicine  by  the 
death  of  one  of  its  members  has 
been  received  by  The  Journal  from 
the  Office  of  the  Dean  of  the  OU 
Medical  Center. 

A copy  of  the  resolution  honoring 
Joseph  W.  Funnell,  M.D.,  Oklahoma 
City  Obstetrician  and  Gynecologist, 
has  been  sent  to  Doctor  Funnell’s 
family  with  sympathy  and  a desire 
to  share  their  mutual  loss. 
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news 

Nursing  Service 
Requirements  Lowered 
For  Rural  Hospitals 

A recent  amendment  to  the  Social 
Security  Act  modifies  the  nursing 
service  requirements  which  an  in- 
stitution must  meet  in  order  to 
qualify  as  a hospital.  The  stated 
purpose  of  the  legislation  is  to  lib- 
eralize the  nursing  service  require- 
ments for  certain  small  rural  hos- 
pitals. 

The  amendment  provides  that  un- 
til January  1st,  1976,  the  secretary 
of  HEW  is  authorized  to  waive  for 
any  one-year  period  the  requirement 
that  a hospital  must  provide  24- 


hour  nursing  service  rendered  or 
supervised  by  a registered  profes- 
sional nurse.  However,  a registered 
nurse  must  be  present  on  the  prem- 
ises to  render  or  supervise  the  nurs- 
ing service  provided  during  the  day- 
time shift,  at  least. 

Three  criteria  are  established  for 
the  secretary  to  use  before  he 
waives  the  requirement.  He  must 
find  that — 

(A)  The  hospital  is  located  in  a rural 
area  and  the  supply  of  hospital 
services  is  not  sufficient  to 
meet  the  needs  of  individuals 
residing  in  the  area. 

<B>  The  failure  of  the  hospital  to 
qualify  which  seriously  reduces 
the  availability  of  such  services 
to  those  individuals,  and 
(C)  The  hospital  has  made,  and 


continues  to  make,  a good  faith 
effort  to  comply  with  the  nurs- 
ing service  requirement,  but 
compliance  impeded  by  the  lack 
of  qualified  nursing  personnel 
in  the  area. 

The  waiver  of  the  RN  require- 
ment will  be  granted  on  an  annual 
basis  for  not  more  than  one  year 
at  a time.  At  the  end  of  each  year 
the  secretary  must  re-evaluate  the 
situation  in  light  of  the  three  cri- 
teria stated  above. 

The  secretary’s  waiver  authority 
expires  at  the  end  of  1975.  At  that 
time  Congress  is  expected  to  re- 
access the  situation,  especially  the 
supply  of  nursing  personnel,  and  de- 
termine whether  the  waiver  pro- 
vision is  still  needed. 


Miscellaneous  Advertisements 


PHYSICIANS  NEEDED:  GP,  pe- 
diatrician, obstetrician,  for  new  six- 
physician  clinic  near  expanding 
hospital  in  Edmond,  Oklahoma. 
Rapidly  growing  suburban  practice 
near  Oklahoma  City.  Possible  sal- 
ary or  partnership  arrangement. 
Contact  John  L.  Hackney,  M.D.,  120 
North  Bryant,  Edmond,  Oklahoma. 
1-405-341-2233. 

FOR  SALE:  Complete  office  fur- 
nishings including  electrocardio- 
gram equipment.  Contact  R.  Q. 
Goodwin,  M.D.,  524-2061. 


DILLON,  COLORADO  — Luxury 
condominium  on  lake,  sleeps  six,  au- 
tomatic kitchen,  two  bedrooms,  two 
bathrooms,  fireplace,  magnificent 
view.  Maid  service.  Ski  Arapahoe, 
Keystone,  Vail,  Loveland  and  Breck- 
enridge.  Summer— fishing,  sailing, 
pool,  tennis.  $60.00  nightly  for  six, 
less  by  week.  S.  C.  Perceful,  M.D., 
3535  South  Lafayette,  Englewood, 
Colorado  80110.  Phone  303  781-7824. 


100  MA  PICKER  X-RAY  MA- 
CHINE. Over  and  under  fluoro- 
scope/x-ray  combination.  Excellent 
for  chest  and  skeletal  films.  Com- 
pact. For  sale.  Call  collect:  918 
742-3371  or  918  742-4987. 


TWO  GENERAL  PRACTITION- 
ERS needed  for  clinic  associated 
with  45-bed  hospital;  town  of  ap- 
proximately 7,000  population  with 
large  trade  area,  principally  an  in- 
dustrial community.  Telephone  918 
652-3337.  □ 
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STANDARD  CLAIM  FORM 


APPROVED  BY  THE  OKLAHOMA  STATE  MEDICAL  ASSOCIATION  AND  THE  ASSOCIATION  OF  HEALTH  AND  ACCIDENT  INSURORS  OF 


INSURANCE  COMPANY  ADDRESS 


TO: 


ATTENDING  PHYSICIAN'S  REPORT 


I PATIENT  S NAME 


2 ADDRESS 


4 DIAGNOSIS  ( EXPLAIN  COMPLICATIONS) 


5 ADDITIONAL  DIAGNOSES  'CHRONIC  DISEASE  OF  DEFECT  FOUND  DURING  PRF 


6 DATE  OF  ONSET 


7 DATE  FIRST  CONSULTED 


8 DUE  TO  PREGNANCV 
□ YES  p ' 


11  SURGICAL  OR  OBSTETRICAL  PROCEDURES  (DESCRIBE' 


12.  IF  HOSPITALIZED  NAME  AND  ADDRESS  OF 


15  NAME  AND  ADDRESS  OF  OTHER  ** 


COMPLETE  IF  PATIEN~ 


16  TOTAL  DISAP 


STANDARD 
INSURANCE 
REPORTING  FORMS 
For  Oklahoma  Physicians 


PLEASE  ATTACH  TO  COMPLETED  INSURANCE  CLAIM  FORM 


STATEMENT  FOR  PROFESSIONAL  SERVICES  RENDERED 

APPROVED  BY  THE  OKLAHOMA  STATE  MEDICAL  ASSOCIATION 


PHYSICIAN  S NAME 

PATIENT  S NAME 

ADDRESS 

★ 

COMPLETE  FOR  MEDICAL  CARE  ONLY:  AT  HOSPITAL.  HOME.  OR  OFFICE 

GIVE  THE  DATES  OF  TREATMENT  BY  INSERTING  MONTH  AND  YEAR  INDICATE  EAC>-' 
H— HOSPITAL  V— HOME  O— OFFICE  OR  CLINIC 


OSMA 

APPROVED 


MONTH  

AND  YEAR  1 2 3 4 5 


PLEASE  STATE  YO1 


HOSP1' 


Form  101 

STANDARD  CLAIM  FORM 


1 Pad  . . . . 

$ .70 

(50  Forms) 

3 Pads  . . . 

1.95 

(150  Forms) 

6 Pads  . . . 

3.75 

(300  Forms) 

12  Pads  . . . 

6.60 

1600  Forms) 

SAMPLE  FORMS 

SENT  ON  REQUEST 


6 7 8 9 10  111  1 12  I ’ 


Form  102 

STATEMENT  FOR 
PROFESSIONAL  SERVICES 
RENDERED 


1 

Pad  ...  . 

(50  Forms) 

$ .80 

3 

Pads  . . . 

(150  Forms) 

2.25 

6 

Pads  . . . 

(300  Forms) 

4.35 

12 

Pads  . . . 

(600  Forms) 

7.70 

★ 

Prepared  by  the  Insurance  Commit- 
tee of  the  Oklahoma  State  Medical 
Association  these  forms  are  designed 
to  simplify  this  tedious  office  proced- 
ure. FORM  101,  Standard  Claim 
Form  and  FORM  102  Statement  for 
Professional  Services  Rendered  are 
available  immediately  in  pads  of  50. 
See  price  list  below  and  order  now 
. . . use  the  handy  order  form. 

★ 


Plus  Oklahoma  Sales  Tax.  Remit  with  order  and  postage  will  be  paid. 


ORDER  FORM  

transcript  press  Enter  our  order  as  listed  on  the  left  and 

P-O.  Drawer  1068  ship  to  the  address  below. 

Norman,  Oklahoma  • 73069 


FORM  101 Pads 

FORM  102 Pads 


Signature 


□ Check  Enclosed  Address 

Amount  

□ Bill  Me 


news 

Proceedings 

(Continued  from  Page  249) 
American  Medical  Association,  was 
introduced.  Mr.  Hinton  discussed 
the  great  concern  about  national 
health  care  services  and  the  ex- 
pense of  health  care  costs  at  the 
present  time.  He  briefly  discussed 
hospital  and  home  care  services. 

Doctor  Roger  Reid  introduced 
Kathy  Musson  and  Betty  Mahoney 
as  the  transcribing  secretaries. 

VI.  REMARKS  OF  THE  SPEAKER: 

Doctor  Reid  read  a letter  of  ap- 
preciation from  Mrs.  Ruth  Hodgson 
on  behalf  of  her  late  husband  Doc- 
tor C.  M.  Hodgson. 

VII.  ANNOUNCEMENTS 

Doctor  Reid  announced  that  the 
1972  annual  meeting  will  be  held  in 
Oklahoma  City’s  Skirvin  Hotel  Con- 
vention Center,  May  18th,  19th, 
20th,  1972. 

VIII.  APPROVAL  OF  THE  MIN- 
UTES: 

The  Speaker  asked  the  pleasure 
of  the  House  regarding  the  reading 
of  the  minutes  of  the  last  annual 
meeting. 

Doctor  Marvin  Margo  moved  to 
dispense  with  reading  the  minutes 
and  that  they  he  approved  as  pub- 
lished in  the  Journal  of  the  Okla- 
homa State  Medical  Association.  The 
motion  was  seconded  by  David  Car- 
son,  M.D.,  and  it  carried. 

IX.  RECESS  FOR  CAUCUS  OF 
TRUSTEE  DISTRICTS: 

Doctor  Reid  announced  the  House 
would  recess  for  ten  minutes  to  al- 
low Trustee  Districts  VI,  VII,  VIII, 
IX  and  X to  caucus. 

X.  NOMINATIONS  OF  OFFICERS: 

The  House  was  declared  open  for 

the  nominations  of  President-Elect 
(One-year  term  of  office). 

Stanley  R.  McCampbell,  M.D., 
Oklahoma  City,  was  nominated  by 
James  B.  Eskridge,  III,  M.D. 

Nominations  were  declared  closed. 

Nominations  were  declared  open 
for  the  position  of  Vice-President 
(One-year  term  of  office). 

Robert  J.  Hogue,  M.D.,  Guthrie, 
was  nominated  by  James  V.  Miller, 
M.D.,  Ardmore. 

Nominations  were  declared  closed. 

Nominations  were  declared  open 
for  the  position  of  Delegate  to  the 
American  Medical  Association  (Po- 
sition I,  two-year  term  of  office). 

Malcom  E.  Phelps,  M.D. , El  Reno, 
was  nominated  by  C.  Riley  Strong, 


M.D.,  El  Reno. 

Ed  L.  Calhoon,  M.D.,  Beaver,  was 
nominated  by  M.  Joe  Crosthwait, 
M.D.,  Midwest  City. 

Nominations  were  declared  closed. 

Nominations  were  declared  open 
for  the  position  of  Alternate  Dele- 
gate to  the  American  Medical  As- 
sociation (Position  I,  two-year  term 
of  office). 

Tom  Points,  M.D.,  Oklahoma  City, 
was  nominated  by  James  B.  Esk- 
ridge, III,  M.D.,  Oklahoma  City. 

XI.  NOMINATIONS  OF  TRUSTEES 
AND  ALTERNATE  TRUSTEES: 

Nominations  were  declared  open 
for  Trustee  and  Alternate  Trustee 
for  the  following  Trustee  Districts 
(three-year  term  of  office): 
DISTRICT  VI. 

Reporting  on  the  Caucus  of  rep- 
resentatives from  District  VI,  Doc- 
tor James  B.  Eskridge,  III,  made 
the  following  nominations: 

Marvin  K.  Margo,  M.D.,  Oklahoma 
City  and  M.  Joe  Crosthwait,  M.D., 
Midwest  City,  were  nominated  for 
the  positions  of  Trustees  and  Arn- 
old Nelson,  M.D. , Midwest  City  and 
John  Devore,  M.D.,  Oklahoma  City, 
were  nominated  for  the  positions 
of  Alternate  Trustees. 

DISTRICT  VII. 

Leon  D.  Combs,  M.D.,  Shawnee, 
nominated  Jerold  Kethley,  M.D., 
Shawnee,  for  the  position  of  Trus- 
tee and  Y.  E.  Parkhurst,  M.D.,  Nor- 
man, for  the  position  of  Alternate 
Trustee. 

DISTRICT  VIII. 

Doctor  Roger  V.  Haglund,  Tulsa, 
nominated  Paul  A.  Bischoff,  M.D., 
Tulsa,  and  Jack  L.  Richardson, 
M.D.,  Tulsa  for  the  positions  of 
Trustees  and  William  Benzing,  M.D., 
Tulsa,  and  Myra  A.  Peters,  M.D., 
Tulsa,  for  the  positions  of  Alternate 
Trustees. 

DISTRICT  IX. 

Tom  S.  Gafford,  M.D.,  Muskogee, 
nominated  Francis  R.  First,  M.D., 
Checotah,  for  the  position  of  Trus- 
tee and  Burdge  Green,  M.D.,  Stil- 
well,  for  the  position  of  Alternate 
Trustee. 

DISTRICT  X. 

George  M.  Brown,  M.D.,  McAl- 
ester,  nominated  Charles  S.  Cun- 
ningham, M.D.,  McAlester,  for  the 
position  of  Trustee  and  Jack  W.  Par- 
rish, M.D.,  Seminole,  for  the  po- 
sition of  Alternate  Trustee. 

XII.  REPORT  OF  THE  PRESI- 
DENT: 

Doctor  Ed  L.  Calhoon,  gave  his 


report  and  it  was  referred  to  Ref- 
erence Committee  No.  I.  (A  copy 
of  the  report  is  attached  and  made 
a part  of  the  minutes.) 

XIII.  REPORT  OF  THE  BOARD 
OF  TRUSTEES: 

C.  Riley  Strong,  M.D.,  Chairman, 
Board  of  Trustees,  read  the  Board 
of  Trustees  Report  and  the  Board’s 
Supplemental  Report.  Both  reports 
were  referred  to  Reference  Com- 
mittee No.  I.  (Copies  of  the  reports 
are  attached  and  made  a part  of 
the  minutes. ) 

XIV.  REPORT  OF  THE  SECRE- 
TARY-TREASURER: 

Stanley  R.  McCampbell,  M.D., 
Secretary-Treasurer,  reviewed  his 
report  and  it  was  referred  to  Ref- 
erence Committee  No.  I.  (A  copy 
of  the  report  is  attached  and  made 
a part  of  the  minutes.) 

XV.  COUNCIL  AND  COMMITTEE 
REPORTS: 

The  Speaker  stated  that  the  House 
of  Delegates  received  the  following 
reports  and  they  are  referred  to  the 
designated  reference  committees. 
(Copies  of  the  reports  are  attached 
and  made  a part  of  the  minutes.) 
Committee  on  Planning,  Hillard  E. 
Denyer,  M.D.,  Chairman,  referred 
to  Reference  Committee  No.  I. 
Annual  Meeting  Committee,  Floyd 
F.  Miller,  M.D.,  Chairman,  re- 
ferred to  Reference  Committee 
No.  II. 

Financial  Aid  to  Education  Com- 
mittee, Hillard  E.  Denyer,  M.D., 
Chairman,  referred  to  Reference 
Committee  No.  I. 

Foundation  for  Peer  Review  Study 
Committee,  Hillard  E.  Denyer, 
M.D.,  Chairman,  referred  to  Ref- 
erence Committee  No.  II. 

Medical  School  Liaison  Committee, 
Harold  W.  Calhoon,  M.D.,  Chair- 
man, referred  to  Reference  Com- 
mittee No.  III. 

Constitution  and  Bylaws  Committee, 
George  H.  Garrison,  M.D.,  Chair- 
man, referred  to  Reference  Com- 
mittee No.  I. 

Council  on  Insurance,  Jack  D.  Fet- 
zer,  M.D.,  Chairman,  referred  to 
Reference  Committee  No.  IV. 
Council  on  Professional  Education, 
Robert  J.  Hogue,  Jr.,  M.D.,  Chair- 
man, referred  to  Reference  Com- 
mittee No.  II. 

Council  on  Professional  and  Inter- 
vocational  Relations,  Orange  M. 
Welborn,  M.D.,  Chairman,  refer- 
red to  Reference  Committee  No. 

III. 
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Council  on  Public  Health,  Hayden 
H.  Donahue,  M.D.,  Chairman,  re- 
ferred to  Reference  Committee 
No.  IV. 

Council  on  Public  Policy,  Rex  E. 
Kenyon,  M.D.,  Chairman,  referred 
to  Reference  Committee  No.  II. 
Council  on  Socio-Economic  Activi- 
ties, B.  C.  Chatham,  M.D.,  Chair- 
man, referred  to  Reference  Com- 
mittee No.  III. 

XV7.  INTRODUCTION  OF  RESO- 
LUTIONS: 

The  Speaker  announced  that  Reso- 
lutions Numbers  1 through  14  would 
be  introduced  by  “Title”  and  “Re- 
solve,” referred  to  the  appropriate 
reference  committees  and  acted  up- 
on in  the  Closing  Session  of  the 
House  of  Delegates: 

Resolution  No.  1,  entitled  “Volun- 
tary AMA  Membership”  was  in- 
troduced by  Robert  H.  Johnson, 
et  al.,  and  referred  to  Reference 
Committee  No.  I. 

Resolution  No.  2,  entitled  “Amend- 
ing the  Bylaws  . . .”  was  intro- 
duced by  Tulsa  County,  and  was 
referred  to  Reference  Committee 
No.  I. 

Resolution  No.  3,  entitled  “Volun- 
tary AMA  Membership”  was  in- 
troduced by  Carter-Love-Marshall 
Society  and  was  referred  to  Ref- 
erence Committee  No.  I. 
Resolution  No.  4,  entitled  “Volun- 
tary AMA  Membership”  was  in- 
troduced by  Lincoln  County,  and 
was  referred  to  Reference  Com- 
mittee No.  I. 

Resolution  No.  5,  entitled  “Forma- 
tion of  a Union  or  Guild”  was 
introduced  by  the  Okfuskee  Coun- 
ty, and  was  referred  to  Reference 
Committee  No.  I. 

Resolution  No.  6,  entitled  “Forma- 
tion of  a Union  or  Guild”  was  in- 
troduced by  the  Okfuskee  County, 
and  was  referred  to  Reference 
Committee  No.  1. 

Resolution  No.  7,  entitled  “Medical 
School  Admissions  Committee” 
was  introduced  by  the  Medical 
School  Liaison  Committee,  and 
was  referred  to  Reference  Com- 
mittee No.  I. 

Resolution  No.  8,  entitled  “Audit  of 
Hospital  Records”  was  introduced 
by  Oklahoma  County,  and  was  re- 
ferred to  Reference  Committee 
No.  III. 

Resolution  No.  9,  entitled  “Labeling 
of  Medications”  was  introduced 
by  the  Oklahoma  County,  and  was 


referred  to  Reference  Committee 
No.  II. 

Resolution  No.  10,  entitled  “Opposi- 
tion to  Professional  Services  Re- 
view” was  introduced  by  the  Okla- 
homa County  Medical  Society,  and 
was  referred  to  Reference  Com- 
mittee No.  II. 

Resolution  No.  11,  entitled  “Irnpow- 
ering  the  Board  of  Trustees  to 
negotiate  with  AMA  to  bring  about 
a change  in  policies,  reporting  the 
results  of  such  negotiation  and 
recommendations  pursuant  to 
mandatory  or  voluntary  AMA 
membership”  was  introduced  by 
the  Oklahoma  County  Medical  So- 
ciety, and  was  referred  to  Ref- 
erence Committee  No.  I. 

Resolution  No.  12,  entitled  “Finan- 
cial Aid  to  Medical  Students”  was 
introduced  by  the  Oklahoma  Coun- 
ty Medical  Society,  and  was  re- 
ferred to  Reference  Committee 
No.  I. 

Resolution  No.  13,  entitled  “Rela- 
tions with  the  Department  of  Pub- 
lic Welfare”  was  introduced  by 
Robert  J.  Hogue,  Jr.,  M.D.,  and 
was  referred  to  Reference  Com- 
mittee No.  III. 

Resolution  No.  14,  entitled  “Blue 
Shield  UCR  Program”  was  intro- 
duced by  Robert  J.  Hogue,  Jr., 
M.D.,  and  was  referred  to  Ref- 
erence Committee  No.  II. 
Reference  Committee  Meetings: 

The  Speaker  urged  all  members 
of  the  OSMA  to  attend  the  Reference 
Committee  Hearings,  and  announced 
the  following  meeting  areas  in  the 
Tulsa  Assembly  Center: 

Reference  Committee  I— Room  C 
Reference  Committee  II— Room  E 
Reference  Committee  III— Room  H 
Reference  Committee  IV— Room  J 
XVII.  NECROLOGY  REPORT: 

S.  N.  Stone,  M.D.,  Vice-Speaker, 
read  the  Necrology  Report.  (A  copy 
of  the  report  is  attached  and  made 
a part  of  the  minutes.) 

XVIII.  EXECUTIVE  SESSION: 

The  Speaker  called  an  executive 
session  as  Doctor  R.  Barton  Carl 
read  a report  on  legislative  mat- 
ters. Copies  of  Senate  Joint  Reso- 
lution No.  26  and  reports  from  the 
Oklahoma  State  Regents  for  Higher 
Education  were  passed  out  to  the 
Delegates. 

XIX.  ADJOURNMENT  OF  OPEN- 
ING SESSION: 

The  Opening  Session  of  the  House 
of  Delegates  was  adjourned  at  9:55 
p.m. 


CLOSING  SESSION 

I.  CALL  TO  ORDER: 

The  Closing  Session  of  the  65th 
Annual  Meeting  of  the  House  of 
Delegates  was  called  to  order  by 
the  Speaker,  Roger  J.  Reid,  M.D., 
at  9:10  a.m.,  May  1st,  1971,  in  the 
Tulsa  Assembly  Center,  Tulsa,  Okla- 
homa. 

II.  REPORT  OF  THE  CREDEN- 
TIALS COMMITTEE: 

C.  Riley  Strong,  M.D.,  Chairman 
of  the  Credentials  Committee,  an- 
nounced a quorum  present. 

III.  ANNOUNCEMENTS: 

Doctor  Reid  urged  everyone  to 
attend  the  1:00  p.m.  meeting  with 
Eugene  F.  Balangero,  M.D.,  Mont- 
real, Canada,  as  guest  speaker.  His 
topic,  “Experience  of  Canadian 
Physicians  with  Government  Con- 
trolled Medicine,”  should  be  of  in- 
terest to  every  physician. 

Doctor  Scott  Hendren  requested 
that  the  House  of  Delegates  recog- 
nize the  loss  of  Maxwell  Johnson, 
M.D.,  as  an  outstanding  member  of 
the  association  and  to  have  a plaque 
presented  to  Mrs.  Johnson  in  his 
memory. 

Doctor  Reid  annouced  the  Tellers: 
Richard  Burgtorf,  M.D.,  Shattuck, 
Chairman 

Arthur  F.  Elliott,  M.D.,  Oklahoma 
City 

Homer  D.  Hardy,  M.D.,  Tulsa 
David  Ramsay,  M.D.,  Ada 
John  X.  Blender,  M.D.,  Cherokee 

IV.  REPORTS  OF  REFERENCE 
COMMITTEES: 

All  reports  considered  by  the 
House  of  Delegates  are  attached  as 
approved  and  made  a part  of  these 
minutes. 

Report,  of  Reference  Committee 
No.  I 

Presented  by:  Elwood  Herndon, 
M.D.,  Oklahoma  City,  Chairman. 

Mr.  Speaker  and  Members  of  the 
House  of  Delegates,  your  reference 
committee  gave  careful  considera- 
tion to  the  items  referred  to  it  and 
makes  the  following  recommenda- 
tions. 

Item  I.  Resolution  No.  7. 

Your  committee  agrees  with  the 
intent  of  this  resolution.  It  is  rec- 
ommended, however,  that  in  the 
third  “WHEREAS”  the  word  “lim- 
ited” be  substituted  for  the  word 
“no.”  Moreover,  it  is  recommend- 
ed that  the  following  statement  be 
added  to  the  end  of  the  resolution 
and  made  a part  thereof:  “BE  IT 
FURTHER  RESOLVED,  that  nine 
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representatives  of  the  Oklahoma 
State  Medical  Association  be  added 
to  the  Admissions  Committee  as 
presently  constituted.” 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  it  car- 
ried. 

Item  II.  Resolutions  No.  5 and  No.  6. 

Your  committee  recommends  dis- 
approval of  these  resolutions. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  it  carried. 
Item  III.  Resolution  No.  12. 

Your  committee  recommends  ap- 
proval of  this  resolution. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  it  carried. 
Item  IV.  Report  of  the  Committee 
on  Planning. 

Your  committee  recommends  ap- 
proval of  this  report. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  it  carried. 
Item  V.  Report  of  the  Financial  Aid 
to  Education  Committee. 

Your  committee  recommends  ap- 
proval of  this  report. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  it  carried. 
Item  VI.  Report  of  the  Secretary- 
Treasurer. 

Your  committee  recommends  ap- 
proval of  this  report. 

Mr.  Speaker,  1 move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  it  carried. 
Item  VII.  Board  of  Trustees  Report 
(and  Supplemental  Report). 

Your  committee  recommends  ap- 
proval of  this  report. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  it  carried. 
Item  VIII.  Report  of  the  President. 

Your  committee  recommends  ap- 
proval of  this  report,  and  on  the 
behalf  of  the  entire  medical  profes- 
sion, the  committee  extends  its  sin- 
cere appreciation  for  the  splendid 
representation  provided  by  Doctor 
Calhoon  during  his  term  of  office. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  it  carried. 
Item  IX.  Resolutions  No.  1-4. 

Since  these  four  resolutions  are 
all  concerned  with  the  subject  of 


required  membership  in  the  AMA, 
your  committee  considered  them 
as  a unit.  Your  committee  feels 
that  maximum  support  should  be 
given  to  the  American  Medical  As- 
sociation during  this  critical  period 
in  the  history  of  medicine.  There- 
fore, your  committee  recommends 
disapproval  of  these  resolutions. 

Mr.  Speaker,  1 move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  it  carried. 
Item  X.  Resolution  No.  11. 

Your  committee  recommends  ap- 
proval of  this  resolution. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  it  carried. 
Item  XI.  Report  of  the  Constitution 

and  Bylaws  Committee. 

Regarding  recommendation  num- 
ber 1 (to  change  the  name  of  the 
Medical  School  Liaison  Committee), 
your  committee  recommends  ap- 
proval. 

Regarding  recommendation  num- 
ber 2 (to  permit  OSMA  member- 
ship for  physicians  who  have  filed 
a declaration  of  intent  to  become 
citizens),  your  committee  recom- 
mends approval. 

Because  your  committee  has  rec- 
ommended that  resolutions  No.  1-4 
be  rejected,  no  action  is  required 
on  recommendations  number  3 and 
4 of  the  Report  of  the  Constitution 
and  Bylaws  Committee.  However, 
should  the  House  of  Delegates  de- 
cide against  the  recommendation  of 
your  committee,  caution  should  be 
taken  to  adhere  to  the  special 
amendments  contained  in  recom- 
mendation number  3,  and  it  will  be 
necessary  for  the  county  medical 
societies  to  amend  their  bylaws  as 
suggested  in  recommendation  num- 
ber 4. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  it  carried. 

Mr.  Speaker,  I move  the  adoption 
of  this  report  as  a whole.  The  mo- 
tion was  seconded  and  it  carried. 
Report  of  Reference  Committee 

No.  II. 

Presented  by:  Harlan  Thomas, 

M.D.,  Tulsa,  Chairman. 

Mr.  Speaker  and  Members  of  the 
House  of  Delegates,  your  reference 
committee  gave  careful  considera- 
tion to  the  items  referred  to  it  and 
makes  the  following  report: 

Item  I.  Report  of  the  Annual  Meet- 
ing Committee. 

The  committee  wishes  to  commend 


the  members  of  the  Annual  Meeting 
Committee  and  its  Chairman,  Doc- 
tor Floyd  F.  Miller  for  the  excellent 
program  of  the  1971  Annual  Meet- 
ing. Your  reference  committee 
would  like  to  bring  to  the  attention 
of  the  House  of  Delegates  that  the 
Board  of  Trustees  has  directed  the 
Planning  Committee  to  make  an  in 
depth  study  of  the  future  and  pur- 
pose of  annual  meetings. 

The  committee  recommends  the 
approval  of  this  report. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  it  carried. 
Item  II.  Report  of  the  Council  on 

Professional  Education. 

Mr.  Speaker,  your  committee  con- 
sidered each  recommendation  of  this 
report. 

The  committee  recommends  ap- 
proval of  recommendation  No.  1 as 
written. 

Mr.  Speaker,  1 move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  it  carried. 

Your  committee  recommends  the 
approval  of  recommendation  No.  2 
and  would  like  to  emphasize  to  as- 
sociation members  that  the  AMA 
Recognition  Award  Program  is  a 
voluntary  program  and  urges  all 
members  to  participate. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  it  carried. 

Your  committee  approves  recom- 
mendation No.  3 with  the  under- 
standing that  this  seminar  be  a “no 
host  seminar.” 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  it  carried. 

Your  committee  approves  recom- 
mendation No.  4. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  it  carried. 
Item  III.  Resolution  No.  9. 

(Labeling  of  Medications— submit- 
ted by  the  Oklahoma  County  Medi- 
cal Society.) 

The  committee  recommends  adop- 
tion of  this  resolution. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  it  carried. 
Item  IV.  Resolution  No.  14. 

• Blue  Shield  UCR  Program — sub- 
mitted by  Robert  Hogue,  Jr.,  M.D.) 

Mr.  Speaker  your  committee  heard 
lengthy  testimony  regarding  Reso- 
lution No.  14.  Problems  that  may 
arise  as  a result  of  implementing 
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the  “resolve”  of  this  resolution 
were  discussed  fully.  However,  the 
committee  feels  that  health  insur- 
ance is  a contract  between  the  in- 
surer and  the  insured  and  while  it 
is  a concern  of  the  physician,  he 
should  not  be  bound  by  a contract 
to  which  he  is  not  a party.  The 
committee  feels  that  previous  ac- 
tion taken  in  1969  by  the  Prepaid 
Medical  Insurance  Committee  and 
by  this  House  of  Delegates  in  1970 
as  stated  in  the  resolution,  affirms 
the  position  of  Medicine  regarding 
this  matter. 

Your  committee  recommends 
adoption  of  Resolution  No.  14. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  it  carried. 
Item  V.  Resolution  No.  10. 

(Opposition  to  “Professional  Serv- 
ices Review”  — Oklahoma  County 
Medical  Society. ) 

Mr.  Speaker,  your  committee  con- 
sidered resolution  No.  10  and  the  Re- 
port of  the  Foundation  for  Peer 
Review  Study  Committee  together. 

While  Resolution  No.  10  has  admir- 
able purpose  the  intent  of  the  reso- 
lution is  covered  in  the  report  of 
the  Study  Committee  and  since  there 
is  no  conflict  between  Resolution 
No.  10  and  the  Study  Committee  Re- 
port, your  committee  recommends 
“no  action”  be  taken  on  Resolution 
No.  10. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  it  carried. 
Item  VI.  Foundation  for  Peer  Re- 
view. 

Mr.  Speaker,  the  subject  of  Peer 
Review  is  a matter  of  great  con- 
cern to  Oklahoma  Physicians.  Your 
committee  heard  several  members 
of  this  association  speak  strongly 
on  various  aspects  of  this  issue. 
Throughout  the  testimony  your 
committee  heard  again  and  again 
that  Peer  Review  should  be  done 
by  practicing  physicians  who  are 
truly  “peers.”  Your  committee 
agrees. 

The  committee  commends  the 
physicians  who  served  on  this  study 
committee  for  their  excellent  work 
and  outstanding  report  and  heartily 
recommends  its  approval.  Your 
committee  concurs  in  action  taken 
by  the  Board  of  Trustees  regarding 
this  report  and  would  like  to  place 
a special  emphasis  on  expedient 
action  for  the  implementation  of  a 
Foundation  for  Peer  Review,  con- 


sisting of  Oklahoma  Physicians,  to 
serve  Oklahoma  Physicians. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  it  carried. 
Item  VII.  Report  of  the  Council  on 
Public  Policy. 

Mr.  Speaker  your  committee  con- 
sidered the  report  of  the  Council  on 
Public  Policy  by  sections.  The  com- 
mittee recommends  approval  of 
Section  1,  the  report  of  the  Council. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  it  carried. 
Section  No.  2.  State  Legislative 
Committee  Report. 

Mr.  Speaker,  your  committee  rec- 
ommends the  adoption  of  this  re- 
port and  approval  of  the  position 
taken  by  the  committee  on  the  spe- 
cific legislation  listed  in  the  report. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  it  carried. 
Section  No.  3.  Public  Relations  Com- 
mittee. 

Your-  committee  recommends  ap- 
proval of  this  report. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  it  carried. 
Section  No.  4.  Medical  Heritage 
Committee. 

Your  committee  recommends  ap- 
proval of  this  section  of  the  report. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  it  carried. 

Mr.  Speaker,  your  chairman 
wishes  to  thank  the  members  of 
Reference  Committee  No.  II  and 
moves  adoption  of  this  report  as  a 
whole.  The  motion  was  seconded 
and  it  carried. 

Report  of  Reference  Committee 
No.  III. 

Presented  by:  Scott  Hendren, 

M.D.,  Oklahoma  City,  Chairman. 

Mr.  Speaker  and  Members  of  the 
House  of  Delegates,  your  reference 
committee  gave  careful  considera- 
tion to  the  items  referred  to  it  and 
makes  the  following  recommenda- 
tions. 

Item  I.  Medical  School  Liaison  Com- 
mittee. 

The  committee  recommends  the 
approval  of  recommendation  num- 
ber 1 under  this  report  and  that 
recommendations  numbers  2 and  3 
be  combined  and  read  as  follows: 
“2.  It  is  recommended  that  the 
OSMA  offer  to  submit  a slate  of 
nominees  for  positions  on  the  Med- 


ical School  Committee  on  Admis- 
sions. The  nominees  would  be  se- 
lected by  the  OSMA  Board  of  Trus- 
tees and  must  pledge  to  serve  ac- 
tively on  the  committee  before  their 
name  is  officially  submitted.  It  is 
understood  that  membership  on  the 
committee  is  selected  by  the  OU 
Medical  School  faculty.  The  slate 
of  nominees  should  be  presented  to 
the  faculty  with  the  OSMA  recom- 
mendation. 

“It  is  further  recommended  that 
medical  students  be  allowed  to 
serve  on  the  Committee  on  Admis- 
sions in  an  advisory  capacity  only. 
And  further  it  is  recommended  that 
the  present  ratio  of  full-time  faculty 
and  practicing  physicians  on  the 
committee  be  maintained. 

“3.  It  is  recommended  that  con- 
sideration be  given  to  develop  a 
method  for  more  active  participa- 
tion of  physicians  from  over  the 
state  on  the  Committee  on  Admis- 
sions.” 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  it  carried. 
Item  II.  Report  of  the  Council  on 

Professional  and  Intervocational 

Relations. 

The  committee  recommends  the 
approval  of  this  report  in  its  en- 
tirety. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  it  carried. 
Item  III.  Council  on  Socio-Economic 

Activities. 

The  committee  recommends  the 
approval  of  this  report  in  its  en- 
tirety. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  it  carried. 
Item  IV.  Resolution  No.  8. 

The  committee  is  sympathetic  tc 
the  concerns  expressed  in  this  reso- 
lution, but  feels  that  a policy  state- 
ment by  OSMA  would  better  serve 
the  intended  purpose.  The  policy 
statement  to  read  as  follows: 
“OSMA  remains  on  record  in  oppo- 
sition to  other  than  clerical  audit- 
ing by  lay  people. 

“The  review  of  medical  records 
regarding  the  appropriateness,  med- 
ical necessity,  quality  of  medical 
services  or  the  appropriateness  of 
fees  remains  a peer  review  func- 
tion to  be  performed  only  by  phy- 
sicians who  may  refer  to  the  OSMA 
peer  review  committee  when  indi- 
cated.” 
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Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  it  carried. 
Item  V.  Resolution  No.  13. 

The  committee  believes  that  the 
resolves  of  this  resolution  should  be 
changed  to  read  as  follows:  “NOW, 
THEREFORE,  BE  IT  RESOLVED 
that  the  President  of  the  OSMA  des- 
ignate a committee  to  ti'y  to  work 
out  a solution  to  this  problem  and 
if  at  the  end  of  the  three  month 
period  this  solution  has  not  been 
found,  the  committee  is  directed 
to  take  this  grievance  to  the  Bu- 
reau of  Health  Insurance  and  our 
representatives  in  Congress  in  an 
effort  to  find  a method  to  gain 
reasonable  cooperation  from  the  De- 
partment of  Public  Welfare. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  it  carried. 

Doctor  Scott  Hendren  asked  for 
discussion  on  Resolution  No.  13.  He 
stated  that  he  believed  Resolution 
No.  13  was  a bad  resolution.  He  stat- 
ed that  it  would  be  placing  on  our 
incoming  president  a difficult  and 
almost  impossible  job. 

A verbal  vote  was  taken  on  the 
resolution  and  it  was  at  first  de- 
termined that  the  vote  was  “NO.” 

Doctor  Hogue  asked  to  speak.  He 
stated  that  the  reference  commit- 
tee has  already  discussed  this  reso- 
lution and  voted  in  favor  of  it. 
Some  discussion  about  the  Welfare 
Department’s  reluctance  to  cooper- 
ate with  the  medical  review  com- 
mittee took  place. 

There  was  some  discussion  as  to 
what  had  been  voted  on  and  the 
Speaker  made  it  concise.  He  stat- 
ed that  the  vote  was  on  Item  5, 
Resolution  13  as  amended. 

A standing  vote  was  taken  with 
62  in  favor  and  28  against.  Item 
number  5 was  therefore  adopted. 

Mr.  Speaker,  I move  the  adoption 
of  this  report  as  a whole.  The  mo- 
tion was  seconded  and  it  carried. 
Report  of  Reference  Committee 

No.  IV. 

Presented  by:  Malcom  E.  Phelps, 
M.D.,  El  Reno,  Chairman. 

Mr.  Speaker  and  Members  of  the 
House  of  Delegates,  your  reference 
committee  gave  careful  considera- 
tion to  the  items  referred  to  it  and 
makes  the  following  report. 


Item  I.  Disability  Income  Program. 

Mr.  Speaker,  your  committee 
feels  that  the  Disability  Income 
Program  is  serving  a valuable  pur- 
pose for  members  of  this  associa- 
tion. The  fact  there  has  been  no 
increase  in  premium  rates  since 
1961  and  that  no  increase  in  prem- 
iums is  contemplated  at  this  time, 
is  commendable,  and  an  excellent 
commentary  on  the  Insurance  Com- 
pany of  North  America  and  C.  L. 
Frates  Company,  administrators  of 
the  plan. 

Mr.  Speaker,  I move  adoption  of 
this  portion  of  the  report.  The  mo- 
tion was  seconded  and  it  carried. 
Section  II.  Overhead  Expense  Pro- 
gram. 

Mr.  Speaker,  your  committee  rec- 
ommends adoption  of  this  portion 
of  the  report.  The  motion  xvas  sec- 
onded and  it  carried. 

Section  III.  Professional  Liability 
Program. 

Mr.  Speaker,  your  committee 
would  like  for  the  House  of  Dele- 
gates to  take  special  note  of  the 
report  on  the  Professional  Liability 
Insurance  Program.  Because  of  an 
effective  claims  prevention  program 
and  relatively  few  losses,  associa- 
tion members  purchase  this  insur- 
ance at  about  one-half  the  rates  of 
competitive  companies.  Sixty  per- 
cent of  the  physicians  of  Oklahoma 
are  covered  by  this  policy  which 
speaks  well  for  our  support  of  the 
program.  The  reference  committee 
urges  the  Council  on  Insurance  to 
continue  the  claims  prevention  pro- 
gram that  has  been  so  successful 
in  past  years.  It  behooves  every 
member  of  the  association  to  be  ex- 
tremely vigilent  in  malpractice  pre- 
vention and  since  our  loss  ratio 
stands  39th  nationally,  there  may  be 
a possible  premium  reduction. 

Mr.  Speaker,  I move  adoption  of 
this  portion  of  the  report.  The  mo- 
tion was  seconded  and  it  carried. 
Section  IV.  Excess  Limits  Liability 
Program. 

Mr.  Speaker,  I move  adoption  of 
this  portion  of  the  report.  The  mo- 
tion was  seconded  and  it  carried. 
Section  V.  Group  Term  Life  Insur- 
ance. 

Due  to  losses  from  claims  and  ad- 
ministrative costs,  the  group  life 
insurance  program  has  been  altered 
to  a level  term  plan.  The  new  pro- 
gram provides  for  increased  bene- 
fits and  a lower  cost  per  $1,000  will 


probably  be  realized  when  compared 
with  the  former  plan. 

Mr.  Speaker,  I recommend  adop- 
tion of  this  portion  of  the  report. 
The  motion  was  seconded  and  it 
carried. 

Mr.  Speaker,  your  reference  com- 
mittee would  like  to  express  its  ap- 
preciation to  Mr.  Rod  Frates  of  the 
the  C.  L.  Frates  Company  for  ex- 
plaining many  of  the  ramifications 
of  the  insurance  program  of  the 
Oklahoma  State  Medical  Associa- 
tion. Your  committee  wishes  to  ex- 
tend its  most  sincere  thanks  for 
his  valuable  expertise. 

Your  committee  would  also  like 
to  express  its  appreciation  to  the 
association’s  Council  on  Insurance 
for  monitoring  our  insurance  pro- 
grams and  feels  that  they  should  be 
commended  for  their  untiring  ef- 
forts on  behalf  of  us  all. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  it  carried. 
Item  II.  Council  on  Public  Health. 

Mr.  Speaker,  your  committee  con- 
sidered this  report  by  section. 
Section  I.  Introduction. 

Regarding  the  introductory  com- 
ments of  the  council  report,  your 
reference  committee  would  like  to 
make  the  following  observations  and 
recommendations : 

Mr.  Speaker,  your  reference  com- 
mittee feels  that  since  many  pro- 
grams have  been  implemented  at 
the  national  level  regarding  smoking 
and  health  that  the  Interagency 
Council  on  Smoking  and  Health 
should  seek  funds  from  other  sources 
than  the  medical  association. 

(Doctor  Harvey  spoke  for  Doctor 
Hayden  Donahue  on  the  Interagency 
Council  on  Smoking  and  Health.  He 
asked  for  support  from  the  OSMA. 
He  stated  that  the  program  would 
probably  be  discontinued  without  the 
support  from  the  medical  associa- 
tion.) 

(Doctor  Strong,  Chairman  of  the 
Board  of  Trustees,  stated  that  the 
Board  turned  down  support  of  this 
program.  A vote  was  taken  and 
the  report  was  adopted.) 

Since  restrictions  on  ambulance 
companies  may  diminish  their  will- 
ingness to  provide  services  and 
since  acceptable  and  competent  at- 
tendance is  available,  the  commit- 
tee recommends  that  no  severe  re- 
quirements be  imposed  on  these 
operators  at  this  time. 
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Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  it  carried. 

Pollution  and  environmental  con- 
trol programs  to  be  worthwhile  need 
the  guidance  of  physicians.  Your 
reference  committee  would  recom- 
mend that  all  members  of  this  as- 
sociation take  an  active  role  in 
monitoring  and  guiding  some  of  the 
programs  at  the  local  level. 

Mr.  Speaker,  1 move  adoption  of 
this  portion  of  the  report.  The  mo- 
tion was  seconded  and  it  carried. 

If  the  White  House  Conference  on 
Aging  follows  the  pattern  set  by 
past  conferences,  it  will  be  domi- 
nated by  persons  with  philosophies 
who  will  adopt  recommendations 
embracing  social  concepts  which  we 
feel  are  not  held  by  the  people  of 
Oklahoma. 

Your  reference  committee  urges 
that  knowledgeable  physicians  be 
appointed  to  represent  the  associa- 
tion in  order  to  offset  these  extreme- 
ly liberal  views. 

Mr.  Speaker,  1 move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  it  carried. 
Section  II.  Committee  on  Alcohol- 
ism and  Drug  Abuse. 

Mr.  Speaker,  your  reference  com- 
mittee would  like  to  commend  the 
committee  on  Alcoholism  and  Drug 
Abuse  for  the  seminars  that  were 
conducted  on  drug  abuse.  Your 
committee  feels  that  the  drug  abuse 
manual  prepared  by  the  commit- 
tee and  distributed  to  Oklahoma 
physicians  is  an  excellent  aid  and 
recommends  that  the  committee  pe- 
riodically update  the  manual  and 
that  physicians  continue  their  study 
in  this  important  area. 

Your  reference  committee  also 
feels  that  in  addition  to  education 
for  physicians,  that  the  committee 
might  consider  drug  abuse  programs 
for  elementary  and  secondary  school 
children. 

We  recommend  approval  of  the 
Report  of  the  Committee  on  Alco- 
holism and  Drug  Abuse. 

Mr.  Speaker,  I move  adoption  of 
this  portion  of  the  report.  The  mo- 
tion was  seconded  and  it  carried. 
Section  III.  Disease  Screening  Com- 
mittee. 

Mr.  Speaker,  your  committee  rec- 
ommends approval  of  this  report. 
However  details  need  to  be  inves- 
tigated and  evaluated  before  we 
can  recommend  general  acceptance 
of  multi-phasic  screening  programs. 


Your  committee  does  recommend 
that  the  activities  of  this  commit- 
tee be  continued  and  that  they  re- 
port to  the  association  at  each  an- 
nual session. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  it  carried. 
Section  IV.  Committee  on  Immuni- 
zation. 

Mr.  Speaker,  your  committee  rec- 
ommends approval  of  the  Report  of 
the  Immunization  Committee  with 
this  recommendation: 

That  the  committee  include  in  its 
program  tuberculin  testing. 

Your  reference  committee  and  the 
association  members  should  highly 
commend  the  members  of  this  com- 
mittee for  their  outstanding  efforts 
in  immimization  programs. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  it  carried. 
Section  V.  Committee  on  Labora- 
tory Quality. 

Mr.  Speaker,  your  reference  com- 
mittee recommends  approval  of  the 
Committee  on  Laboratory  Quality 
Report  and  wishes  to  extend  its  ap- 
preciation to  its  members  for  their 
outstanding  efforts  in  this  area.  We 
would  also  like  to  congratulate 
those  physicians  who  are  enrolled 
in  the  Laboratory  Quality  program 
and  encourage  others  to  participate 
in  hopes  that  voluntary  participa- 
tion will  forestall  legislative  inter- 
vention. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  it  carried. 
Section  VI.  Maternal  Mortality 
Committee. 

Mr.  Speaker,  your  committee  rec- 
ommends approval  of  the  Report  of 
the  Maternal  Mortality  Committee 
and  commends  its  members  for  their 
studious  review  of  the  maternal 
death  rates  of  this  state.  We  would 
also  take  special  note  of  the  fact 
that  only  76.6  percent  of  the  phy- 
sicians from  whom  information  was 
requested  responded.  Your  com- 
mittee urges  our  members  to  co- 
operate with  this  committee. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  it  carried. 
Section  VII.  Council  on  Rural 
Health. 

Mr.  Speaker,  your  reference  com- 
mittee spent  considerable  time  on 
the  Report  of  the  Council  on  Rural 
Health.  While  we  commend  the 


Council  and  its  members  for  their 
efforts,  your  reference  committee 
views  the  loss  of  physicians  from 
our  rural  areas  as  the  major  con- 
cern of  medicine.  The  fact  that 
during  the  last  ten  years,  39  of  our 
counties  lost  population  at  8.3  per- 
cent is  alarming.  But  during  the 
same  period,  our  physician  popu- 
lation in  communities  of  under  5,000 
dwindled  to  only  239— a loss  of  33 
percent.  This  critical  problem  will 
continue  unless  drastic  changes  are 
made  in  a number  of  factors,  such 
as:  medical  education  and  the 

overall  economic  picture.  Your 
committee  has  noted  that  Doctor 
Kelly  West  from  the  OU  Medical 
Center  was  employed  to  conduct  a 
survey  in  a specific  area  of  the 
state  to  define  a medical  service 
area,  to  analyze  its  existing  medical 
resources  and  to  assess  its  future 
needs.  It  is  envisioned  that  if  this 
survey  proves  successful  and  eco- 
nomically feasible,  then  it  will  be 
used  as  a model  for  future  surveys. 
This  committee  would  like  to  re- 
mind the  council  that  similar  sur- 
veys have  been  conducted  by  the 
Sears  Foundation  in  many  areas  in 
this  country  and  that  the  resources 
of  this  organization  may  be  useful 
to  the  council.  The  committee  would 
like  to  recommend  to  the  council 
that  in  any  survey  on  the  problems 
of  rural  health  that  the  majc/ity  of 
the  input  should  be  provided  by 
physicians  who  are  knowledgeable 
about  the  problems  of  medicine  in 
rural  areas. 

It  is  recalled  that  the  reference 
committee  at  the  last  annual  meet- 
ing recommended  additional  physi- 
cians from  the  rural  areas  be  rep- 
resented on  the  council.  We  note 
that  this  has  not  been  done  and 
recommend  that  this  suggestion  be 
followed. 

Your  reference  committee  real- 
izes that  great  strides  in  family 
medicine  have  been  made  in  the  OU 
Medical  School  in  the  past  few 
years.  However,  the  support  of  the 
department  and  the  philosophy  of 
family  practice  is  not  supported  by 
the  majority  of  the  faculty  in  the 
school.  This  attitude  has  contrib- 
uted to  the  failure  of  training  phy- 
sicians interested  in  family  practice 
in  the  rural  communities. 

Your  reference  committee  also 
feels  that  more  practicing  physi- 
cians, particularly  from  non-urban 
areas  should  have  an  active  role 
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in  the  selection  of  future  medical 
students  and  that  there  should  be 
liaison  between  the  medical  school 
and  its  faculty  and  physicians  in 
rural  communities.  Your  commit- 
tee feels  strongly  that  practicing 
physicians  from  the  rural  areas 
could  more  competently  serve  on 
the  admissions  board  than  students. 

Your  reference  committee  also 
feels  that  the  Oklahoma  Legislature 
will  be  more  generous  with  the  med- 
ical center  when  it  is  confident  that 
physicians  will  be  produced  who 
can  and  will  take  care  of  their  con- 
stituents. 

Your  committee  recommends  that 
the  Council  on  Rural  Health  be  con- 
tinued but  that  the  representation 
on  this  council  be  changed  to  pro- 
vide for  more  physicians  who  are 
in  active  practice  in  rural  areas  and 
are  aware  of  the  needs  and  prob- 
lems of  the  rural  areas. 

The  reference  committee  recog- 
nizes and  appreciates  the  consid- 
erable effort  that  the  Council  on 
Rural  Health  has  expended  in  pre- 
paring this  report.  We  hope  that 
the  recommendations  and  sugges- 
tions made  by  this  committee  will 
be  well  received  and  useful  in  mak- 
ing their  efforts  more  productive. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  it  carried. 

The  chairman  would  like  to  ex- 
press his  sincere  appreciation  to 
the  members  of  this  committee  who 
worked  long  and  hard  in  preparing 
this  report  and  especially  to  Miss 
Betty  Mahoney,  our  recording  sec- 
retary. 

Mr.  Speaker,  1 move  the  adoption 
of  this  report  as  a whole.  The  mo- 
tion was  seconded  and  it  carried. 

Doctor  Tom  Points  asked  to  make 
a point  of  information  about  Reso- 
lution No.  13.  He  urged  the  associa- 
tion to  pursue  all  avenues  possible. 
He  stated  that  BHI  does  have  some- 
thing to  do  with  Medicare  but  it  is 
not  the  only  department  that  should 
be  contacted. 

Doctor  Robert  Hogue  made  a mo- 
tion: 

I move  that  the  committee  as 
delegated  hy  the  President  take  this 
information  under  advisement  and 
take  all  avenues  to  finding  a solu- 
tion to  this  problem.  The  motion 
was  seconded  and  it  carried. 


Doctor  Malcom  Phelps  made  a 
substitute  motion  to  “Ask  Doctor 
Points  where  to  go  to  find  the  so- 
lution.” This  was  seconded  by  Doc- 
tor Robinson.  He  asked  that  the 
phrase  “other  appropriate  agencies” 
be  inserted  into  the  resolution.  This 
motion  was  not  passed. 

Haven  W.  Mankin,  M.D.,  was  an- 
nounced as  the  new  Secretary-Treas- 
urer to  succeed  Doctor  Stanley  R. 
McCampbell,  newly  elected  Presi- 
dent-Elect. 

V.  OLD  BUSINESS: 

Doctor  Richardson  stated  that  he 
felt  obligated  to  present  one  point 
of  discussion  before  the  body  dis- 
persed. He  referred  to  Reference 
Committee  No.  I and  the  resolutions 
dealing  with  compulsory  member- 
ship in  the  AMA.  He  stated  that 
we  should  give  our  full  support  to 
the  AMA,  but  he  objected  to  com- 
pulsion and  he  likened  the  policy 
to  a closed  shop. 

Doctor  Malcom  Phelps  stated 
that  action  had  been  taken  on  this 
resolution  by  the  reference  com- 
mittee and  that  these  remarks  are 
out  of  order  at  this  time. 

Doctor  Richardson  stated  that  his 
plea  was  that  considerable  thought 
be  taken  on  this  matter. 

Francis  W.  Hollingsworth,  M.D., 
El  Reno,  stated  that  the  OSMA 
should  be  very  proud  of  Doctor 
Malcom  Phelps  who  has  served  for 
many  years  as  a Delegate  to  the 
AMA  and  that  Doctor  Phelps  should 
be  rewarded  in  the  appropriate 
fashion  they  deem  necessary.  Doc- 
tor Phelps  said  no  action  by  the 
House  of  Delegates  was  necessary. 

Doctor  David  Carson  spoke  brief- 
ly on  the  subject  of  encouraging 
young  physicians  to  go  to  rural 
areas. 

VI.  NEW  BUSINESS: 

Dick  Loy,  M.D.,  stated  that  the 
Council  on  Insurance  should  pre- 
pare for  the  upcoming  fee  schedule 
and  should  have  some  type  of  stand- 
ard fee  schedule  prepared. 

The  motion  was  made  to  set  up 
a committee  to  study  the  feasibility 
of  the  standard  fee  schedule.  The 
motion  was  seconded  and  it  carried. 

VII.  ADJOURNMENT: 

The  65th  Annual  meeting  of  the 
House  of  Delegates  was  adjourned 
at  10:35  a.m. 

Recorded  by  Betty  Mahoney 


Resolution  No.  7. 
(APPROVED  AS  AMENDED) 
SUBMITTED  BY:  Medical  School 
Liaison  Committee 
TITLE:  O.U.  Medical  School  Admis- 
sions Committee 

REFERRED  TO:  Reference  Com- 

mittee No.  1 

WHEREAS,  it  has  come  to  the  at- 
tention of  your  association  that  sen- 
ior medical  students  are  serving  as 
full  members  of  the  O.U.  Medical 
School  Committee  on  Admissions; 
and 

WHEREAS,  of  the  committee’s 
twenty -six  members,  nine  are  senior 
medical  students,  nine  are  fulltime 
faculty  members,  and  only  eight  are 
part-time  faculty  members  in  private 
practice;  and 

WHEREAS,  said  fourth  year  medi- 
cal students  having  never  practiced 
the  art  of  medicine  have  limited 
basis  from  which  to  make  a value 
judgement  about  another  student’s 
potential  to  become  a physician, 

NOW  THEREFORE  BE  IT  RE- 
SOLVED, that  we,  the  members  of 
the  House  of  Delegates,  recommend 
that  medical  students  be  allowed  to 
serve  only  in  an  advisory  capacity 
on  the  Committee  on  Admissions  of 
the  O.U.  Medical  School. 

BE  IT  FURTHER  RESOLVED, 
that  nine  representatives  of  the  Okla- 
homa State  Medical  Association  be 
added  to  the  Admissions  Committee 
as  presently  constituted. 

Resolution  No.  5. 
f DISAPPROVED ) 

SUBMITTED  BY:  Okfuskee  County 
Medical  Society 

TITLE:  Formation  of  a Union  or 

Guild 

REFERRED  TO:  Reference  Com 

mittee  No.  I 

There  have  been  extensive  and  in 
creasing  intrusions  into  and  tres- 
passes against  the  practice  of  medi 
cine  and  encroachments  and  super 
vention  in  the  physician-patient  re 
lationship  that  has  been  treasured  b; 
both  physicians  and  patients  since 
the  beginning  of  ethical  and  scientif- 
ic practice  of  medicine  and  surgery. 

The  medical  profession  as  a whole 
and  its  individual  members  have 
been  under  increasing  slanderous 
malignment,  harassment,  coercion 
and  intimidation  and  restriction  re 
garding  its  concern  for  the  quality 
and  quantity  of  patient  care,  the 
quality  and  training  and  quantity 
production  of  its  own  members  and 
its  utilization,  for  the  benefit  of  its 
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patients,  of  various  health  facilities 
and  various  health  programs  such  as 
Medicare  and  Medicaid,  and  its  util- 
ization of  various  good  and  valuable 
medications  and  or  treatment  pro- 
grams. 

These  intruders  include  such  in- 
dividuals as  Ralph  Nader,  and  var- 
ious other  writers,  many  politically 
motivated  Senators  and  Congress- 
men, various  labor  union  bodies  such 
as  the  CIO,  the  AFL,  and  the  United 
Auto  Workers  and  the  Teamsters 
Union. 

They  also  include  violent  anarchic- 
al and  revolutionary  groups  such  as 
the  Black  Panthers  and  various 
Puerto  Rican  street  gangs  in  New 
York  and  various  other  revolution- 
ary “social  welfare”  groups. 

They  include  such  health  insurance 
carriers  as  Blue  Cross  and  Blue 
Shield  and  other  private  insurance 
concerns  and  also  dollar-provider- 
purveyors  of  health  benefits  such  as 
the  Federal  Medicare  and  Medicaid 
programs  and  the  Welfare  and  Med- 
icaid programs  of  the  various  50 
states. 

They  include  the  IRS,  the  FDA, 
the  United  States  Congress  and  Sen- 
ate. 

They  include  various  attorney- 
groups  devoted  and  dedicated  to  the 
instigation  and  prosecution  of  mal- 
practice suits. 

From  the  earliest  beginnings  the 
Medical  Profession  and  its  individu- 
al members  have  policed  and  discip- 
lined themselves,  have  constantly 
pursued  scientific  knowledge,  pur- 
sued investigative  and  initiative  re- 
search, improved  the  training  of  its 
members,  improved  its  research  pro- 
cedures, improved  its  laboratory, 
surgical,  and  diagnostic  and  radio- 
logic  instrumentations,  improved  its 
practice  of  the  art  and  science  of 
medicine,  and  with  a solicitude  for 
the  physical,  mental,  economic,  mor- 
al, and  ethical  well  being  of  its  pa- 
tients to  a degree  unmatched  by  any 
other  segment  of  society  or  by  so- 
ciety as  a whole.  The  Medical  Pro- 
fession need  not  apologize  for  itself. 
It  is  time  that  the  Medical  Profes- 
sion quit  apologizing. 

The  Okfuskee  County  Medical  So- 
ciety therefore  makes  a formal  mo- 
tion that  the  Oklahoma  State  Medi- 
cal Association  either  convert  itself 
or  form  a parallel  organization  to 
form  the  Oklahoma  State  Union  (or 
Guild)  (or  other  appropriate  term) 
of  Medical  Doctors  for  the  purpose 


of  representing  its  members  as 
their  agent  in  any  necessity  for  col- 
lective bargaining  that  might  arise 
and  or  any  negotiation  that  might  be 
necessary  with  various  third  parties. 
It  is  moved  that  this  new  organiza- 
tion be  structured  along  the  lines  of 
various  industrial  labor  unions  and 
organizations  and  that  all  necessary 
and  desirable  legal  requirements  be 
built  into  the  constitution  and  bylaws 
of  this  organization.  It  is  moved  that 
the  various  County  Medical  Societies 
form  local  Unions  (or  Guilds)  as  sub- 
parties to  the  parent  organization.  It 
is  also  moved  that  this  State  Or- 
ganization be  formed  with  such  a le- 
gal structure  and  with  such  a con- 
stitution and  bylaws  that  it  can  be- 
come the  state  representative  of  a 
larger  parent  organization  to  be 
formed  by  the  members  of  the  Amer- 
ican Medical  Association  into  a Na- 
tional Union  or  Guild  of  Medical 
Doctors  and  that  a description  of  its 
intentions  and  structure  be  forward- 
ed to  the  American  Medical  Associ- 
ation and  that  the  United  States 
Medical  Doctors  or  that  the  mem- 
bership of  the  American  Medical 
Association  be  transferred  also  into 
such  a Union-type  Association,  Guild, 
or  Union  paralleling  the  present 
American  Medical  Association. 

This  motion  would  of  course  in- 
clude the  recommendation  that  the 
National  Union,  Guild,  or  Associa- 
tion of  the  United  States  M.D.’s  be 
formed  and  structured  for  the  pur- 
pose of  representing  and  negotiating 
for  its  members  in  any  dispute  or 
argument  or  negotiation  and/or  to 
initiate  such  negotiations  in  behalf  of 
its  members  with  various  third  par- 
ties when  indications  arise. 

It  is  recommended  that  a special 
session  of  the  American  Medical  As- 
sociation for  its  necessary  commit- 
tees be  convened  to  consider  this 
move.  It  is  recommended  that  the 
resultant  recommendations  of  the 
American  Medical  Association  then 
be  made  known  to  its  variius  com- 
ponent members  or  component  State 
Societies  and  the  County  Societies  of 
the  various  50  States  for  their  action 
to  implement  this  program  and  that 
such  State  Union-type  Societies  then 
be  known  as  the  “State-Name”  Divi- 
sion of  the  National  Guild,  (Union, 
or  Association)  and  that  the  County 
Societies  be  designated  as  the 
“County-Name,”  Local  Guild,  Union, 
Association,  or  Society  of  the  “State- 
Name”  Division  of  the  National  Or- 


ganization (whatever  its  name  may 
end  up  being). 

It  is  further  recommended  that  the 
Oklahoma  State  Medical  Association 
through  its  executive  committee  call 
the  necessary  committees  into  spe- 
cial session  to  consider  and  make 
such  modifications  of  the  present  mo- 
tion as  are  desirable  or  necessary 
and  then  pass  this  motion.  It  is  felt 
that  it  would  be  most  desirable  to 
have  the  new  National  and  State 
and  Local  Societies  as  organizations 
parallel  to  and  made  of  the  same 
membership  but  legally  and  struc- 
turally distinct  from  the  American 
Medical  Association  and  its  compon- 
ent societies  per  se. 

Charles  A.  Cashman,  M.D.,  Inc. 

General  Practice  & Surgery 
Box  226 

Okemah,  Oklahoma  74859 
Telephone  918-623-1177 
March  23,  1971 

Don  Blair 

Executive  Director 

Oklahoma  State  Medical  Association 

601  Northwest  Expressway 

Oklahoma  City,  Oklahoma  73118 

Dear  Don: 

“The  penalty  that  good  men  pay 
for  indifference  to  public  affairs  is 
to  be  ruled  by  civil  men.”  (Plato) 

“Historians  of  the  future  will  mar- 
vel most  of  all  at  the  non-resistence 
of  those  who  had  the  most  to  lose.” 
(General  George  Van  Horn  Mosely, 
commenting  on  the  decline  of  the 
Remiblic  of  the  United  States.) 

Thank  you  for  your  letter  of  15 
March  1971  a copy  of  which  is  en- 
closed for  your  convenient  refer- 
ence. First  let  me  clarify  the  matter 
of  the  origin  of  the  resolution.  I wrote 
the  original  letter  and  submitted  it 
to  our  local  society  and  it  was  ap- 
proved to  be  submitted  to  the  State 
Society  as  read.  The  same  is  so  for 
the  explanatory  accompanying  com- 
ments in  the  other  letter.  I submitted 
one  personally  and  as  president  of 
the  society  and  the  society  did  sub- 
mit the  same  resolution  as  a society 
resolution. 

As  is  obvious  from  the  resolution 
there  is  no  detailed  recommendation 
for  the  exact  structure,  legal  consti- 
tution or  by-laws  or  even  name  for 
the  new  organization  that  is  pro- 
posed. The  resolution  and  my  letters 
are  primarily  urgings  for  the  Okla- 
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homa  State  Medical  Society  to  as- 
sign committees  to  go  into  this  mat- 
ter, recognize  the  need  for  such  an 
organization. 

You  have  suggested  to  me  previ- 
ously that  the  legal  opinion  of  the 
Law  Department  of  the  American 
Medical  Association  is  against  the 
formation  of  a new  organization  like 
the  one  proposed  in  the  resolution 
submitted  by  the  Okfuskee  County 
Medical  Society.  There  is  also  an 
enclosure  of  “Statement  of  Anti- 
Trust  Immunity  of  Labor  Organiza- 
tions.” There  are  also  remarks  con- 
cerning the  use  of  the  labor  or  guild 
vehicle  to  avert  anti-trust  laws  and 
various  excerpts  from  legal  opinions 
and  rulings  in  various  law  suits  that 
these  various  law  suits  were  not 
(representative  of)  labor  disputes 
within  the  Norris-LaGuardia  Act  with 
exemption  from  the  Anti-Trust 
Laws  and/or  that  these  law  suits 
were  not  representative  of  labor  dis- 
putes and  could  not  be  enjoined 
and/or  that  certain  parties  in  these 
law  suits  “(did)  not  constitute  a bona 
fide  union  so  as  to  be  exempt  from 
anti-trust  laws.” 

The  resolution  does  not  propose 
that  a union  or  a guild  or  other 
organization  be  formed  in  the  strict 
mold  of  various  existent  labor  un- 
ions. The  resolution  proposes  that 
an  organization  be  formed  to  strong- 
ly represent  M.D.’s  and  from  a po- 
sition of  strength  on  matters  of  mu- 
tual interest  for  M.D.’s.  The  resolu- 
tion does  not  mention  anti-trust  laws, 
or  the  Norris-LaGuardia  Act.  The 
third  paragraph  of  the  enclosure  that 
you  sent  to  me  concerning  a state- 
ment on  anti-trust  immunity  of  labor 
organizations  does  in  itself  however 
point  out  that  the  organization  such 
as  the  resolution  proposes  can  be 
formed  and  can  function  legally  and 
outside  the  restriction  of  the  anti- 
trust laws  (since  that  qualification 
appears  to  be  pertinent).  (I  am  not 
a lawyer). 

This  same  paragraph  states  “any- 
thing which  any  other  organization 
can  lawfully  do  in  behalf  of  self- 
employed  physicians  can  also  be 
done  lawfully  by  a medical  society” 
this  is  not  denied  but  it  is  also  true 
that  the  American  Medical  Associa- 
tion and  its  present  structure  and 
with  its  variety  of  functions  has  not 
been  able  to  function  adequately 


enough  or  with  enough  force  to  pre- 
vent for  example  the  enactment  of 
the  Medicare  Law  or  to  ensure  en- 
forcement of  the  full  provisions  and 
intent  of  the  Medicare  Law  as  it  is 
written.  The  organization  that  is  pro- 
posed in  the  resolution  could  and 
would  operate  forcefully  and  from  a 
provision  of  strength. 

Paragraph  two  of  the  “statement 
on  anti-trust  immunity  of  labor  or- 
ganizations” suggests  that  physicians 
who  work  on  a salaried  basis  rather 
than  in  private  practice  on  a fee- 
for-service  basis  can  lawfully  be  rep- 
resented by  either  a medical  society 
representing  the  employed  physi- 
cians or  by  a separate  organization 
which  represents  the  employed  phy- 
sician. I do  not  know  if  I sent  you 
a copy  or  not  but  I did  write  a letter 
to  Dr.  Ed  Calhoon,  the  President  of 
the  OSMA  in  which  I project  my  idea 
that  the  organization  that  is  propos- 
ed is  intended  primarily  to  represent 
physicians  who  are  engaged  in  pri- 
vate practice  and  who  are  on  a 
fee-for-serviee  basis  and  who  do  op- 
erate under  a system  that  tends  to 
preserve  the  physician-patient  rela- 
tionship. In  my  letter  to  Dr.  Calhoon 
I specifically  suggested  that  em- 
ployed physicians  (those  employed 
by  hospitals,  by  State,  Federal,  and 
Local  Health  Departments  on  a full 
time  basis  and  or  by  the  United 
States  Armed  Forces  on  a full  time 
basis)  be  excluded  from  executive 
committees  and  or  executive  posi- 
tions. Such  M.D.’s  however  could  be 
members  and  beneficiaries  of  the  ac- 
tions of  the  organization.  A copy  of 
my  letter  to  Dr.  Calhoon  is  enclosed. 

If  various  groups  and  organizations 
around  the  country  can  disrupt  Uni- 
versities, take  over  the  buildings  of 
our  Universities,  occupy  the  offices 
of  various  University  Presidents,  and 
vandalize  and  destroy  various  build- 
ings on  these  campuses,  if  they  can 
hold  mass  demonstrations  in  vari- 
ous cities  and  in  various  parks  and 
on  various  campuses  and  all  with 
relative  impunity  then  I think  that 
the  Medical  Doctors  of  this  country 
have  the  right  to  be  represented  ac- 
tively and  collectively  as  an  organ- 
ized legal  entity. 

Concerning  the  remarks  and  atti- 
tudes of  the  Legal  Department  of  the 
American  Medical  Association  I wish 
to  point  out  that  a reasonable  indi- 
vidual with  common  prudence  and  a 
reasonable  amount  of  self-interest 
and  desire  for  self-preservation  will, 


if  possible,  find  legal  aid  that  will 
actively  and  forcefully  protect  his  in- 
terests regardless  of  the  justness  or 
legality  of  his  cause  and/or  regard- 
less of  his  guilt  or  innocence. 
Criminal  lawyers  are  not  hired  by 
their  clients  for  the  purpose  of  plead- 
ing “guilty”  for  their  clients  and 
then  agreeing  with  the  prosecuting 
attorney  and  the  judge  that  the  ac- 
cused is  indeed  guilty  and  should  be 
subject  to  a large  fine,  a long  prison 
sentence  and  finally  execution  at  the 
end  of  that  sentence.  Corporation 
lawyers  and  tax  lawyers  are  not 
hired  by  their  clients  for  the  purpose 
of  ensuring  that  their  clients  will  pay 
all  of  the  taxes  that  the  Government 
would  like  for  them  to  pay  and/or 
be  hindered  and  hampered  by  vari- 
ous restrictive  and  or  punitive  regu- 
lations, statutes,  and/or  ordinances, 
and/or  law.  In  the  Military  Services, 
Commanding  Officers  are  not  dis- 
posed to  looking  kindly  upon  First 
Sergeants  and  Adjutants  who  know 
only  the  Regulations  that  say  that 
the  C.O.  can  not  do  something  that 
he  would  like  to  do  and  it  is  a well 
known  fact  that  although  a good 
First  Sergeant  or  Adjutant  may  know 
these  regulations  he  also  knows 
where  to  find  the  regulations  that  say 
that  the  C.O.  can  do  the  things  that 
he  wants  and  needs  to  do  in  order 
to  fimction  properly  and  efficiently 
and  get  the  job  done. 

Concerning  the  Standard  Format 
of  Resolutions  that  you  enclosed  I 
agree  that  this  would  enhance  the 
consideration  of  the  subject  resolu- 
tion but  I do  believe  that  the  resolu- 
tions are  coherent,  concise,  and  clear 
as  to  their  meaning  and  they  are 
currently  available  for  consideration. 
I do  not  think  that  they  should  be 
delayed  to  be  re-written.  I think  the 
proper  committees  should  consider 
them  and  come  up  with  a workable 
plan  to  embody  the  basic  ideas  pre- 
sented in  the  subject  resolutions  and 
to  present  this  detailed  plan  as  a 
resolution  in  the  standard  and  proper 
format.  It  is  requested  that  you 
attach  this  letter  to  the  resolutions 
as  an  addendum. 

Respectfully, 

Charles  A.  Cashman,  M.D. 

President  Okfuskee  County 

Medical  Society 

CAC/jt 

Resolution  No.  6 

( DISAPPROVED ) 

SUBMITTED  BY:  Okfuskee  County 
Medical  Society 
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TITLE:  Formation  of  a Union  or 
Guild 

REFERRED  TO:  Reference  Com- 

mittee No.  I 

I do  believe  that  it  is  imperative 
that  the  Medical  Profession  does 
form  an  aggressive  Union  or  Guild 
with  some  muscle  in  its  effort  to 
defend,  protect,  and  preserve  itself 
and  its  members. 

We  are  all  well  aware  of  the  fact 
that  despite  our  relatively  long  train- 
ing and  relatively  long  medical  edu- 
cation that  we  did  not  learn  every- 
thing that  we  should  have  while  we 
were  in  school.  We  didn’t  have  time 
to  absorb  all  that  was  attempted  to 
be  taught  to  us,  we  learned  much  of 
it  by  review  and  experience  and 
regrettably  by  trial  and  error  and 
by  additional  courses  and  training 
after  we  graduated  from  medical 
school.  There  is  none  of  us  yet  that 
knows  all  that  he  would  like  to  know 
about  the  practice  of  medicine. 

There  is  none  of  us  that  would  not 
like  to  be  able  to  continually 
up-grade  his  own  skill  and  knowl- 
edge. There  are  those,  however,  in 
positions  of  power  and  influence  in 
the  government  and  unfortunately 
even  members  of  prominence  among 
our  own  profession  who  demand  that 
pre-medical  and  medical  courses  be 
shortened  and  even  that  individuals 
be  taken  who  have  only  high  school 
educations  and  be  trained  into  “doc- 
tors associates.” 

At  this  very  same  time,  when  they 
are  thus  calling  for  a reduction  in 
the  quantity  and  quality  of  training 
per  new  medical  personnel  they  are 
increasingly  demanding  that  we  im- 
prove the  quality  of  our  professional 
medical  practice  and  skill.  They  are 
wanting  to  license  less-trained,  less- 
skilled,  less-generally-qualified  indi- 
viduals, with  less  background  at  the 
same  time  they  are  demanding 
that  we  establish  members  of  the 
profession  who  have  constantly  up- 
graded our  skills  none-the-less  be 
subject  to  repeated  re-examination 
as  a prerequisite  to  relicensure. 

By  harassment  and  intimidation 
they  prevent  the  production  and 
manufacture  and/or  use  of  certain 
valuable  drugs  which  we  have  all 
used  safely  and  judiciously  for  the 
saving  and  maintenance  of  the  health 
or  preservation  of  life  of  many  in- 
dividuals. They  prevent  the  manufac- 
ture of  various  combinations  of  drugs 
all  of  which  we  have  used  safely, 
judiciously,  and  without  mishap  and 


to  the  marked  advantage  and  well- 
being of  our  patients. 

Much  of  this  harm  has  been 
wrought  by  non-clinical  practitioners 
who  are  not  even  really  practition- 
ers; they  neither  practice  clinical 
medicine  and  deal  with  patients  nor 
do  they  have  the  talent  and  skill  and 
initiative  to  do  original,  initiative,  in- 
vestigative, and  productive  research. 
They  are  qualified  to  do  only  cook- 
book type  of  “research”  and  their 
methodology  is  very  much  in  ques- 
tion there. 

With  our  present  malpractice 
insurance  rates  and  the  risks  that 
we  run  each  day  in  examining  and 
treating  patients  is  there  any  one  of 
us  who  wants  to  further  compound 
his  liability  by  being  responsible  or 
being  forced  to  be  responsible  for 
some  substandard  individual  or  aid 
who  is  licensed  to  diagnosis  and 
treat. 

We  are  all  aware  of  the  status  of 
medicine  in  Russia  and  its  socialistic 
state  and  in  England  in  its  socialized 
state  and  in  Canada  and  in  its  so- 
cialized state.  We  are  cognizant  of 
the  extremely  punitive  measures  that 
have  been  passed  as  law  against 
Canadian  physicians  to  force  them  to 
practice  medicine  and  assume  the 
responsibilities  and  risks  of  practice. 

Constant  controls  are  applied  to 
our  fees.  There  has  been  no  individ- 
ual restraint  on  the  part  of  either 
business  or  labor  to  control  prices 
and  wages,  there  has  been  no  effort 
on  the  part  of  the  government  to 
control  these  inflationary  trends. 

The  only  anti-inflation  device  put 
into  effect  by  the  government  has 
been  the  increasing  of  interest  rates 
which  is  in  itself  an  inflationary 
measure  because  business  and  pro- 
fessional men  have  had  to  borrow  in 
order  to  modernize  and  replace 
equipment  for  their  businesses  or 
profession  and  remain  competitive. 
The  raising  of  interest  rates  has  not 
prevented  borrowing,  it  has  only 
forced  the  borrower  to  pay  a higher 
and  inflated  and  inflationary  interest 
rate  in  order  to  buy  things  at  already 
inflated  prices  in  order  that  he  can 
survive.  The  general  increase  in 
taxes  as  a “anti-inflationary  meas- 
ure” is  also  itself  inflationary.  If  an 
individual  strives  and  increases  his 
productivity  and  his  income  in  order 
to  have  enough  income  to  still  get 
only  the  same  amount  of  goods  and 
services  at  much  higher  prices  he  is 
further  taxed  out  of  his  increased 


income  before  he  even  gets  to  spend 
it  or  procure  his  various  necessities 
at  their  inflated  prices. 

I think  that  we  need  only  to  look 
around  at  the  general  state  of  the 
nation  and  the  general  trend  of  things 
and  to  look  at  the  state  of  affairs  of 
the  world  in  general  and  to  remem- 
ber history  to  know  that  we  cannot 
afford  to  further  delay  taking  these 
steps  that  will  assure  us  protection. 

Resolution  No.  12. 

(APPROVED) 

SUBMITTED  BY:  Oklahoma  County 
Medical  Society 

TITLE:  Financial  Aid  to  Medical 
Students 

REFERRED  TO:  Reference  Com- 
mittee No.  I 

WHEREAS,  there  are  many  medi- 
cal students  who  do  not  have  ade- 
quate financial  support  and 

WHEREAS,  this  problem  has  been 
reviewed  and  discussed  with  the 
Associate  Dean  of  Student  Affairs  at 
the  University  of  Oklahoma  Medical 
Center  and 

WHEREAS,  there  are  very  limited 
and  few  unencumbered  and  unre- 
stricted funds  available  to  help 
medical  students  who  are  in  dire 
need, 

BE  IT  THEREFORE  RESOLVED 
that  the  State  Medical  Association 
sponsor  a yearly,  voluntary  contri- 
bution of  $10.00  from  each  of  its 
members. 

BE  IT  FURTHER  RESOLVED 
that  the  receipts  of  same  be  directed 
to  the  Financial  Aid  to  Education 
Committee  of  the  State  Association. 

BE  IT  FURTHER  RESOLVED 
that  this  Committee  present  these 
funds  unencumbered  and  unrestrict- 
ed to  the  Associate  Dean  of  Student 
Affairs  to  be  used  for  the  benefit 
of  those  students  in  need. 

Report  of  the 

COMMITTEE  ON  PLANNING 

(APPROVED) 

Committee  Members 
Hillard  E.  Denyer,  M.D.,  Chairman 
Ed  L.  Calhoon,  M.D. 

Lucien  M.  Pascucci,  M.D. 

Roger  Reid,  M.D. 

C.  Riley  Strong,  M.D. 

Jack  D.  Fetzer,  M.D. 

Robert  J.  Hogue,  Jr.,  M.D. 

Rex  E.  Kenyon,  M.D. 

Hayden  H.  Donahue,  M.D. 

B.  C.  Chatham,  M.D. 

Orange  M.  Welborn,  M.D. 
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SECTION  I 

OKLAHOMA  FOUNDATION  FOR 

COMMUNITY  MEDICAL  CARE 

At  the  1970  annual  meeting  of  the 
OSMA  House  of  Delegates,  the  Board 
of  Trustees  was  authorized  to  change 
the  nature  of  the  association’s  exist- 
ing loan  and  scholarship  program  to 
provide  for  a “forgiveness  feature” 
on  loans  awarded  to  medical  stu- 
dents wrho  would  sign  contracts  to 
serve  required  periods  of  time  in 
medically-needy  areas.  Further,  the 
Board  of  Trustees  was  instructed  to 
act  in  this  regard  on  the  recom- 
mendations of  the  association’s  Fi- 
nancial Aid  to  Education  Commit- 
tee. 

In  order  to  formulate  recommen- 
dations to  the  Board  of  Trustees,  a 
joint  meeting  of  the  Financial  Aid 
to  Education  Committee  and  the 
Committee  on  Planning  was  held  on 
July  23rd. 

While  OSMA  deliberations  were  un- 
derway regarding  a change  in  the 
concept  of  the  loan  program,  the 
Oklahoma  Legislature  established 
the  concept  of  the  loan  program,  the 
Oklahoma  Legislature  established  the 
“Oklahoma  Rural  Medical  Education 
Loan  and  Scholarship  Fund”  along 
the  same  lines  envisioned  by  the  as- 
sociation, and  the  Governor  turned 
over  control  of  the  state  program  to 
physicians  serving  on  the  OSMA 
Rural  Medical  Council. 

This  turn  of  events  was  considered 
at  the  joint  meeting  on  July  23rd  and 
there  was  concern  that  the  new 
OSMA  program  should  work  in  a co- 
operative relationship  with  the  new 
state  government  program,  particu- 
larly with  respect  to  having  basically 
the  same  rules  and  loan  conditions, 
and  there  should  be  coordination  in 
the  screening  and  selection  of  loan 
candidates.  Moreover,  it  was  felt 
that  the  provisions  of  the  new  OSMA 
foundation  should  be  related  to  the 
existing  OSMA  Loan  and  Scholarship 
Fund,  Inc. 

Finally,  it  was  decided  to  make  the 
following  recommendations  to  the  as- 
sociation’s Board  of  Trustees: 

1.  That  the  association  form  the 
“Oklahoma  Foundation  for  Commun- 
ity Medical  Care,”  a non-profit  cor- 
poration whose  purpose  would  be 
basically  the  same  as  the  state  gov- 
ernment program,  and  which  would 
be  governed  by  a board  of  directors 


comprised  of  both  physicians  and 
laymen.  It  was  further  recommended 
that  provision  should  be  made  in  the 
articles  of  incorporation  to  provide 
for  coordination  between  the  new 
foundation  and  the  state  government 
program. 

2.  That  the  existing  OSMA  Loan 
and  Scholarship  Fund  remain  opera- 
tional, but  to  amend  it  so  that  funds 
could  be  transferred  to  the  new  foun- 
dation (the  existing  program  re- 
ceives about  $9,500  a year  from 
OSMA  dues). 

Under  the  direction  of  the  two 
committees,  OSMA  staff  and  legal 
counsel  prepared  the  necessary  arti- 
cles of  incorporation  and  bylaws  to 
create  the  new  foundation,  and 
amendments  were  also  prepared  to 
provide  for  the  transfer  of  funds 
from  the  existing  loan  fund  to  the 
new  foundation.  These  documents 
were  subsequently  presented  to  the 
Board  of  Trustees  . . . more  infor- 
mation as  to  the  progress  of  this 
activity  may  be  found  in  the  Board 
of  Trustees  Report  and  in  the  Report 
of  the  Financial  Aid  to  Education 
Committee. 

Meanwhile,  because  it  was  known 
that  considerable  time  would  be 
required  to  carry  out  the  necessary 
legal  work  to  form  the  new  founda- 
tion and  to  make  it  operational,  and 
because  of  the  need  to  get  practi- 
tioners into  medically-deprived  areas 
at  the  earliest  possible  time,  the 
two  committees  obtained  permission 
of  the  Board  of  Trustees  to  loan  $5,- 
000  on  a contractural  basis  to  a 
fourth-year  medical  student  using 
State  of  Oklahoma  promissory  note 
forms. 

SECTION  II 

BUILDING  RENOVATION 

The  1970  House  of  Delegates  au- 
thorized the  Board  of  Trustees  and 
the  Committee  on  Planning  to  use 
available  funds  for  renovating  the 
older  portions  of  the  OSMA  head- 
quarters building. 

It  was  determined  that  there  was 
a particular  need  to  purchase  new 
furniture  for  the  three  executive  of- 
fices which  were  equipped  with  furn- 
iture 15  to  25  years  old.  Bids  were 
let  and  it  was  determined  that  it 
would  cost  $3,006  for  three  desks  and 
three  credenzas  of  medium  quality. 
However,  the  OSMA  staff  learned  of 
a local  furniture  manufacturer  going 
out  of  production  on  a high  quality 
line  of  office  equipment,  and  it  was 
possible  to  purchase  the  necessary 


furnishings  at  the  manufacturing 
cost  of  $1,390. 

In  addition,  the  committee  has  in- 
structed the  staff  to  obtain  bids  for 
resurfacing  the  headquarters  build- 
ing parking  lot  and  driveway. 

SECTION  III 
POSTGRADUATE  LEAVE 
FOR  RURAL  PHYSICIANS 

One  project  undertaken  by  the 
committee  appeared  to  have  merit 
but  was  abandoned  for  lack  of  inter- 
est among  rural  physicians. 

The  committee  contacted  fifty 
rural  physicians  and  offered  to  ar- 
range for  a relief  physician  to  permit 
the  rural  doctor  to  attend  an  inten- 
sive postgraduate  refresher  course  of 
his  choice.  It  was  contemplated  that 
travel  trailer  housing  facilities  would 
be  provided  for  the  visiting  physi- 
cian. 

However,  only  a few  of  the  rural 
physicians  contacted  expressed  inter- 
est in  the  project,  and  when  an 
attempt  was  made  to  work  with 
these  on  a pilot  basis  there  was  no 
response. 

SECTION  TV 
PEER  REVIEW 

The  committee  took  note  that  some 
form  of  expanded  peer  review  will 
be  approved  by  Congress  for  imple- 
mentation by  January  1,  1972. 

It  was  decided  to  undertake  a 
study  of  the  avenues  of  implementa- 
tion which  would  be  open  to  the 
OSMA  should  the  association  decide 
to  assume  management  responsibili- 
ty for  the  state  of  Oklahoma. 

As  a preliminary  step,  the  chair- 
man of  the  committee  attended  the 
AMA  Clinical  Meeting  in  Boston 
for  the  express  purpose  of  visiting 
with  other  state  association  delega- 
tions to  obtain  their  views  and  to 
acquire  any  documents  they  might 
have  on  foundations  for  peer  review. 
Much  valuable  information  on  the 
subject  was  gained  by  visiting  with 
physicians  from  other  areas. 

On  January  10th,  the  committee 
organized  a meeting  with  repre- 
sentatives of  the  OSMA  Medical 
Insurance  Review  Committee  and 
major  metropolitan  county  medical 
societies.  The  purpose  of  the  meeting 
was  to  investigate  the  possibility  of 
creating  a foundation  for  peer  review 
under  OSMA  auspices  in  order  to 
take  control  of  any  federal  program 
which  would  impose  a massive  form 
of  peer  review  on  physicians  who 
participate  in  goverment  health  care 
plans. 
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In  preparation  for  the  meeting, 
foundation  plans  developed  by  other 
medical  societies  were  reviewed  and 
summarized,  and  special  guests  were 
invited  from  the  Medical  Association 
of  Georgia  which  has  made  consid- 
erable progress  in  preparing  for  an 
expanded  peer  review  function. 

Much  time  was  spent  at  the  meet- 
ing studying  the  provisions  of  the 
so-called  Bennett  Amendment,  the 
peer  review  plan  which  is  most  likely 
to  emerge  as  law.  This  bill  will  offer 
medical  societies  representing  300 
or  more  physicians  the  opportunity 
to  set  up  foundations  to  screen  all 
physicians’  health  care  claims  against 
the  government  . . . judging  them  as 
to  the  cost  of  service,  over  and/or 
under  utilization,  quality  of  service, 
and  the  propriety  of  the  choice  of 
health  care  facility.  Under  the  pro- 
visions of  the  Bennett  Amendment, 
if  medical  societies  decline  responsi- 
bility for  implementation,  the  pro- 
gram will  be  turned  over  to  other 
private  or  governmental  agencies. 

Doctor  William  Dowda  of  the  Med- 
ical Association  of  Georgia  reviewed 
the  plans  his  association  has  for 
creating  a foundation  for  peer 
review,  and  he  spoke  in  favor  of 
organized  medicine  assuming  the 
responsibility  rather  than  to  turn  it 
over  to  others. 

In  the  end,  the  group  assembled 
on  January  10th  decided  to  take  the 
problem  to  the  OSMA  Board  of 
Trustees  for  action.  As  contained  in 
the  Report  of  the  Board  of  Trus- 
tees, a special  committee  was 
appointed  to  continue  study  on  the 
prospect  of  establishing  a peer 
review  foundation.  This  special  com- 
mittee will  report  separately  to  the 
House  of  Delegates. 

SECTION  V 

For  the  past  two  meetings  of  the 
American  Medical  Association  House 
of  Delegates,  the  Committee  on  Plan- 
ning has  drafted  resolutions  for  the 
consideration  of  the  AMA’s  policy- 
making body.  At  the  1970  Clinical 
Session  of  the  AMA,  five  resolutions 
were  submitted  by  the  committee. 
The  subject  matter  included  (1)  a 
request  that  the  AMA  publish  a buy- 
er’s guide  for  adequate  health  insur- 
ance benefits;  (2)  a request  that  the 
AMA  unequivocally  oppose  the 
Bennett  Amendment;  (3)  a request 
for  an  extensive  AMA  public  infor- 
mation program;  (4)  a request  that 
the  AMA  drop  its  endorsement  of 
PRO  (peer  review  organization);  and 


(5)  a request  that  the  AMA  endorse 
a flexible  approach  to  peer  review 
which  would  recognize  the  peculi- 
arities of  the  various  state  jurisdic- 
tions. 

Report  of  the 
FINANCIAL  AID  TO 
EDUCATION  COMMITTEE 
( APPROVED ) 

Committee  Members 
Hillard  E.  Denyer,  M.D.,  Bartlesville 
Lucien  M.  Pascucci,  M.D.,  Tulsa 
Scott  Hendren,  M.D.,  Oklahoma  City 
Maxwell  A.  Johnson,  M.D.,  Tulsa 
Ed  L.  Calhoon,  M.D.,  Beaver 

Since  1962,  the  association  has 
paid  $5.00  for  each  dues  paying 
member  into  the  OSMA  Loan  and 
Scholarship  Fund  managed  by  the 
O.U.  Medical  School.  Through  1969, 
$73,000  was  transferred  to  the  ac- 
count, $24,750  of  which  was  awarded 
to  45  students  on  the  basis  of  aca- 
demic achievement  and  about  $48,000, 
of  which  was  loaned  on  the  basis  of 
need. 

In  1970,  on  recommendation  of  the 
Committee  on  Planning  and  Board 
of  Trustees,  the  transfer  of  funds 
was  frozen  and  the  House  of  Dele- 
gates authorized  the  creation  of  a 
new  foundation  designed  to  encour- 
age the  location  of  physicians  in  rural 
areas  or  in  city  areas  of  low  physi- 
cian population  and  high  density. 

Formation  of  the  new  Oklahoma 
Foundation  for  Community  Medical 
Care  is  nearly  completed.  It  will  be 
funded  from  OSMA  dues  ($9,600  a 
year),  from  the  repayment  of  loans 
under  the  existing  program  ($48,000 
in  accounts  receivable),  and  hopeful- 
ly from  contributions  or  bequests 
from  outside  sources. 

The  purpose  of  the  new  foundation 
is  to  grant  non-refundable  loans  to 
O.U.  medical  students  who  will  sign 
contracts  to  serve  a minimum  of  two 
years  in  medically-needy  areas.  If 
a student  defaults  on  the  contract, 
the  principal  of  the  loan  must  be 
paid  plus  10  percent  per  annum  in- 
terest. 

The  new  foundation  will  be  govern- 
ed by  a Board  of  Directors  comprised 
of  five  members  of  the  association 
and  five  laymen.  By  action  of  the 
Board  of  Trustees,  it  was  decided 
to  use  the  same  physicians  who 
control  the  OSMA  Loan  and  Scholar- 
ship Fund  to  serve  as  the  five  OSMA 
representatives  on  the  board  of  the 
new  foundation.  These  physicians  are 
the  OSMA  president,  president-elect, 


and  the  three  immediate  past  presi- 
dents. In  their  capacity  as  the  board 
of  the  existing  loan  and  scholarship 
fund,  they  will  have  authority  to 
transfer  monies  from  the  existing 
fund  to  the  new  foundation  as  justi- 
fied. 

The  operation  of  the  new  founda- 
tion is  adequately  explained  in  these 
paragraphs  from  the  bylaws: 

“Authority  for  management  and 
approval  of  loans  or  grants-in-aid 
provided  through  this  corporation 
shall  be  totally  vested  in  the  Board 
of  Directors.  Loans  or  grants-in-aid 
may  be  made  only  to  students  of  the 
University  of  Oklahoma  School  of 
Medicine,  and  no  more  than  $5,000 
may  be  awarded  to  an  individual 
student  in  one  year.” 

“The  Office  of  Financial  Aid  at  the 
University  of  Oklahoma  School  of 
Medicine  may  be  selected  as  the 
administrative  agent  to  furnish  med- 
ical students  with  loan  or  grant-in- 
aid  application  forms  as  approved 
by  the  Board  of  Directors,  and  to 
execute  and  carry  out  the  provisions 
of  promissory  notes  on  a form  ap- 
proved by  the  Board  of  Directors. 
The  Office  of  Financial  Aid  may  be 
selected  as  the  depository  of  funds 
received  from  the  Foundation,  and 
if  so  selected  shall  render  an  annual 
accounting  of  all  receipts  and  dis- 
bursement to  the  Board  of  Direc- 
tors.” 

“The  Board  of  Directors  shall 
have  the  ultimate  authority  in  se- 
lecting the  individual  students  who 
shall  receive  the  loans  or  grants-in- 
aid.  It  shall  be  the  ultimate  author- 
ity in  determining  the  amount  of  the 
loans  or  grants-in-aid  within  the 
•maximum  amount  provided  herein- 
above. It  shall  have  the  ultimate  au- 
thority in  determining  where,  within 
the  State  of  Oklahoma,  the  medical 
service  is  to  be  furnished,  and  it 
shall  be  the  ultimate  authority  as 
to  the  period  of  time  for  such  medi- 
cal service,  which  period  of  time 
shall,  in  no  event,  be  less  than  two 
(2)  years.” 

“The  promissory  note  form  to  be 
executed  by  selected  applicants  shall 
contain  a repayment  forgiveness  fea- 
ture on  loans  made  to  applicants 
who,  upon  completion  of  training, 
satisfactorily  complete  a minimum 
of  two  (2)  years  of  medical  service 
in  a needy  area  as  determined  by 
the  Board  of  Directors,  based  on  the 
advice  of  the  Rural  Medical  Coun- 
cil of  the  Oklahoma  State  Medical 
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Association.  Failure  to  fulfill  the  two- 
year  obligation  at  the  completion  of 
training  shall,  at  the  sole  discretion 
of  the  Board  of  Directors,  require 
full  repayment  of  the  principal  sum 
with  interest  thereon  at  the  rate  of 
ten  (10%)  percent  per  annum, 
said  interest  to  accrue  from  the  date 
of  the  promissory  note.  No  interest 
shall  accrue,  however,  nor  shall  the 
note  be  defaulted  during  a period  of 
involuntary  military  service.  At  the 
discretion  of  the  holder,  the  note  shall 
become  due  and  payable  with  inter- 
est from  the  date  of  the  note,  at  any 
such  time  the  maker  discontinues  the 
pursuit  of  medical  education  for  any 
reason.  Evidence  of  a life  insurance 
policy  with  an  assignment  to  the 
Foundation  in  an  amount  at  least 
equal  to  the  amount  of  the  indebted- 
ness shall  be  required  as  a condi- 
tion of  a loan  or  grant-in-aid.” 

“The  Board  of  Directors  will  be 
expected  to  confer  with  the  obligated 
practitioner  in  order  to  determine  the 
medically-needy  communities  having 
the  highest  possible  degree  of  com- 
patibility with  the  obligated  practi- 
tioner, in  order  to  encourage  the  con- 
tinuing rendering  of  service  after  the 
obligated  period.  The  Board  of 
Directors  shall  periodically  confer 
with  the  obligated  practitioner  during 
the  mandatory  practice  period  and 
render  such  assistance  to  him  as 
may  be  practical,  but  such  assist- 
ance shall  not  alter,  modify  or 
compromise  the  practitioner’s  obli- 
gations, all  as  set  forth  in  his  written 
obligation.” 

Recommendations : 

1.  It  is  recommended  that  the 
House  of  Delegates  approve  the 
Oklahoma  Foundation  for  Communi- 
ty Medical  Care. 

Report  of  the 

SECRETARY  TREASURER 

(APPROVED) 

Financial  Statement 
Since  the  association’s  fiscal  year 
ends  on  May  31st,  a complete  audit 
of  accounts  cannot  be  presented  at 
the  time  of  the  annual  meeting.  How- 
ever, to  provide  Delegates  with  an 
indication  of  the  OSMA’s  financial 
status,  following  are  reports  on  the 
first  ten  months’  operations  in  our 
two  basic  operational  accounts,  the 
Membership  Account  and  the  Journal 
Account. 


Membership  Account 

Income: 


Membership  Dues 

$137,103 

AMA  Commissions 

1,245 

Interest 

4,478 

Scholarship  and  Loan  Fund 

(from  dues) 

7,879 

Building  Lease 

3,500 

Postgraduate  Courses 

42 

OSMA  Newsletter 

1,108 

Total  Income 

$155,355 

Expense: 

Fixed  Expenses 

$100,703 

Depreciation 

3,333 

Councils  and  Committees 

Public  Policy 

2.180 

Insurance 

- 

Prof.  Education 

2.341 

Socio-Economic 

- 

Public  Health 

1,057 

Prof  & Intervocation 

Relations 

- 

5,578 

Scholarship  and  Loan  Fund  7,879 
In-State-Travel  6,807* 

Out-State-Travel  13.042 

Okla.  Health  Careers  Council  3.000 
Mortgage  Payments — Building  4,570 
OSMA  Newsletter  2,997 

Total  Expense  $147,909 

Surplus  7,446 

includes  expenses  carried  over 
from  last  fiscal  year. 


JOURNAL  ACCOUNT 
Income: 

Journal  Ads,  Sales, 

Subscriptions  $24,626 

Subscriptions  from  Dues  4.580 

Directory — Ads  and  Sales  556 
Total  Income  $29,762 

Expense: 

Journal  Expense  $33,346 

Directory  Expense  275 

Total  Expense  $33,621 

Deficit  $3,859 

When  the  surplus  of  $7,446  in  the 
Membership  Account  is  related  to 
the  deficit  of  $3,859  in  the  Journal 
Account,  a net  surplus  for  the  first 
ten  months  of  only  $3,587  results. 
This  does  not  compare  favorably  to 
our  budgeted  surplus  figure  of  $15,- 
716. 

However,  income  and  expense 
comparisons  during  the  last  two 
months  should  make  the  financial 
picture  somewhat  brighter.  Income 
should  rise  by  $32,925  (principally 
because  of  outstanding  dues  of  $30.- 
897)  whereas  expenses  are  expected 
to  increase  by  only  $25,750.  Thus, 
when  the  net  gain  for  the  last  two 
months  of  $7,175  is  added  to  the  ten- 
month  surplus  of  $3,587,  there  is  a 
resultant  year-end  surplus  anticipat- 


ed in  the  amount  of  $10,762.  The 
actual  surplus  may  be  even  closer 
to  our  budgeted  surplus  since  con- 
servative estimates  of  dues  income 
have  been  used  in  this  study. 

Journal  advertising  has  continued 
to  decline  during  the  past  year  due 
to  cutbacks  in  advertising  expendi- 
tures by  national  drug  manufactur- 
ers, but  the  outlook  for  the  future 
should  show  a 15  percent  increase  in 
national  accounts. 

The  annual  meeting  has  not  been 
included  in  the  above  figures.  While 
it  is  traditionally-designed  as  a 
break-even  project,  the  Annual  Meet- 
ing Committee,  too,  is  experiencing 
declining  interest  from  national 
drug  manufacturers  who  are  appar- 
ently phasing  out  their  exhibits  at 
state  medical  conventions.  See  the 
Report  of  the  Annual  Meeting  Com- 
mittee. 

As  directed  by  the  House  of  Dele- 
gates at  the  1970  annual  meeting, 
one-half  of  last  year’s  surplus 
($5,567.54)  was  added  to  the  associa- 
tion reserves  $27,841 .69  > bringing 
total  reserves  to  a current  figure 
of  $33,409.23.  These  fluids  are  carried 
in  a Certificate  of  Deposit  at  interest. 

1971-72  BUDGET 

A budget  is  only  a guide  to  the 
financial  operations  of  any  organiza- 
tion, but  it  is  a useful  tool  in  appor- 
tioning income  to  various  expense 
categories.  The  following  budget  is 
tentatively  submitted,  it  may  need 
to  be  revised  by  the  Board  of 
Trustees  based  on  the  actions  taken 
during  this  annual  meeting: 

Income: 


Membership  Dues  $180,000 

Scholarship  and  Loan  Fund 


(from  dues) 

9,500 

Journal  Ads,  Subscriptions 

32.000 

Annual  Meeting 

21,000 

Interest 

5,000 

AMA  Commissions 

2,100 

OSMA  Newsletter  Ads 

2,250 

Building  Lease  Income 

4.200 

Total  Income 

$256,050 

Expense: 

Fixed  Expenses 

$130,000 

Depreciation 

4.000 

Student  AMA 

4.000 

Councils  and  Committees 

Public  Policy 

3.000 

Insurance 

500 

Prof.  Education 

3.000 

Socio-Economic 

Activities 

2.000 

Public  Health 

2,000 
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Prof.  & Intervocation 


Relations 

500 

11,000 

OSMA  Newsletter 

3,500 

Loan  Fund 

9,500 

In-State-Travel 

4,500 

Out-of-State-Travel 

14,500 

Journal 

33.000 

Annual  Meeting 

21,000 

Oklahoma  Council  for 

Health 

Careers 

3,600 

Mortgage  Payments 

5,484 

Total  Expense 

$244,084 

Surplus 

$11,966 

Recommendations : 

1.  It  is  recommended  that  the  pro- 
posed budget  be  approved  pending 
any  revisions  made  necessary  by  ac- 
tions at  this  annual  meeting. 

2.  Regarding  an  anticipated  sur- 
plus for  the  current  fiscal  year,  it 
is  recommended  that  the  House  of 
Delegates  authorize  the  Board  of 
Trustees  to  dedicate  up  to  $10,000 
toward  retiring  the  loan  made  neces- 
sary by  the  building  expansion 
program. 

Report  of  the 
BOARD  OF  TRUSTEES 
( APPROVED ) 

Three  meetings  of  the  Board  of 
Trustees  have  been  held  since  the 
last  annual  meeting.  This  report  cov- 
ers the  significant  actions  of  these 
meetings.  Actions  taken  at  the  April 
29th  meeting  will  be  covered  in  the 
accompanying  Supplemental  Report. 

Reportable  actions  taken  at  meet- 
ings held  October  18th,  December 
11th  and  March  14th  are  summarized 
below: 

1.  The  Board  approved  an  annual 
audit  of  the  association’s  accounts 
for  the  fiscal  year  ending  May  31, 
1970  which  revealed  an  operating 
surplus  of  $11,135.08.  Copies  of  the 
auditor’s  report  were  mailed  to  all 
members  of  the  House  of  Delegates. 
A revised  budget  for  the  1970-71 
fiscal  year,  showing  an  estimated 
surplus  of  $15,716,  was  also  approved. 

2.  At  the  request  of  a Trustee,  the 
Board  reconsidered  its  April  28,  1970 
decision  to  participate  in  hearings 
where  a physician’s  Medicaid  billing 
privileges  were  being  challenged  by 
the  Department  of  Public  Welfare  on 
the  grounds  of  abuse  of  the  program. 
Under  guidelines  negotiated  between 
DPW  and  OSMA  representatives,  it 
was  provided  that  the  association’s 
Medical  Insurance  Review  Commit- 
tee would  participate  in  such  hear- 
ings by  reviewing  specific  charges 


brought  against  a member  physician 
and  by  formulating  recommendations 
to  the  Department  of  Public  Welfare, 
such  recommendations  to  involve 
probation,  suspension  or  revocation 
of  billing  privileges,  or  complete  dis- 
sent with  the  charges  brought  by  the 
department.  The  question  of  recon- 
sideration revolved  around  whether 
or  not  the  recommendations  of  the 
OSMA  committee  would  be  honored 
by  DPW,  and  it  was  decided  to  write 
a letter  to  the  Director  of  the 
Department  of  Public  Welfare  rein- 
forcing item  VI  of  the  guidelines,  to 
wit:  “Mutual  Trust:  While  it  is 

recognized  that  an  agency  of  govern- 
ment cannot  delegate  final  responsi- 
bility to  a non-governmental  organi- 
zation, the  concent  of  peer  review 
cannot  function  effectively  unless  its 
opinions  and  recommendations  are 
highly  regarded  by  the  responsible 
governmental  agency.” 

To  date,  the  Department  of  Public 
Welfare  has  not  brought  any  charges 
against  an  association  member 
calling  for  the  denial  of  Medicaid 
billing  privileges. 

3.  The  so-called  Bennett  Amend- 
ment to  the  Social  Security  Act  was 
considered  by  the  Board  on  two 
occasions.  This  amendment,  if  it 
becomes  law,  will  invite  medical 
societies  representing  300  or  more 
physicians  to  establish  foundations 
for  the  purpose  of  reviewing  all 
Medicare,  Medicaid  and  AFDC  phy- 
sicians claims  for  cost,  utilization, 
quality  and  appropriateness  of  health 
care  facility  used.  If  medical  socie- 
ties refuse  to  provide  “Professional 
Standards  Review  Organizations”  as 
required  by  the  amendment,  then  the 
government  will  look  to  other  private 
or  local  governmental  organizations 
to  carry  out  the  provisions  of  the 
law. 

Because  legislative  analysts  expect 
some  form  of  the  Bennett  Amend- 
ment to  become  law  in  1971,  the 
Board  appointed  a Foundation  for 
Peer  Review  Study  Committee  to 
evaluate  OSMA  involvement  in  the 
peer  review  function  and  to  present 
a preliminary  report  to  the  House 
of  Delegates  at  this  annual  meeting. 

4.  The  Board  has  kept  informed 
on  various  bills  now  pending  before 
Congress  to  nationalize  health  insur- 
ance for  all  Americans,  and  it  ex- 
pects additional  bills  to  be  introduced 
during  coming  months.  While  the 
Board  is  generally  opposed  to  the 
concept  of  national  health  insurance, 


certain  aspects  of  the  AMA  Medi- 
credit  Bill  have  been  approved  as  a 
more  desirable  alternative  to  other 
concepts,  particularly  since  it  ap- 
pears that  some  form  of  tax-paid 
universal  health  plan  will  become 
law  in  1972  or  1973. 

5.  Two  programs  to  create  physi- 
cians assistants  training  schools  at 
the  University  of  Oklahoma  School 
of  Medicine  were  evaluated  by  the 
Board  of  Trustees.  After  hearing  a 
presentation  from  the  project  direc- 
tor, the  Board  endorsed  the  principle 
of  these  programs  as  means  of 
alleviating  the  health  mannower 
shortage.  However,  pursuant  to  the 
directive  of  the  House  of  Delegates 
last  May,  the  OSMA  President  has 
appointed  a Committee  on  Health 
Related  Professions  to  maintain  con- 
tinuing liaison  with  the  medical 
center  to  keep  the  programs  in 
proper  perspective. 

6.  At  the  1970  meeting  of  the  House 
of  Delegates,  it  was  recommended 
and  approved  that  the  character  of 
the  Oklahoma  Medical  Association 
Loan  and  Scholarship  Fund,  Inc.  be 
changed  to  provide  non-refundable 
loans  to  medical  students  who  would 
sign  contracts  to  serve  a minimum 
of  two  years  in  a medically-needy 
area.  The  Board  of  Trustees  has  ap- 
proved the  articles  of  incorporation 
and  the  bylaws  of  the  “Oklahoma 
Foundation  for  Community  Medical 
Care”  to  accomplish  this  purpose. 
Moreover,  in  order  to  permit  the 
transfer  of  dues  funds  to  the  new 
foundation,  the  articles  of  incorpora- 
tion of  the  OSMA  Loan  and  Scholar- 
ship Fund  were  amended.  The  new 
foundation  will  be  governed  by  a 
board  of  directors  comprised  of  the 
OSMA’s  Financial  Aid  to  Education 
Committee  (five  physicians)  and  five 
laymen.  Up  to  $5,000  a year  may 
be  loaned  to  medical  students  who 
will  promise  to  fulfill  obligations  to 
serve  minimum  periods  of  time  in 
rural  or  inner  city  areas;  failure  to 
meet  the  contractural  obligation  will 
require  that  loans  be  repaid  to  the 
foundation  at  10  percent  per  annum 
interest. 

7.  As  an  adjunct  to  the  Oklahoma 
Foundation  for  Community  Medical 
Care,  and  on  recommendation  of  the 
OSMA  Rural  Medical  Council,  the 
Board  approved  an  appropriation  of 
approximately  $1,000  to  underwrite 
the  OSMA  share  for  a pilot  survey 
of  a rural  region  in  Oklahoma  to 
plan  for  the  optimum  development 
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of  health  services  in  the  area.  The 
attitudes  of  physicians,  location  of 
facilities,  transportation  arteries, 
use  of  allied  health  personnel  and 
other  factors  will  be  studied  in  order 
to  establish  a definite  developmental 
plan  for  the  area.  Not  only  will  this 
program  assist  the  Oklahoma  Foun- 
dation for  Community  Medical  Care 
in  identifying  priority  commun- 
ities for  obligated  loan  beneficiaries, 
but  the  survey  technique  for  the 
pilot  area  can  well  be  applied  to 
other  medically-needy  areas  of  the 
state. 

8.  Taking  note  that  the  OSMA  an- 
nual meeting  is  suffering  financial 
difficulties  and  may  not  be  meeting 
the  needs  of  the  membership  as  to 
program  content  and  organization, 
the  Board  of  Trustees  has  asked  the 
association’s  Committee  on  Planning 
to  carry  out  a study  by  July  1st  to 
include  optimum  meeting  dates,  re- 
organization to  permit  the  House 
of  Delegates  to  attend  more  of  the 
scientific  program,  etc.  This  year’s 
Annual  Meeting  Committee  was  au- 
thorized to  continue  the  $5  registra- 
tion fee,  to  increase  honorariums  for 
guest  speakers,  and  to  book  a well- 
known  socio-economic  speaker  to  per- 
haps enhance  attendance. 

9.  As  recommended  by  the  Com- 
mittee on  Alcoholism  and  Drug 
Abuse,  the  Board  of  Trustees  went 
on  record  as  favoring  a reduction  of 
the  first  offense  penalty  for  possession 
of  stimulants,  depressants  and  hal- 
lucinogens to  the  misdemeanor  level, 
and  to  favor  stiffer  penalties  for  drug 
pushers. 

10.  The  Board  approved  association 
sponsorship  of  an  Orient  Tour  in  joint 
cooperation  with  Kansas  physicians. 
Departing  from  Oklahoma  City  on 
October  17th,  1971,  the  tour  will 
involve  a one-week  stay  in  Tokyo  and 
one-week  in  Hong  Kong  at  a cost  of 
$898.00  per  person.  For  an  additional 
fee  of  $30.00  there  will  be  postgrad- 
uate courses  presented  by  oriental 
physicians  in  both  cities. 

11.  Marcella  Steele,  M.D.,  Joe  M. 
Parker,  M.D.,  and  Mrs.  Port  Johnson 
of  the  Woman’s  Auxiliary  were  ap- 
pointed by  the  Board  as  the  OSMA 
representatives  on  Board  of  Direc- 
tors of  the  Oklahoma  Council  for 
Health  Careers. 

12.  Following  up  on  an  OSMA 
request  that  Blue  Shield  restore  the 


composition  of  its  board  to  nine 
physicians  and  nine  laymen  (instead 
of  nine  physicians,  three  dentists  and 
twelve  laymen),  the  Board  heard  a 
report  from  the  President  of  Oklaho- 
ma Blue  Shield  indicating  that  prog- 
ress is  being  made  by  the  Oklahoma 
State  Dental  Association  to  form  a 
separate  Blue  Shield  Dental  Service 
Corporation.  According  to  the  Presi- 
dent of  Blue  Shield,  once  this  is 
accomplished  a separate  board  for 
the  dental  program  will  be  establish- 
ed and  physicians  will  once  again 
have  fifty  percent  of  the  membership 
of  the  board  dealing  with  Blue  Shield 
medical  service. 

13.  Representatives  of  the  Aetna 
Medicare  Claims  Administration  were 
invited  to  appear  before  the  Board 
to  explain  the  use  of  a common 
charge  screen  by  both  Aetna  and 
the  Department  of  Public  Welfare  in 
the  payment  of  Medicare  claims.  It 
was  explained  that  for  some  time  the 
OSMA  had  objected  to  a double 
standard  in  the  application  of  UCR 
payments  for  physicians  services 
under  governmental  health  care  pro- 
grams. For  several  years,  this  was 
impossible  due  to  federal  regulations, 
but  in  1970  the  federal  Bureau  of 
Health  Insurance  decreed  that  only 
one  UCR  payment  system  could  be 
used  in  a state,  and  in  Oklahoma  it 
was  required  that  effective  January 
1st,  1971  the  Department  of  Public 
Welfare  would  have  to  change  its 
charge  screens  and  system  to 
conform  to  Aetna’s. 

14.  The  Board  made  provision  in 
the  expanded  headquarters  build- 
ing for  office  space  for  the  Woman’s 
Auxiliary  to  the  OSMA.  Subsequent- 
ly, the  Board  approved  an  appropri- 
ation of  $200  to  assist  the  auxiliary 
in  decorating  and  furnishing  the 
space  (the  auxiliary  had  previously 
contributed  $2,000  toward  the  build- 
ing expansion  project). 

15.  In  1969,  the  Board  of  Trustees 
voted  to  streamline  and  expedite  the 
association’s  Medical  Insurance  Re- 
view (peer  review)  procedures  by 
providing  that  the  state  association 
review  committee  would  resolve 
problem  cases  on  a monthly  basis, 
rather  than  the  former  system 
whereby  cases  were  sent  to  county 
society  committees  for  initial  review 
and  the  state  group  served  basically 
in  an  appellate  capacity.  However, 
under  the  amended  program,  the 
opinions  of  county  medical  society  re- 
view committees  were  to  be  invited 


prior  to  any  review  at  the  state  level 
thus  attempting  to  avoid  disenfran 
chising  a county  medical  societ\ 
which  wanted  to  participate  in  the 
review  process.  Subsequently,  in 
1971,  the  Board  received  a resolu- 
tion from  the  Tulsa  County  Medical 
Society  requesting  that  the  Tulsa 
committee  be  granted  primary  jur 
isdiction.  After  due  consideration,  the 
Board  tabled  the  Tulsa  County  reso 
lution  on  the  grounds  that  to  grant 
Tulsa  special  dispensation  would  re- 
quire, in  fairness  to  other  counties, 
that  the  OSMA  revert  back  to  a 
review  system  which  did  not  work 
well  on  a state-wide  basis.  Morover, 
due  to  pressures  for  national  peer 
review  legislation  (item  3 of  this 
report),  it  was  felt  that  adjustments 
in  the  present  OSMA  peer  review 
program  at  this  time  would  not  be 
practical  in  the  light  of  impending 
changes  of  severe  magnitude  to  be 
wrought  by  the  federal  government. 

16.  On  petition  of  the  Tillman 
County  Medical  Society  and  the  Co- 
manche-Cotton  County  Medical  Socie- 
ty both  societies  wish  to  dissolve  in 
favor  of  amalgamating  into  the 
Comanche  - Cotton  - Tillman  Coun- 
ties Medical  Society.  In  accordance 
with  the  OSMA  bylaws,  the  Board  of 
Trustees  approved  both  the  dis- 
solution and  amalgamation  of  these 
societies  on  March  14th  and  here- 
with recommends  that  the  House  of 
Delegates,  by  the  adoption  of  this 
report,  establish  the  Comanche-Cot- 
ton-Tillman  Counties  Medical  Society 
subject  to  the  receipt  of  an  appro- 
priately amended  Constitution  and 
Bylaws  for  the  new  constituent 
society. 

17.  The  Board  appointed  C.  Riley 
Strong,  M.D.,  Arnold  G.  Nelson, 
M.D.  and  William  M.  Leebron,  M.D. 
as  advisors  to  the  OSMA  Woman’s 
Auxiliary. 

18.  Life  Membership  applications 
were  approved  during  the  year  for 
the  following  members  (others  may 
be  included  in  the  supplemental 
Board  of  Trustees  report): 

William  A.  Dean,  M.D,  Tulsa 

Charles  H.  Eads,  M.D.,  Tulsa 

Joseph  Fulcher,  M.D.,  Tulsa 

R.  M.  Wadsworth,  M.D.,  Tulsa 

Robert  H.  Akin,  M.D.,  Oklahoma 
City 

J.  Samuel  Binkley,  M.D.,  Oklaho- 
ma City 

Joseph  W.  Kelso,  M.D.,  Oklahoma 
City 

Ellis  Moore,  M.D.,  Oklahoma  City 
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H.  C.  Morrison,  M.D.,  Oklahoma 
City 

Frances  P.  Newlin,  M.D.,  Shawnee 
A.  K.  Cox,  M.D.,  Watonga 
Fred  T.  Perry,  M.D.,  Watonga 
John  P.  Grimes,  M.D.,  Wewoka 
James  M.  McMillan,  M.D.,  Vinita 
Glenn  S.  Kreger,  M.D.,  Tonkawa 
Perry  E.  Hewitt,  M.D.,  Muskogee 

I.  C.  Wolfe,  M.D.,  Muskogee 
William  E.  Wendel,  Jr.,  M.D.,  Eu- 

faula 

19.  Dues  were  waived  for  ten  phy- 
sicians on  the  basis  of  financial 
hardship. 

20.  The  Board  of  Trustees  reports 
the  following  breakdown  of  member- 
ship: 


Active  Members 

1,971 

Active  Dues-Exempt 
Members 

14 

Applications  Pending 

48 

Life  Members 

141 

Affiliate  Members 

8 

Junior  Members 

49 

TOTAL 

2,231 

Recommendation : 

1.  It  is  requested  that  the  House 
of  Delegates  affirm  the  action  of  the 
Board  of  Trustees. 

Supplemental  Report 
of  the 

BOARD  OF  TRUSTEES 
(APPROVED) 

At  the  annual  meeting  of  the  Board 
of  Trustees,  held  at  9:00  a.m.  on 
April  29th,  the  following  actions  were 
taken: 

I.  Doctor  C.  Riley  Strong  was  re- 
elected as  Chairman  of  the  Board  of 
Trustees  and  Doctor  Orange  M.  Wel- 
bom  was  re-elected  as  Vice-Chair- 
man. 

II.  The  Board  approved  the  nomi- 
nations of  the  President-Elect, 
Doctor  Pascucci,  regarding  the  Ex- 
ecutive Committee.  Doctor  Pascucci 
appointed  the  following  physicians  to 
serve  on  the  Executive  Committee: 

President  - Elect,  Vice  - President, 
three  AMA  Delegates,  Speaker  of  the 
House  of  Delegates,  Chairman  of  the 
Board  of  Trustees,  Secretary-Treas- 
urer and  Past-President. 

III.  The  Board  of  Trustees  ap- 
pointed the  Board  of  Directors  of  the 
Oklahoma  Political  Action  Commit- 
tee. 

IV.  To  fill  a vacancy  on  the  Board 
of  Medical  Examiners,  in  accordance 
with  the  state  laws,  the  Board  of 
Trustees  appointed  three  nominees: 
Frank  McGregor,  M.D.,  R.  Barton 
Carl,  M.D.  and  Tom  Parker,  M.D. 


V.  The  Board  reappointed  Harris 
D.  Riley,  Jr.,  M.D.,  as  a member  of 
the  Editorial  Board,  Oklahoma  State 
Medical  Association  Journal. 

VI.  As  an  appointment  to  the  State 

Hospital  Planning  Advisory  Council, 
the  Board  nominated  three  physi- 
cians: C.  E.  Lively,  M.D.,  Mc- 

Alester;  Burdge  F.  Green,  M.D., 
Stilwell  and  David  Selby,  M.D.,  Enid. 

VII.  As  an  appointment  to  the 
Health  Facilities  Advisory  Council, 
the  Board  named  the  following  physi- 
cians: Norme  Sneed,  M.D,.  Joe  Ty- 
ler, M.D.  and  M.  Joe  Crosthwait, 
M.D. 

VIII.  The  Board  approved  a Life 
Membership  application  from  the 
Tulsa  County  Medical  Society  on  be- 
half of  Harold  J.  Black,  M.D.,  Tulsa. 

IX.  An  application  from  the  Wash- 
ington-Nowata  County  Medical  Socie- 
ty for  a 50-year  membership  on 
behalf  of  Forrest  S.  Etter,  M.D.  was 
approved. 

X.  The  Board  approved  five  reso- 
lutions for  late  introduction  to  the 
House  of  Delegates,  as  follows: 

No.  10  — Opposition  to  “Profes- 
sional Services  Review” 

No.  11  — Impowering  the  Board 
of  Trustees  to  negotiate  with 
AMA  to  bring  about  a change  in 
policies,  reporting  the  results  of 
such  negotiation  and  recommen- 
dations persuant  to  mandatory  or 
voluntary  AMA  membership. 

No.  12— Financial  Aid  to  Medical 
Students 

No.  13— Relations  with  the  De- 
partment of  Public  Welfare 

No.  14— Blue  Shield  UCR  Program 

XI.  The  Board  took  special  consid- 
eration of  the  Report  of  the  Founda- 
tion of  Peer  Review  Study  Commit- 
tee. While  the  Board  does  not 
endorse  the  concept  of  the  so-called 
Bennett  Amendment,  it  believes  that 
the  alternatives  presented  in  the 
committee  report  leave  the  associa- 
tion with  no  course  but  to  take 
action  to  establish  a foundation  and 
assume  control  of  any  peer  review 
legislation  which  may  emanate  from 
Congress. 

This  action  by  the  Board  was  made 
reluctantly  and  under  protest,  but 
no  suitable  alternative  seems  to  be 
available.  Immediate  legal  imple- 
mentation to  establish  a foundation 
is  recommended  by  the  Board  of 
Trustees. 

XII.  Senate  Joint  Resolution  No. 
26,  presently  being  considered  by  the 
Oklahoma  Legislature,  calls  for  a 


feasibility  study  of  establishing 
either  a medical  school  or  an  osteo- 
pathic school  in  Tulsa.  The  resolution 
specifically  requests  the  cooperation 
of  the  Oklahoma  State  Medical  As- 
sociation in  carrying  out  the  study. 
The  Board  spent  considerable  time 
considering  this  resolution,  and  ap- 
proved participation  in  the  study  in 
order  to  provide  the  best  possible 
information  to  the  Oklahoma  Legis- 
lature. 

Report  of  the 

PRESIDENT 

(APPROVED) 

Fellow  delegates,  guests  and  pro- 
fessional associates.  I stand  here  this 
evening  with  a sense  of  humility  and 
humbleness  as  I ponder  medicine’s 
position  of  the  future.  I am  sure  most 
of  us  here  tonight  realize  that  we  oc- 
cupy a rather  unique  position  among 
men  of  all  professions.  We  stand  not 
so  much  on  our  accomplishments  as 
we  do  on  the  shoulders  of  yester- 
year’s pioneer  physicians.  In  actual- 
ity, our  present  status  is  really  no 
accident,  due  to  their  foresight,  self- 
sacrifice,  and  distinguished  posture. 

I am  fearful  that  the  unified,  dis- 
ciplined, competitive  approach  to 
medicine  is  about  to  end.  If  this  be 
so,  I can  say  with  no  reservation 
that  I am  most  thankful  to  have 
practiced  in  the  fee  for  service, 
competitive  basis  system.  I would 
not  have  missed  this  opportunity  and 
would  be  derelect  if  I did  not  try  to 
preserve  this  for  those  who  follow. 

As  you  know  for  the  past  40  years 
the  bureaucrat  has  felt  responsible 
for  all,  but  the  physician  has  man- 
aged to  elude;  thus  avoiding  com- 
plete usurption;  hence  our  healthy 
and  vigorous  circumstance  at  this 
time.  Socialism  in  order  to  control 
must  first  fragment  and  confuse;  en- 
tice and  promise;  then  renege.  Al- 
though the  democratic  process  be  not 
perfect,  it  is  the  best  yet  devised. 
How  much  division  can  an  organiza- 
tion tolerate,  yet  continue  to  function, 
one  can  but  speculate. 

At  this  time,  the  Oklahoma  State 
Medical  Association  definitely  is  not 
fragmented.  The  cooperation  and  as- 
sistance I have  experienced  this  year 
has  been  almost  unbelievable.  The 
average  physician  is  capable,  con- 
servative, kind  and  industrious.  We 
find  ourselves  faced  with  a manpow- 
er shortage  in  certain  geographic 
areas.  I see  this  as  medicine’s  No. 
1 challenge  and  like  others,  accept 
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this  challenge  as  ours  to  remedy. 

Government  would  like  the  popu- 
lace to  believe  that  any  care  is  su- 
perior to  none.  This  simply  is  def- 
initely not  so.  There  are  very  few 
people  today  who  sincerely  seek  good 
medical  advice  but  who  are  greatly 
rewarded:  though  inconvenienced  by 
minor  time  lapses.  These  time  lapses 
of  course,  are  far  less  than  socializ- 
ed systems  experience. 

I would  once  again  repeat,  as  I 
have  many  times  before,  that  Okla- 
homa’s problems  are  unique  to  Okla- 
homa and  should  be  solved  by  Okla- 
homans. Your  Rural  Health  Council, 
in  conjunction  with  the  legislature, 
is  working  to  solve  medical  impov- 
erishment in  Oklahoma.  Your  Legis- 
lative Council  has  been  of  invaluable 
aid  in  this  area.  Your  Medical  School 
Liaison  Committee  has  made  much 
headway  in  uniting  Town  and  Gown. 
In  all  these  ventures  we  have  found 
certain  problem  areas  which  could 
and  should  be  changed.  I personally 
have  felt  for  sometime  that  physician 
inequities  might  well  be  changed 
through  altering  the  medical  schools 
admissions  process,  not  only  in  Okla- 
homa but  nationwide.  I have  talked 
this  with  many  knowledgable  men, 
all  of  whom  feel  much  the  same.  Be- 
ing perhaps  a bit  less  choosy  intel- 
lectually and  more  conscious  of  back- 
ground, motivation  and  common  pur- 
pose at  the  admissions  level  might 
well  improve  the  outlook  for  more 
practicing  doctors  here  and  nation- 
wide. There  are  as  many  medical 
students  on  Oklahoma’s  admissions 
board  as  there  are  practicing  physi- 
cians. Having  discussed  this  with 
many  state  physicians,  I can  truth- 
fully say  they  are  virtually  100% 
opposed  to  this  practice.  The  educa- 
tion process,  from  high  school  diplo- 
ma to  M.D.  degree,  could  and  should 
be  shortened  at  no  detriment  to  the 
learning  process. 

As  I mentioned  earlier,  our  profes- 
sion is  unique  and  we  are  being 
scrutinized  by  both  politicians  and 
businessmen.  They  see  here  a fer- 
tile field  to  exploit  and  perhaps 
honestly  feel  it  can  be  improved  upon 
through  their  intervention.  The  elec- 
tronics era  has  created  many 
chances  for  experimentation  and  our 
own  profession  perhaps  offers  the 
neophyte  researcher  a heyday  of  such 
exploration.  Though  undoubtedly 


much  can  be  accomplished,  change 
for  change  sake  is  not  true  experi- 
mentation. 

The  public  through  television’s  eye 
sees  the  AMA  as  a rueful  giant 
strutting  the  land,  obliterating  any 
competitiveness  that  rears  its  head: 
thus  giving  us  a doctor  monoply.  This 
of  course  is  not  true.  We  are  profes- 
sional men  ever  eager  to  improve 
both  quantity  and  quality,  but  unlike 
other  professions  we  have  thus  far 
been  unified  enough  to  insist  on  a 
tried  and  proven  course  before  we 
embark  on  a less  proven  road.  Okla- 
homa has  had  much  success  hi 
changing  national  AMA  policy  and  I 
might  add  our  voice  is  much  respect- 
ed at  a national  level.  I would  regret 
any  less  participation  in  helping 
shape  national  policy. 

Tonight,  as  we  contemplate  our 
future,  I think  it  is  safe  to  say  that 
the  practice  of  medicine  as  we  know 
it  may  well  not  exist  in  the  future. 
Some  form  of  national  health  insur- 
ance is  most  certainly  the  order  of 
the  day.  I believe  it  behooves  us  to 
form  closer  liaison  with  our  mem- 
bership to  more  effectively  deal  with 
this.  I wish  tonight  I could  say  that 
we’d  divorce  ourselves  from  all 
government  programs  and  go  our 
own  way  and  do  our  own  thing,  but 
I believe  this  is  unwise  and  perhaps 
not  feasible.  We  must  keep  informed 
in  order  to  implement  and  not  mere- 
ly enforce  government  regulation  and 
I believe  it  is  not  just  a matter  of 
semantics.  The  socialists  would  be 
most  happy  to  see  medicine  relin- 
quish its  responsibilities,  thus  paving 
the  way  for  consumers  of  health  care 
to  take  control  . . . this  must  not 
happen!  I would  therefore  caution 
and  counsel  this  House  of  Delegates 
to  be  determined  to  work  for  the 
continuation  of  the  private  practice 
of  medicine,  and  I believe  this  can 
best  be  done  by  our  own  implemen- 
tation of  inevitable  government  reg- 
ulation. To  abrogate  this  responsi- 
bility is  unwise  and  detrimental  to 
us.  I shall  continue  to  advocate  uni- 
fication and  to  discourage  fragmen- 
tation. I believe  with  all  my  heart 
that  the  fee  for  service  medicine  is 
much  the  best  and  that  we  should 
salvage  all  we  can  of  this  noble  goal. 

I would  recommend  to  this  House 
tonight  the  formation  of  a founda- 
tion, under  the  auspices  of  the  OSMA 
to  deal  with  peer  review  and  utiliza- 
tion control.  Our  insurance  review 
committees  have  worked  tirelessly 


and  expansion  along  these  lines 
seem  in  our  best  interests.  We  have 
for  the  most  part  received  somewhat 
fair  treatment  in  our  relationships 
with  major  third  party  carriers.  This 
experience  should  not  be  lost. 

In  closing,  I must  confess  I have 
rather  enjoyed  this  year.  Though 
my  professional  relationship  with 
members  of  OSMA  has  been  of  the 
highest  calibre,  still  my  most  enjoy- 
able remembrance  shall  be  my  as- 
sociation with  our  administrative 
staff — Dcn-Dave  and  Ed.  These  men 
are  gentlemen  and  their  sincerity, 
honesty  and  integrity  have  been  a 
source  of  great  help  to  me.  I shall 
be  forever  grateful  to  the  Delegates 
and  Trustees  for  allowing  me  to 
serve  OSMA  this  past  year.  Thank 
you. 

Resolution  No.  1. 

(DISAPPROVED) 
SUBMITTED  BY: 

Robert  H.  Johnson,  M.D. 

Cleve  Beller,  M.D. 

Robert  G.  Perryman,  M.D. 

Boyd  0.  Whitlock,  M.D. 

Hays  R.  Yandell,  M.D. 

Robert  T.  Cronk,  M.D. 

Walter  E.  Brown,  M.D. 

William  G.  Mays,  M.D. 

H.  Kenneth  Ihrig,  M.D. 

W.  F.  Phelps,  M.D. 

Sehvyn  A.  Willis,  M.D. 

Daniel  R.  Storts,  M.D. 

TITLE:  Voluntary  AMA  Membership 
REFERRED  TO:  Reference  Com- 

mittee No.  1 

In  accordance  with  Chapter  XIII 
of  the  Bylaws  of  the  Oklahoma  State 
Medical  Association  as  adopted  May, 
1966,  and  amended  through  June, 
1970,  the  following  Amendments  to 
the  Bylaws  are  proposed: 

Chapter  I,  Section  1.00.  It  is  pro- 
posed to  strike  the  final  sentence  in 
this  Section  which  reads: 

“All  members  of  component  socie- 
ties and  of  this  Association  are  re- 
quired to  belong  to  the  American 
Medical  Association.”  This  Section 
would  then  read:  “All  membership 
in  the  Oklahoma  State  Medical  As- 
sociation shall  originate  in  compon- 
ent societies.  Except  as  otherwise 
provided,  membership  in  a compon- 
ent society  and  in  this  Association 
shall  be  granted  only  to  residents  of 
Oklahoma  who  are  citizens  of  the 
United  States,  and  to  Doctors  of 
Medicine  who  shall  have  received 
that  Degree  from  an  educational  in- 
stitution approved  by  the  Board  of 
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Trustees,  and  who  are  licensed  by 
the  Oklahoma  State  Board  of  Medi- 
cal Examiners.” 

Chapter  I,  Section  3.00.  It  is  pro- 
posed to  strike  the  portion  of  this 
Section  which  reads: 

“Such  applications  shall  be  sub- 
mitted to  the  Department  of  Investi- 
gation of  the  American  Medical 
Association.  An  authenticated  copy 
of  the  Report  of  the  Department  of 
Investigation  and  any  information 
available  from  the  executive  office 
shall,  in  turn,  be  forwarded  to  the 
component  society  for  the  informa- 
tion of  its  Board  of  Censors. 
Accomplishment  of  this  procedure 
is  a prerequisite  to  membership  in 
the  Association.” 

This  Section  would  then  read:  “All 
secretaries  of  component  societies 
shall  submit  a copy  of  all  ap- 
plications for  membership  to  the 
executive  office  of  the  Association 
before  final  action  on  the  application 
is  taken.” 

Chapter  II,  Section  2.00.  It  is 
proposed  to  strike  this  Section  in 
its  entirety  from  the  Bylaws  of  the 
Oklahoma  State  Medical  Association. 

This  Section  reads:  “Section  2.00 

AMERICAN  MEDICAL  ASSOCIA- 
TION DUES.  All  active  members  of 
the  association  shall  pay  annual  dues 
or  assessments  levied  by  the  Amer- 
ican Medical  Association  as  may  be 
required  by  the  classification  of 
membership.  AM  A dues  and  assess- 
ments shall  be  collected  and  remitted 
by  component  societies  in  like  man- 
ner as  state  association  dues  and 
assessments,  and  failure  to  pay 
AMA  dues  and  assessments  shall  re- 
sult in  suspension  or  termination  of 
state  association  membership  in  ac- 
cordance with  the  same  terms 
applicable  to  state  dues  and  assess- 
ments.” 

It  is  respectfully  requested  that 
these  proposed  amendments  be  sub- 
mitted to  the  House  of  Delegates  at 
the  annual  meeting  of  the  Oklaho- 
ma State  Medical  Association  in 
Tulsa,  April  29th-May  1st,  1971. 

Resolution  No.  2. 

(DISAPPROVED) 

SUBMITTED  BY:  Tulsa  County 

Medical  Society 

TITLE:  Amending  the  Bylaws  of 
the  Oklahoma  State  Medical  Asso- 
ciation to  Eliminate  Compulsory 
Aspects  of  American  Medical 
Association  Membership. 


REFERRED  TO:  Reference  Com- 
mittee No.  I 

WHEREAS,  Chapter  I,  Section  1.00 
of  the  Bylaws  of  the  Oklahoma  State 
Medical  Association  requires  all 
members  to  belong  to  the  American 
Medical  Association,  and 

WHEREAS,  this  requirement 
makes  membership  in  the  AMA  com- 
pulsory, depriving  the  individual 
member  freedom  of  choice,  and 
WHEREAS,  Oklahoma  is  only  one 
of  ten  state  medical  associations 
with  such  a requirement  for  com- 
pulsory AMA  membership,  and 
WHEREAS,  the  members  of  the 
Oklahoma  State  Medical  Association 
are  deprived  of  a freedom  of  choice 
enjoyed  by  a majority  of  physicians 
in  the  United  States, 

NOW,  THEREFORE,  BE  IT  RE- 
SOLVED, that  the  requirement  for 
membership  in  the  American  Medi- 
cal Association  be  eliminated  from 
the  bylaws  of  the  Oklahoma  State 
Medical  Association. 

Resolution  No.  3. 

(DISAPPROVED) 

SUBMITTED  BY:  Carter-Love-Mar- 
shall Medical  Society 
TITLE:  Voluntary  AMA  Membership 
REFERRED  TO:  Reference  Com- 
mittee No.  I 

WHEREAS  we,  the  members  of 
Carter-Love-Marshall  Medical  Socie- 
ty, feel  that  compulsory  membership 
in  AMA  is  unnecessary,  unfair,  and 
an  infringement  on  our  constitutional 
rights,  and 

WHEREAS  we  regard  mounting 
dues  in  said  organization  as  exces- 
sive, and 

WHEREAS  we  regard  AMA  lead- 
ership as  less  than  adequate, 

We  therefore  propose  that  all  by- 
laws providing  for  compulsory  mem- 
bership in  AMA  be  rescinded  retro- 
active to  and  effective  on  January 
1,  1971. 

Resolution  No.  4. 

( DISAPPROVED ) 

SUBMITTED  BY:  Lincoln  County 

Medical  Society 

TITLE:  Voluntary  AMA  Membership 
REFERRED  TO:  Reference  Com- 
mittee No.  I 

WHEREAS,  there  are  only  nine  (9) 
other  states  in  the  Union  besides 
Oklahoma  requiring  American  Medi- 
cal Association  membership  in  order 
to  belong  to  a State  Association,  and 
WHEREAS,  three  (3)  State  Asso- 


ciations have  recently  dropped  (he 
MANDATORY  MEMBERSHIP  RE- 
QUIREMENT, and 
WHEREAS,  the  influence  of  the 
AMA  appears  to  be  liberal,  as  well 
as  advocating  GROUP  PRACTICE 
more  than  is  necessary,  and 
WHEREAS,  we  of  the  Lincoln 
County  Medical  Society  have  no 
MANDATORY  MEMBERSHIP  RE- 
QUIREMENT because  we  feel  the 
decision  to  be  a member  or  not  to 
be  a member  should  remain  with 
the  individual  member  of  the  profes- 
sion. 

BE  IT  RESOLVED,  therefore,  that 
we,  the  members  of  the  Lincoln 
County  Medical  Society,  urge  that 
the  House  of  Delegates  of  the  Okla- 
homa State  Medical  Association  vote 
to  abolish  MANDATORY  MEMBER- 
SHIP REQUIREMENT  from  this 
date  on. 

Resolution  No.  11 
(APPROVED) 

SUBMITTED  BY:  Oklahoma  County 
Medical  Society 

TITLE:  Impowering  the  Board  of 
Trustees  to  negotiate  with  AMA  to 
bring  about  a change  in  policies, 
reporting  the  results  of  such  ne- 
gotiation and  recommendations 
pursuant  to  mandatory  or  vol- 
untary AMA  membership. 
REFERRED  TO:  Reference  Com- 
mittee I 

WHEREAS,  Chapter  I,  Section  1.00 
of  the  By-Laws  of  the  Oklahoma 
State  Medical  Association  requires 
all  members  to  belong  to  the  Ameri- 
can Medical  Association,  and 
WHEREAS,  the  American  Medical 
Association  has  not  effectively  resist- 
ed governmental  intervention  into 
the  private  practice  of  medicine, 
and 

WHEREAS,  the  American  Medical 
Association  has  assisted  the  govern- 
ment in  developing  plans  for  further 
encroachment  on  the  private  prac- 
tice of  medicine,  and 
WHEREAS,  these  plans  and  poli- 
cies are  not  in  keeping  with  the  poli- 
cies and  beliefs  of  the  Oklahoma 
State  Medical  Association,  or  a ma- 
jority of  its  members,  and 
WHEREAS,  the  Oklahoma  State 
Medical  Association  does  not  feel 
that  its  views  are  being  properly 
represented  by  the  American  Medi- 
cal Association,  and 
WHEREAS,  the  American  Medical 
Association  has  been  completely  and 
totally  ineffective  in  resisting  the 
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encroachment  into  the  private 
practice  of  medicine, 

NOW,  THEREFORE,  BE  IT  RE- 
SOLVED, that  the  Board  of  Trustees 
be  given  the  authority  to  negotiate 
with  the  officers  and  Trustees  of 
the  American  Medical  Association  to 
bring  about  a change  in  policies  of 
the  American  Medical  Association  so 
that  the  views  of  the  physicians  in 
the  private  pr active  of  medicine  are 
known  and  protected, 

NOW,  THEREFORE,  BE  IT  FUR- 
THER RESOLVED,  that  the  Board 
of  Trustees  shall  report  back  as 
soon  as  possible  to  the  House  of 
Delegates  regarding  the  progress  of 
such  negotiations  with  the  officers 
and  tnistees  of  the  American  Medi- 
cal Association  and  shall  recommend 
either  continuation  of  the  present 
mandatory  provision  or  a change 
to  voluntary  AMA  membership  to- 
gether with  the  appropriate  amend- 
ments to  the  By-Laws  to  accomplish 
same. 

Report  of  the 
CONSTITUTION  AND 
BYLAWS  COMMITTEE 
(APPROVED  BY  QUALIFICATION) 
Committee  Members 
George  H.  Garrison,  M.D.,  Oklahoma 
City,  Chairman 
E.  K.  Norfleet,  M.D.,  Tulsa 
Clinton  Gallaher,  M.D.,  Shawnee 
Arnold  G.  Nelson,  M.D.,  Midwest 
City 

Claude  Lively,  M.D.,  McAlester 
Paul  H.  Rempel,  M.D.,  Enid 
Your  committee,  as  provided  in 
the  bylaws,  met  to  consider  a num- 
ber of  proposed  changes  in  the  by- 
laws of  the  association.  Each  of 
the  three  proposed  changes  will  be 
covered  in  detail  below  and  recom- 
mendations regarding  each  will  be 
made  at  the  end  of  this  report. 

Your  committee  received  a request 
from  the  OSMA  Medical  School  Liai- 
son Committee  to  formulate  the  nec- 
essary amendments  which  would 
change  the  name  of  that  committee 
to  the  Medical  Center  Liaison  Com- 
mittee. It  was  pointed  out  that  the 
relationship  between  the  association 
and  the  medical  center  now  goes  far 
beyond  the  original  concept  of  main- 
taining a simple  working  relation- 
ship with  the  medical  school. 

Another  proposed  amendment  to 
the  bylaws  was  brought  by  a physi- 
cian-member of  the  association, 
Roger  Reid,  M.D.,  of  Ardmore.  Doc- 


tor Reid  requested  your  committee 
to  study  the  possibility  of  amending 
the  bylaws  to  provide  for  member- 
ship for  medical  doctors  who  are  not 
citizens  of  the  United  States,  but  who 
have  “declared  an  intent”  to  become 
citizens.  Doctor  Reid  pointed  out  that 
the  law  of  Oklahoma  has  been  chang- 
ed to  provide  that  a person  who  has 
declared  an  intent  to  become  a citi- 
zen may  be  licensed  to  practice 
medicine  in  this  state.  His  amend- 
ment would  allow  the  association  to 
take  into  membership  all  medical 
doctors  who  are  licensed  to  practice 
in  Oklahoma. 

The  third  item  brought  to  your 
committee’s  attention  was  actually 
four  separate  items,  four  resolutions 
calling  for  voluntary  AMA  member- 
ship. The  present  bylaws  of  your 
association  require  that  all  mem- 
bers of  the  OSMA  must  belong  to 
the  American  Medical  Association 
and  pay  appropriate  dues.  Four  res- 
olutions were  offered  that  would 
change  this  requirement.  Each  of 
the  resolutions  will  be  discussed 
separately  below. 

Resolution  No.  1 was  offered  by  a 
group  of  Tulsa  physicians  and  called 
for  specific  amendments  to  the 
OSMA  bylaws.  These  amendments 
are  spelled  out  in  great  detail.  Your 
committee  feels  that  this  resolution 
does  more  than  its  authors  intended 
to  do.  As  an  example,  it  eliminates 
the  association’s  right  to  forward  all 
membership  applications  to  the 
AMA’s  Department  of  Investigation. 
This  department  is  the  only  national 
organization  established  to  investi- 
gate M.D.s.  Its  services  are  used  by 
county  and  state  medical  societies, 
and  by  the  Medical  Licensure  Boards 
of  the  various  states. 

Resolution  No.  1 would  also  re- 
move the  state  association’s  right  to 
collect  AMA  dues.  The  AMA  consti- 
tution and  bylaws  requires  that 
their  dues  be  collected  by  the  state 
associations  and  forwarded,  in  lump 
sum,  to  the  national  office.  Since  the 
AMA  has  a mandatory  state  and 
county  membership  requirement,  it 
has  no  other  mechanism  for  collect- 
ing its  dues. 

Resolution  No.  2 was  authored  by 
the  Tulsa  County  Medical  Society 
and  proposes  that  the  bylaws  be 
amended,  without  specific  wording, 
to  eliminate  the  AMA  membership 
requirement.  (Your  committee  will 
make  a specific  wording  recommen- 
dation at  the  end  of  this  report.) 


Resolution  No.  3,  while  calling  for 
voluntary  AMA  membership,  pro- 
poses that  it  be  retroactive  back  to 
and  effective  on  January  1st,  of 
this  year.  Your  committee  feels  that 
this  particular  portion  of  resolution 
number  3 is  not  only  impractical, 
but  probably  impossible.  The  com- 
mittee wishes  to  point  out  that  as  of 
the  time  of  the  annual  meeting  all 
AMA  members  would  have  received 
four  months  of  membership  benefits. 

The  Lincoln  County  Medical  Socie- 
ty authored  resolution  No.  4 calling 
for  voluntary  AMA  membership.  It 
is  similar  to  resolution  No.  2,  in  that 
it  calls  for  an  amendment  to  the  by- 
laws without  giving  specific  wording. 

After  considering  all  of  the  above 
outlined  information,  your  committee 
wishes  to  make  the  following  rec- 
ommendations : 

Recommendations : 

1.  Your  committee  recommends 
that  the  bylaws  be  amended,  in  the 
following  manner,  to  change  the 
name  of  the  Medical  School  Liaison 
Committee  to  the  Medical  Center 
Liaison  Committee.  Amend  Chapter 
X by  deleting  the  word  “school”  and 
replacing  it  with  the  word  “center” 
wherever  it  is  used  in  that  chapter 
in  the  phrase  “Medical  School  Liai- 
son Committee.”  This  word  appears 
in  Section  1.00,  Section  4.00,  and  Sec- 
tion 4.01. 

2.  Your  committee  could  not  reach 
accord  regarding  the  changing  of  the 
bylaws  to  provide  for  membership 
for  non-citizens  who  filed  a declara- 
tion of  intent  to  become  citizens. 
However,  in  the  event  the  House  of 
Delegates  decides  that  such  a change 
is  in  order  the  committee  wishes  to 
recommend  the  following  wording: 
Amend  Chapter  I,  Section  1.00,  by 
inserting  the  words  “.  . . or  who 
have  filed  a declaration  of  intent  to 
become  citizens.”  between  the  words 
“citizens”  and  “of  the  United 
States,”  in  the  second  sentence  of 
that  section.  The  entire  sentence 
would  then  read,  “Except  as  other- 
wise provided,  membership  in  a 
component  society  and  in  this  asso- 
ciation shall  be  granted  only  to  resi- 
dents of  Oklahoma  who  are  citizens 
or  who  have  filed  a declaration  of 
intent  to  become  citizens  of  the  Unit- 
ed States,  and  to  doctors  of  medicine 
who  shall  have  received  that  degree 
from  an  educational  institution  ap- 
proved by  the  Board  of  Trustees,  and 
who  are  licensed  by  the  Oklahoma 
State  Board  of  Medical  Examiners.” 
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The  first  and  last  sentences  of  that 
section  would  not  be  changed  by 
this  amendment. 

3.  Your  committee  could  not  reach 
accord  on  a recommendation  re- 
garding AMA  membership.  However, 
in  the  event  the  House  of  Delegates 
sees  fit  to  amend  the  bylaws  to  make 
AMA  membership  voluntary,  your 
committee  suggests  the  following 
changes:  Amend  Chapter  I,  Section 
1.00,  of  the  bylaws  by  deleting  the 
entire  last  sentence  of  that  section. 
All  of  the  wording,  with  the  excep- 
tion of  the  section  number  and  the 
title  of  Chapter  II,  Section  2.00, 
should  be  deleted,  and  the  following 
wording  inserted  in  its  place  . . . 
“Members  of  this  association  who 
elect  to  become  members  of  the 
American  Medical  Association  shall 
pay  AMA  dues  and  assessments  as 
levied  for  their  appropriate  classi- 
fication of  membership.  AMA  dues 
and  assessments  shall  be  collected 
and  remitted  by  component  societies 
in  like  manner  as  state  association 
dues  and  assessments.”  Chapter  V, 
Section  7.036  should  be  amended  by 
inserting  the  words  . . involving 
AMA  members  ...”  to  make  the 
first  sentence  of  that  section  read, 
“Judicial  decisions  of  the  Board  of 
Trustees  involving  AMA  members 
may  be  appealed  to  the  Judicial 
Council  of  the  American  Medical  As- 
sociation in  accordance  with  that 
organization’s  constitution  and  by- 
laws.” 

4.  In  the  event  that  the  House  of 
Delegates  chooses  to  make  AMA 
membership  voluntary  and  / or 
change  the  bylaws  to  provide  for 
membership  for  non-citizens,  your 
committee  recommends  that  all  coun- 
ty societies  by  instructed  by  the 
House  of  Delegates  to  amend  their 
bylaws  accordingly. 

Report  of  the 

ANNUAL  MEETING  COMMITTEE 
(APPROVED) 

Committee  Members 
Floyd  Miller,  M.D.,  Tulsa,  Chair- 
man 

Wm.  L.  Parry,  M.D.,  Okla.  City 
Paul  D.  Erwin,  M.D.,  Oklahoma  City 
Jack  Fetzer,  M.D.,  Woodward 
David  O.  Merifield,  M.D.,  Tulsa 
Dale  E.  Groom,  M.D.,  Oklahoma 

City 

Stephen  J.  Adelson,  M.D.,  Tulsa 
Mrs.  Donald  W.  Bobek,  Tulsa 
John  A.  Blaschke,  M.D.,  Oklahoma 

City 


Arthur  F.  Elliott,  M.D.,  Oklahoma 

City 

Paul  Vann,  M.D.,  Lawton 
Jesse  Chandler,  M.D.,  Muskogee 
Jake  Jones,  M.D.,  Shawnee 
William  McDoniel,  M.D.,  Chicka- 

sha 

E.  C.  Yeary,  M.D.,  Ponca  City 

The  traditional  methods  for  pro- 
ducing a statewide  meeting  for 
Oklahoma  doctors  apparently  will 
produce  neither  the  income  nor  the 
attendance  for  a successful  conven- 
tion. The  64th  ( 1970  > Annual  Meeting 
had  the  most  elaborate  scientific  pro- 
gram in  recent  years  and  also  the 
lowest  attendance.  The  birth  of  or- 
ganized specialties  has  created  an 
abundance  of  scientific  programs 
directed  to  narrow  areas  that 
appeal  to  the  specialized  physician 
more  than  the  general  scientific  pro- 
grams associated  with  a state 
meeting.  In  addition,  electronic  ap- 
paratus available  to  all  provide  a 
constant  barrage  of  tapes.  Journals, 
telephone  consultations  and  eyewit- 
ness accounts  on  virtually  any  sub- 
ject, at  any  time,  by  the  world’s 
foremost  medical  experts.  Modem 
transportation  gives  us  easy  access 
to  Hong  Kong,  Australia,  London, 
Las  Vegas  and  Chicago,  etc.  for  sci- 
entific sessions  on  important  topics 
at  reasonable  prices. 

It  is  no  wonder  then  that  drug  com- 
panies and  purveyors  of  medical 
goods  and  services  who  specialize  in 
specific  areas  tend  to  exhibit  at  spe- 
cialty meetings  where  they  find  more 
receptive  audiences.  Speakers  too, 
are  more  inclined  to  accept  those 
invitations  that  give  them  an  oppor- 
tunity to  speak  to  larger,  more  spe- 
cialized groups. 

Thus,  State  Medical  Meetings  are 
facing  a serious  decline  in  both  at- 
tendance and  income. 

The  Annual  Meeting  Committee  re- 
sponsible for  this  — the  65th  meeting 
of  Oklahoma  Doctors  has  considered 
these  problems  and  has  attempted  to 
design  a program  that  hopefully  will 
have  wide  appeal  to  all.  We  have 
planned  on  the  premise  that  this  is 
a meeting  for  all  our  members,  re- 
gardless of  specialty,  that  scientific 
presentations  should  be  of  general 
interest,  that  socio-economic  topics 
should  be  timely  and  appealing  and 
that  entertainment  and  social  func- 
tions should  be  unsurpassed  in  excel- 
lence. Most  importantly  we  have 
planned  with  the  idea  that  this  con- 
vention should  be  relaxed,  should 


provide  ample  opportunity  for  visit- 
ing, for  renewing  acquaintances,  and 
time  to  discuss  the  future  of  our  en- 
deavors. 

The  program  reflects  this  plan- 
ning; there  are  six  scientific  sym- 
posiums arranged  to  reduce  conflict 
with  Business  Sessions,  there  are  two 
socio-economic  subjects  of  current 
significance,  on  historical  presenta- 
tion of  interest  to  all  and  of  course 
our  featured  speaker  Al  Capp.  Social 
events  are  similar  to  previous  years 
with  the  added  attraction  of  the 
World  Action  Singers. 

We  hope  the  program  will  fill  the 
desires  of  our  association  and  that 
this  will  be  a successful  convention. 

The  financial  aspects  of  the  meet- 
ing are  not  encouraging.  Even  after 
maintaining  a minimum  registration 
fee  the  meeting  will  probably  result 
in  a small  deficit  as  reflected  in  the 
attached  income  and  expense  state- 
ment. However,  it  was  the  directive 
of  this  House  of  Delegates,  in  session 
last  year,  that  the  Committee  pro- 
duce a meeting  of  similar  proportion 
to  previous  years. 

The  Board  of  Trustees  has  request- 
ed that  the  Planning  Committee 
make  a complete  study  of  the  Annual 
Meeting,  its  purposes  and  future, 
and  perhaps  subsequent  meetings 
will  have  a different  format. 

The  Chairman  wishes  to  thank  the 
members  of  the  committee  for  their 
efforts  in  making  this  program  pos- 
sible and  especially  Stephen  Adelson, 
M.D.,  who  was  responsible  for  ar- 
ranging the  scientific  program.  We 
also  wish  to  thank  the  specialty 
groups;  the  Oklahoma  Society  of  In- 
ternal Medicine,  the  Oklahoma  Der- 
matological Society,  and  the  Oklaho- 
ma Society  of  Otolaryngology  for 
planning  programs,  at  their  own  ex- 
pense, in  conjunction  with  this  meet- 
ing. 

Please  remember  that  the  bulk  of 
the  funds  for  financing  the  conven- 
tion came  from  our  exhibitors,  we 
encourage  you  to  visit  the  booths 
whenever  possible. 

Since  the  Planning  Committee  will 
study  the  Annual  Meeting  and  report 
to  the  Board  of  Trustees,  the  com- 
mittee makes  no  recommendations. 

ESTIMATED 

INCOME  AND  EXPENSE 
65th  ANNUAL  MEETING 
April  29-May  1,  1971 

Income: 

Technical  Booth  Sales 
51  @ 250  $12,750 
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Institutional  & Scientific 
Booth  Sales  14  @ 25.00  350 

Registration  Fee  500  @ 5.00  2,500 

Ticket  Sales  250  @ 10.00  2,500 

Contributions  2,400 

Total  Income  $20,500 

Expenses: 

General  Expense  (Printing, 

Rental,  Etc. ) $15,000 

Speaker  Expense  (Honorari- 
ums & Expenses)  6,650 

TOTAL  EXPENSE  $21,650 

NET  LOSS  $1,150 


Report  of  the 
COUNCIL  ON 

PROFESSIONAL  EDUCATION 
(APPROVED  AS  AMENDED) 
Council  Members 

Robert  J.  Hogue,  Jr.,  M.D.,  Guthrie, 
Chairman 

Richard  S.  C.  Grisham,  M.D.,  Bar- 
tlesville 

Thomas  N.  Lynn,  M.D.,  Oklahoma 
City 

Forest  D.  Harris,  M.D.,  Lawton 
Y.  E.  Parkhurst,  M.D.,  Norman 
Lazar  Greenfield,  M.D.,  Oklahoma 
City 

John  D.  Capehart,  M.D.,  Tulsa 
Francis  A.  Davis,  M.D.,  Shawnee 
Ralph  Buller,  M.D.,  Hydro 
Jack  W.  Parrish,  M.D.,  Seminole 
James  F.  Tagge,  M.D.,  Enid 
Dale  Groom,  M.D.,  Oklahoma  City 
R.  L.  Winters,  M.D.,  Poteau 
Larry  L.  Lowery,  M.D.,  Guymon 
Irwin  H.  Brown,  M.D.,  Oklahoma 
City 

I.  INTRODUCTION 
The  problem  of  producing  medical 
education  programs  of  interest  to 
Oklahoma  physicians  is  a frustrating 
and  difficult  task.  This  council,  after 
a lengthy  meeting  early  in  the  or- 
ganizational year  decided  to  depart 
from  its  tradition  of  conducting  “cir- 
cuit rider”  courses  (which  had  been 
poorly  attended)  and  redefine  its  role 
in  providing  educational  programs. 

The  Council  was  aware  that  it  did 
not  have  the  resources  to  produce 
scientific  programs  on  par  with  the 
Medical  Center,  Regional  Medical 
Program  and  the  many  organizations 
who  conduct  specialized  programs. 
We  found  there  was  an  abundance 
of  courses,  covering  virtually  every 
subject,  available  in  lecture  halls, 
via  T.V.,  tape  and  telephone.  For 
these  reasons  the  Council  adopted  the 
following  goals: 


1.  Determine  by  visits  with  physi- 
cians and  others  involved  in  medi- 
cal education,  what  the  medical  edu- 
cation needs  of  Oklahoma  physicians 
were. 

2.  Co-sponsor  medical  education 
programs  with  others. 

3.  Act  as  a catalyst  in  developing 
programs,  and  in  some  instances 
conduct  programs. 

4.  Promote  AMA’s  Physician  Rec- 
ognition Award  Program. 

These  goals  were  pursued  with 
considerable  effort.  Unfortunately 
the  successes  were  not  as  rewarding 
as  expected. 

II.  ACTIVITIES 

A.  Visits  with  Physicians 

The  Council  offered  to  provide 
speakers  to  45  county  medical  so- 
cieties to  discuss  Peer  Review  and 
the  Usual,  Customary  and  Reason- 
able fee  concept.  We  felt  there  was 
considerable  confusion  concerning 
these  topics  and  arranged  with  the 
Insurance  Review  Committee  to  make 
the  presentations.  Six  societies  re- 
quested and  received  speakers. 

Several  communities  were  select- 
ed as  potential  regional  medical  edu- 
cation centers.  The  chairman  re- 
quested meetings  in  these  areas  with 
interested  physicians  to  see  if  pro- 
grams could  be  initiated.  In  one 
instance  such  a meeting  was  ar- 
ranged: however,  no  programs  have 
developed. 

At  the  request  of  the  Planning 
Committee,  the  Council  surveyed  the 
physicians  in  the  state  who  were 
practicing  in  small  communities 
alone,  and  offered  a locum  tenem 
program.  The  proposal  suggested  a 
two  week  relief  for  vacation  and  ed- 
ucation, without  complete  loss  of  in- 
come. The  medical  center  agreed  to 
design  a special  one  week  course  for 
the  physician  student  based  on  sub- 
ject areas  he  requested.  Of  50 
communities  surveyed  18  responded; 

10  physicians  were  interested;  three 
were  selected  for  a pilot  project, 
none  have  responded. 

B.  Co-sponsorship 

Meetings  were  held  with  represent- 
atives of  the  Medical  Center  and 
Regional  Medical  Program  to  discuss 
programs  they  were  conducting  with 
the  idea  that  the  Council  would  help 
coordinate,  promote,  and  finance 
programs  of  mutual  interest. 

The  association  continues  to  par- 
tially finance  the  medical  education 
T.V.  series  aired  weekly  on  channels 

11  & 13.  39  programs  were  broadcast 


during  the  months  of  September 
through  May  totaling  42  hours.  (Each 
program  is  broadcast  twice  daily.) 
It  is  difficult  to  assess  physician  par- 
ticipation in  these  programs  since 
neither  the  office  of  Postgraduate 
Education  or  the  Council  receive 
much  “feedback.”  The  council  will 
re-evaluate  this  activity  next  year. 
In  addition  to  the  T.V.  series  the 
Council  co-sponsored  a film  enti- 
tled “Stop,  Look  & Listen”  with  Re- 
gional Medical  Program. 

C.  Coordination  and  Development 
of  Programs 

The  programs  on  Peer  Review  and 
UCR  are  examples  of  how  the  coun- 
cil can  assist  in  developing  and 
coordinating  programs.  However 
other  educational  pursuits  of  the  as- 
sociation were  conducted  outside 
the  council.  The  regional  seminars 
on  “Drug  Abuse”  are  an  example, 
the  council  will  develop  closer  liaison 
with  other  OSMA  Committees  and 
Councils  in  the  future.  The  advan- 
tage will  be  to  have  these  programs 
approved  for  credit  toward  the  AMA 
recognition  award.  While  we  were 
unsuccessful  in  developing  new  pro- 
grams, the  council  feels  as  additional 
emphasis  is  placed  on  continuing 
education,  new  programs  will  be 
developed. 

D.  AMA’s  Recognition  Award 

The  biggest  and  most  successful 

undertaking  of  the  Council  was  the 
production  of  a special  issue  of  the 
OSMA  Journal  devoted  to  the  Physi- 
cian Recognition  Award  and  Contin- 
uing Medical  Education.  The  Sep- 
tember (1970)  Issue  featured  spe- 
cial editorials;  an  annual  calendar  of 
educational  programs  in  Oklahoma 
and  surrounding  states;  a listing  of 
topics  and  faculty  available  for  lec- 
tures; special  emphasis  on  the 
award  program,  with  details  on  re- 
quirements and  how  to  apply.  This 
special  issue  received  nation-wide  at- 
tention and  copies  were  distributed 
widely.  Reprints  were  mailed  to 
County  Society  Presidents,  Hospital 
Chiefs  of  Staff  and  others  interest- 
ed. Many  other  states  have  followed 
Oklahoma’s  lead  and  produced  simi- 
lar issues. 

III.  OTHER  ACTIVITIES 

Most  states  the  size  of  Oklahoma 
are  experiencing  problems  similar  to 
ours.  We  have  corresponded  with 
states  that  have  unique  programs  in 
an  effort  to  devise  new  opportunities 
for  our  membership  — Oregon  has 
a compulsory  education  requirement 
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for  membership  in  the  State  Society; 
California  has  a tremendous  educa- 
tional program  including  a unique 
‘ ‘Physician-in-Residence  Program’  ’ ; 
Pennsylvania  has  created  a special 
institute  with  multiple  financing  for 
medical  education  purposes. 

IV.  CONCLUSION 

The  Council  needs  to  know  what 
the  membership  expects  and  needs 
in  continuing  education.  The  AMA 
Recognition  Award  Program  will  in- 
dicate the  interest  in  “recording” 
participation  in  educational  pro- 
grams but  may  not  indicate  the  true 
interest  of  our  members  in  medical 
education.  We  feel  with  the  emphasis 
being  placed  on  “keeping  up”  by 
AMA,  Specialty  Groups  and  Govern- 
ment that  it  is  necessary  for  the 
association  to  be  active  in  contin- 
uing education.  The  criteria  for 
programs  must  be  developed  in  a 
manner  acceptable  to  the  practicing 
physician  and  the  program  must  be 
presented  in  a format  and  location 
that  is  attractive.  However,  any 
postgraduate  education  will  require 
a sacrifice  by  the  physician,  and 
require  a commitment  and  resolve 
that  the  extra  work  is  in  the  best 
interest  of  “patient  care.” 

V.  RECOMMENDATIONS: 

1.  The  Council  be  permitted  to  con- 
tinue seeking  new  methods  for  devel- 
oping Continuing  Education  Courses. 

2.  That  the  House  of  Delegates 
endorse  the  AMA  Recognition  Award 
and  encourage  all  OSMA  Members 
to  participate  in  this  voluntary  pro- 
gram. 

3.  That  the  Council  be  permitted 
to  have  a “no  host”  regional  seminar 
on  continuing  education,  inviting  rep- 
resentatives from  our  neighboring 
states. 

4.  That  the  House  request  the 
Board  of  Trustees  to  study  the  im- 
pact and  feasibility  of  an  educational 
requirement  for  continued  OSMA 
membership. 

Resolution  No.  9 
( APPROVED ) 

SUBMITTED  BY:  Oklahoma  County 

Medical  Society 

TITLE:  Labeling  of  Medications 
REFERRED  TO:  Reference  Com- 
mittee No.  II 

WHEREAS,  the  number  of  medi- 
cations available  to  the  public  is  dy- 
namically increasing  daily,  and 

WHEREAS,  the  recognition  by  the 
senses  of  all  these  medications  is  no 


longer  possible  even  for  the  most 
astute  physician,  and 
WHEREAS,  freedom  of  choice  of 
physician,  and  specialization  of  phy- 
sicians and  gaining  the  best  medical 
care  sometimes  demands  patients 
go  to  several  physicians  whose  rec- 
ords are  not  often  immediately 
available  to  each  other,  and 
WHEREAS,  incompatibilities  of 
multiple  medications  are  likely  for 
some  and  augmentation  of  effects 
may  occur  with  other  combinations, 
and 

WHEREAS,  the  labeling  of  medi- 
cines would  compel  more  attention 
by  busy  physicians  and  pharmacists 
to  make  errors  less  likely,  and 
WHEREAS,  the  labeling  of  medi- 
cines would  save  a secondary  physi- 
cian precious  time  in  history  taking, 
Would  aid  him  in  determining  what 
medications  the  secondary  physician 
might  safely  prescribe, 

Would  help  when  patients  call  at 
night  with  records  not  available  to 
know  what  medicines  are  involved, 
and 

WHEREAS,  in  instances  of  acute 
medicine  intoxication  such  as  pres- 
ents in  emergency  rooms  the  identi- 
fication of  possible  offenders  could  be 
expedited  if  all  medicines  were  la- 
beled 

NOW,  THEREFORE,  BE  IT  RE- 
SOLVED, that  the  Oklahoma  State 
Medical  Association  go  on  record 
as  favoring  a state  and  federal  law 
requiring  that  all  prescriptions  be 
labeled  unless  the  prescribing  physi- 
cian stipulates  DO  NOT  LABEL 
< DNL ). 

Resolution  No.  14 
(APPROVED) 

SUBMITTED  BY:  Robert  Hogue, 

Jr.,  M.D. 

TITLE:  Blue  Shield  UCR  Program 
REFERRED  TO:  Reference  Com- 
mittee No.  II 

WHEREAS,  the  House  of  Delegates 
of  the  Oklahoma  State  Medical 
Association  in  1967  approved  the  con- 
cept of  a UCR  program  for  Blue 
Shield,  and 

WHEREAS,  in  1968  the  House  of 
Delegates  approved  implementation 
of  such  a program,  which  by  its 
mechanisms,  required  the  physician 
to  accept  the  fee  as  finally  determin- 
ed after  review  by  the  Oklahoma 
State  Medical  Association  Medical 
Insurance  Review  Committee  as  pay- 
ment in  full  for  the  service  excepting 
where  the  physician  had  an  agree- 
ment with  the  patient  prior  to  ren- 


dering the  service,  regarding  a fee 
in  excess  of  usual,  reasonable  and 
customary,  and 

WHEREAS,  it  is  impossible  to 
identify  many  holders  of  Blue  Shield 
UCR  coverage  from  their  insurance 
card,  and 

WHEREAS,  a significant  opposition 
has  been  voiced  in  the  Oklahoma 
State  Medical  Association  to  the  phy- 
sician being  obligated  under  this 
UCR  program,  having  not  been 
aware  that  the  patient  was  covered 
under  this  kind  of  program  prior 
to  rendering  the  service,  and 

WHEREAS,  the  Prepaid  Medical 
Insurance  Committee  in  their  meet- 
ing of  January  26th,  1969  devised  an 
agreement  to  allow  a physician  to 
not  take  assignment  under  the  UCR 
program  but  to  bill  the  patient  di- 
rectly and  let  the  patient  recover 
from  Blue  Shield,  and 

WHEREAS,  the  House  of  Delegates 
of  the  Oklahoma  State  Medical  As- 
sociation in  1970  recommended  that 
the  Oklahoma  State  Medical  Associa- 
tion Board  of  Trustees  be  authorized 
to  negotiate  with  Blue  Shield  to  find 
a mechanism  whereby  physicians  can 
avoid  participating  in  the  UCR  on  an 
individual  case  basis  if  he  so  desires. 
This  mechanism  being  in  addition  to 
the  so-called  “agreement  in  ad- 
vance” method,  and 

WHEREAS,  such  an  agreement 
has  not  been  worked  out  and  avail- 
able to  avoid  participation 

NOW,  THEREFORE,  BE  IT  RE- 
SOLVED that  Blue  Shield  shall  be 
required  by  September  1,  1971  to 
have,  approved  by  the  Prepaid 
Medical  Insurance  Committee,  and 
on  their  forms,  a method  whereby 
a physician  may  choose  at  the  time 
of  filing  his  claim  whether  or  not 
he  prefers  to  participate  in  and  be 
obligated  under  the  UCR  program 
with  assignment  of  benefits  to  him, 
or  whereby  he  may  elect  to  non-as- 
signment whereby  benefits  will  be 
paid  to  the  patient  and  he  will  look 
to  the  patient  for  his  payment  and 
not  be  obligated  to  accept  this 
amount  as  payment  in  full. 

BE  IT  FURTHER  RESOLVED  that 
after  September  1,  1971  the  members 
of  this  Association  shall  no  longer 
be  automatically  obligated  under  this 
program  as  outlined  in  the  agree- 
ment passed  by  the  House  of  Dele- 
gates in  1968. 

BE  IT  FURTHER  RESOLVED 
that  Blue  Shield  shall  be  requested 
and  strongly  encouraged  to  devise 
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a method  whereby  it  shall  be  readi- 
ly apparent  on  a member’s  Blue 
Shield  card  that  they  are  the  holder 
of  a UCR  type  policy. 

Resolution  No.  10 
(NO  ACTION  TAKEN) 
SUBMITTED  BY:  Oklahoma  County 
Medical  Society 

TITLE:  Opposition  to  “Professional 
Services  Review.” 

REFERRED  TO:  Reference  Com- 
mittee No.  II. 

WHEREAS,  the  Oklahoma  State 
Medical  Association  has  had  effec- 
tive and  adequate  means  to  assure 
the  public  a very  high  quality  of 
medical  care  provided  by  qualified 
physicians,  and 

WHEREAS,  the  major  feature  of 
these  means  consists  of  mandatory 
adherence  to  the  principles  of  med- 
ical ethics  through  a forceful  system 
of  internal  discipline  which  is  ac- 
ceptable to  the  members,  and 
WHEREAS,  the  imposition  of 
regulations  emanating  from  the 
United  States  Government  and  its 
agents  under  the  designation  of 
“Professional  Services  Review” 
might  preempt,  disrupt,  and  invali- 
date the  State  Association’s  internal 
disciplinary  mechanisms,  and 
WHEREAS,  participation  in  said 
“Professional  Services  Review”  by 
the  Oklahoma  State  Medical  Asso- 
ciation and  its  members  would  con- 
stitute violation  of  the  very  purpose 
of  the  Association,  therefore  be  it 
RESOLVED,  that  the  Oklahoma 
State  Medical  Association  shall  not 
participate  in  any  program  of  “Pro- 
fessional Services  Review”  (typified 
by  the  Bennett  Amendment)  and  fur- 
ther be  it 

RESOLVED,  that  we  are  opposed 
to  the  principle  of  peer  review 
by  other  than  our  peers,  and  further 
be  it 

RESOLVED,  that  in  the  realization 
that  intolerably  rigid  regulations  are 
necessary  and  inevitable  conse- 
quences of  government  subsidized 
medical  care,  (Oklahoma  State  Med- 
ical Association  members  would  be 
well  advised  not  to  participate  in 
government-subsidized  medical  care 
programs.)  and  further  be  it 
RESOLVED,  that  the  Delegates  of 
the  Oklahoma  State  Medical  Associa- 
tion be  instructed  to  introduce  and 
support  this  or  a similar  resolution 
to  the  House  of  Delegates  of  the 
American  Medical  Association. 


Report  of  the 

FOUNDATION  FOR  PEER 
REVIEW  STUDY  COMMITTEE 
(APPROVED) 

Committee  Members 
H.  E.  Denyer,  M.D.,  Bartlesville, 

Chairman 

Rex  E.  Kenyon,  M.D.,  Oklahoma 

City 

Howard  Keith,  M.D.,  Shattuck 
Lucien  M.  Pascucci,  M.D.,  Tulsa 
Scott  Hendren,  M.D.,  Oklahoma  City 
Ed  L.  Calhoon,  M.D.,  Beaver 
Background 

At  the  present  time,  there  are  at 
least  three  bills  pending  before  Con- 
gress to  initiate  a massive  nation- 
wide system  of  peer  review  as  per 
taining  to  principal  government 
health  care  programs.  Two  of  these 
bills  provide  that  peer  review  shall 
be  carried  out  by  physicians,  while 
the  third  would  involve  laymen  in 
the  review  process. 

Because  of  the  seriousness  of  these 
proposals,  the  OSMA  Committee  on 
Planning  discussed  them  at  length 
on  two  occasions,  and  surveyed  oth- 
er state  medical  associations  regard- 
big  their  attitudes  and  plans  for  be- 
coming involved  in  the  implementa- 
tion of  a large-scale  peer  review  pro- 
gram. It  was  learned  that  a high 
percentage  of  medical  societies  will 
become  involved  in  any  program 
which  emerges  from  Congress,  not 
because  they  favor  bills  of  this  type 
but  rather  because  they  don’t  want 
to  see  peer  review  fall  into  non-pro- 
fessional hands. 

The  Committee  on  Planning  re- 
ported its  findings  to  the  OSMA 
Board  of  Trustees  on  March  14th 
and  the  Board  appointed  the  Foun- 
dation for  Peer  Review  Study  Com- 
mittee. The  new  committee  was  giv- 
en the  task  of  preparing  a prelim- 
inary report  for  presentation  to  the 
House  of  Delegates  at  this  annual 
meeting. 

Last  Fall,  the  U.S.  Senate  Finance 
Committee  adopted  the  so-called 
Bennett  Amendment  to  the  Social 
Security  Act.  This  measure  — to  es- 
tablish a nationwide  peer  review  sys- 
tem — did  not  clear  the  Congress 
prior  to  adjournment,  but  some 
form  of  it  is  expected  to  become 
law  this  Spring. 

Because  Washington  observers  are 
confident  that  the  Bennett  approach 
to  peer  review  is  the  most  likely  leg- 
islative proposal  to  become  law,  this 
report  is  limited  to  an  explanation 
of  the  Bennett  Amendment  and  a 


discussion  of  its  potential  implemen- 
tation in  Oklahoma. 

The  Bennett  Amendment 

The  amendment  requires  the  Sec- 
retary of  Health,  Education  and  Wel- 
fare to  contractually  designate 
“Professional  Standards  Review  Or- 
ganizations” throughout  the  country 
by  January  1,  1972.  Each  PSRO  jur- 
isdiction defined  in  geographic  or 
medical  service  area  terms,  would 
have  to  represent  a minimum  of  300 
practicing  physicians.  In  smaller 
states,  the  designations  will  probably 
be  on  a statewide  basis,  but  it  would 
be  possible  to  delegate  the  review 
function  to  some  large  regional  sub- 
divisions of  the  PSRO. 

The  purpose  of  the  Bennett 
Amendment  is  to  promote  efficiency 
and  economy  in  the  delivery  of  health 
care  services,  particularly  of  Medi- 
care and  Medicaid,  “through  appli- 
cation of  suitable  procedures  of  pro- 
fessional standards  review.” 

PSRO’s  would  have  the  responsi- 
bility to  review  all  Medicare  and 
Medicaid  claims  to  assure  that 
services  conform  to  appropriate  pro- 
fessional standards  (quality),  and 
that  payment  is  only  made  for 
medically  necessary  services  (over- 
utilization) and,  in  the  case  of  in- 
patient services  in  a hospital  or  other 
health  care  facility,  that  the  ser- 
vices could  not  have  been  rendered 
on  an  outpatient  basis  or  in  a facility 
of  a different  type.  Some  elective  ad- 
missions would  have  to  be  approv- 
ed by  the  PSRO  in  advance. 

As  to  the  selection  of  a PSRO  in 
a given  jurisdiction,  a non-profit 
professional  association  demonstrat- 
ing ability  and  willingness  to  partici- 
pate would  have  priority  for  purposes 
of  entering  into  an  agreement  with 
the  Secretary  of  HEW.  However,  a 
medical  society  itself  could  not  en 
ter  into  an  agreement;  it  would  have 
to  be  a foundation  established  by 
a medical  organization  which  would 
be  open  to  the  participation  of  all 
members  of  the  medical  organization 
or  to  other  practitioners  eligible  for 
such  membership.  If  the  medical  as- 
sociation declines  to  establish  a foun- 
dation for  peer  review,  then  the 
Secretary  of  HEW  can  enter  into  an 
agreement  with  such  other  organiza- 
tions or  governmental  agencies  hav- 
ing the  ability  to  provide  professional 
review  of  governmental  health  care 
claims. 

PSRO’s  will  be  required  to  screen 
all  claims  against  “norms”  of  care 
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appropriate  to  any  illness  or  health 
condition  in  order  to  determine  com- 
pliance with  standards  of  quality, 
medical  necessity  and  choice  of 
health  care  facility.  The  norms  will 
be  handed  down  from  the  Depart- 
ment of  Health,  Education  and  Wel- 
fare, but  modifications  to  meet  local 
conditions  are  possible  on  a negotiat- 
ed basis.  No  claims  for  health  ser- 
vices can  be  paid  until  they  have 
been  screened  by  PSRO. 

In  addition  to  the  use  of  norms  to 
provide  prepayment  screens  for  ser- 
vices rendered,  the  Bennett  Amend- 
ment also  requires  postpayment  stud- 
ies to  isolate  “patterns  of  prac- 
tice” which  may  not  comply  with 
acceptable  standards. 

The  Secretary  will  provide  assist- 
ance to  the  PSRO  in  getting  estab- 
lished, and  operational  expenses  will 
be  paid  by  the  Secretary  from  Title 
XVIII  (Medicare)  trust  funds  and 
from  Title  XIX  (Medicaid)  appropri- 
ations. The  Department  of  HEW  will 
provide  “prototype”  plans  for  the 
use  of  PSRO’s. 

All  claims  review,  under  the  terms 
of  the  Bennett  Amendment,  must 
be  done  by  professional  persons.  It 
is  provided  that  economical  and  ef- 
ficient computer  resources  already 
existing  in  carriers  and  intermedi- 
aries would  be  used  to  the  greatest 
extent  possible.  However,  the  bill 
specifically  provides  that  authority 
for  operation  of  the  review  system 
shall  be  totally  vested  with  PSRO. 
In  other  words,  the  carrier  or  inter- 
mediary could  provide  the  computer 
technology  necessary  to  screen 
claims  against  parameters,  but  the 
peer  review  function  would  remain 
with  the  PSRO. 

Discussion 

Your  committee  believes  that  the 
Bennett  Amendment  is  a bad  bill, 
a cure  for  a problem  which  has  been 
grossly  magnified  out  of  proportion 
to  reality.  Yet  it  is  clear  that  or- 
ganized medicine  does  not  have  the 
power  to  defeat  this  measure  or  even 
to  alter  it  in  a more  realistic  and 
sensible  fashion. 

Many  county  and  state  medical  so- 
cieties, confronted  with  the  same  di- 
lemma, have  begun  establishing  foun- 
dations in  order  to  assume  control 
of  the  Bennett  Amendment  in  their 
jurisdictions.  Your  committee  has 
studied  a score  of  these  plans.  Bas- 
ically, they  fall  into  three  categories: 
(1)  Foundations  established  to  pro- 
vide peer  review  and  to  set  stand- 


ards for  health  insurance  in  then- 
areas  ; (2)  Foundations  which  not 
only  provide  peer  review  but  also  act 
as  insuring  organizations;  and  (3) 
Foundations  which  are  limited  in 
function  to  the  peer  review  process. 

If  the  House  of  Delegates  believes 
that  the  association  should  assume 
control  of  the  Bennett  Amendment  in 
Oklahoma,  then  members  of  the 
committee  feel  very  strongly  that  the 
function  of  an  OSMA  directed  foun- 
dation should  be  restricted  to  peer 
review.  We  also  feel  that  participa- 
tion by  physicians  in  the  founda- 
tion should  be  voluntary,  that  peer 
review  should  be  carried  out  by  pro- 
fessionals only,  that  the  governing 
board  of  the  foundation  should  be 
the  Board  of  Trustees  of  the  OSMA, 
and  that  it  would  be  preferable  to 
have  a single  PSRO  for  the  state 
with  the  permissive  proviso  that  the 
review  authority  could  be  delegated 
to  qualified  sub  - regional  groups 
working  under  the  terms  of  the 
state  plan. 

Our  involvement  in  the  Bennett 
Amendment  will  not  only  be  a mon- 
umental undertaking  but  there  is  ev- 
ery chance  that  it  will  be  a bitter 
experience.  At  the  outset,  the  gov- 
ernment will  probably  give  a medi- 
cal society  PSRO  sufficient  latitude 
to  exercise  true  professional  judg- 
ment in  appraising  medical  care 
claims,  but  the  experience  of  the 
past  indicates  strongly  that  a flow 
of  restrictive  regulations  from  Wash 
ington  will  gradually  reduce  our 
ability  to  make  equitable  decisions. 

At  the  same  time,  the  alternative 
to  our  involvement  appears  even 
more  bleak.  If  we  decline  to  par- 
ticipate as  an  organization,  we  will 
simply  open  the  door  for  another 
group  to  assume  control;  a group 
which  may  be  well-meaning  but 
which  cannot  be  representative  of 
the  state’s  practicing  physicians. 

Regardless  of  who  assumes  con- 
trol of  the  Bennett  Amendment, 
there  will  be  trouble  within  the  pro- 
fession because  never  in  its  history 
will  medicine  be  subjected  to  so 
many  controls. 

Time  is  of  the  essence.  If  it  is  the 
decision  of  the  House  of  Delegates 
to  assume  control  of  the  Bennett 
Amendment,  then  a committee  of  the 
association  will  need  considerable 
time  to  make  an  in-depth  study  of 
the  law  and  regulations  — to  con- 
fer with  carriers,  intermediaries 
and  outside  consultants  — and  to  pre- 


pare articles  of  incorporation  and 
bylaws  to  establish  the  required 
foundation. 

Your  committee  is  not  in  a position 
to  make  a strong  recommendation 
with  respect  to  this  problem;  we  can 
only  report  to  you  the  advantages 
and  disadvantages  of  becoming  ac- 
tively involved  or  defaulting  to  an- 
other peer  review  organization.  How- 
ever, in  order  to  give  the  House  of 
Delegates  an  issue  to  decide,  the 
following  recommendations  are  intro- 
duced for  purposes  of  discussion  and 
action. 

Recommendations: 

1.  It  is  recommended  that  the 
House  of  Delegates  authorize  the 
Foundation  for  Peer  Review  Study 
Committee  to  develop  a program  of 
implementation  for  any  peer  review 
law  which  may  emanate  from  Con- 
gress, utilizing  all  possible  advice 
and  counseling,  and  to  present  this 
program  to  a special  called  meeting 
of  the  House  of  Delegates  for  ratifi- 
cation, amendment  or  rejection. 

2.  It  is  recommended  that  if  a law 
is  passed  during  the  planning  proc- 
ess, the  President  of  the  Oklahoma 
State  Medical  Association  shall  have 
the  conditional  authority  to  write  a 
letter  of  intent  to  participate  to  the 
Secretary  of  Health,  Education  and 
Welfare,  with  the  proviso  that  the  fi- 
nal plan  of  implementation  is  subject 
to  review  by  the  House  of  Delegates. 

Report  of  the 

COUNCIL  ON  PUBLIC  POLICY 
(APPROVED) 

Council  Members 

Rex  E.  Kenyon,  M.D.,  Oklahoma 
City,  Chairman 
Hugh  Perry,  M.D.,  Tulsa 
J.  Hoyle  Carlock,  M.D.,  Ardmore 
Lloyd  E.  Rader,  Jr.,  M.D.,  Okla- 
homa City 

Tom  S.  Gafford,  M.D.,  Muskogee 
F.  D.  Kalbfleisch,  M.D.,  Lawton 
Harlan  Thomas,  M.D.,  Tulsa 
Floyd  T.  Hubbard,  M.D.,  Henryetta 
James  B.  Eskridge,  III,  M.D.,  Okla- 
homa City 

M.  H.  Newman,  M.D.,  Shattuck 
Stephen  J.  Adelson,  M.D.,  Tulsa 
Powell  E.  Fry,  M.D.,  Stillwater 
Mrs.  Harlan  Thomas,  Tulsa 
Gregory  A.  Green,  M.D.,  Tulsa 
Walter  Gary,  M.D.,  Tulsa 
James  B.  Wise,  M.D.,  Oklahoma  City 
James  W.  Owen,  M.D.,  Bartlesville 
Warren  H.  Porter,  M.D.,  Oklahoma 
City 

Ed  Greenburger,  M.D.,  McAlester 
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Charles  W.  Cathey,  M.D.,  Oklahoma 
City 

R.  Barton  Carl,  M.D.,  Oklahoma  City 
Gerald  Beasley,  M.D.,  Duncan 
John  X.  Blender,  M.D.,  Cherokee 
George  H.  Garrison,  M.D.,  Oklaho- 
ma City 

Thomas  C.  Points,  M.D.,  Oklahoma 
City 

Jerold  D.  Kethley,  M.D.,  Shawnee 
State  Legislative  Committee 
R.  Barton  Carl,  M.D.,  Oklahoma 
City,  Chairman 

E.  M.  Farris,  M.D.,  Oklahoma  City 
Donald  R.  Resler,  M.D.,  Oklahoma 
City 

C.  Riley  Strong,  M.D.,  El  Reno 
Hayden  H.  Donahue,  M.D.,  Norman 
Edgar  W.  Young,  Jr.,  M.D.,  El  Reno 
Stephen  J.  Adelson,  M.D.,  Tulsa 
Hugh  Perry,  Jr.,  M.D.,  Tulsa 
James  B.  Snow,  Jr.,  M.D.,  Oklahoma 
City 

James  A.  Cox,  Jr.,  M.D.,  Oklahoma 
City 

E.  K.  Norfleet,  M.D.,  Tulsa 
Royce  C.  McDougal,  M.D.,  Holden- 
ville 

W.  P.  Jolly,  M.D.,  Lawton 
Richard  D.  Stansberry,  M.D.,  Okla 
homa  City 

H.  A.  Masters,  M.D.,  Tahlequah 
Bertha  M.  Levy,  M.D.,  Oklahoma 
City 

Nolen  L.  Armstrong,  M.D.,  Oklaho- 
ma City 

Harlan  Thomas,  M.D.,  Tulsa 
Leon  D.  Combs,  M.D.,  Shawnee 
Robert  J.  Hogue,  Jr.,  M.D.,  Guthrie 
Frank  J.  Martin,  M.D.,  Ada 
Karl  K.  Boatman,  M.D.,  Holdenville 
Marion  C.  Wagnon.  M.D.,  Del  City 
Robert  W.  Lowery,  M.D.,  Poteau 
Elmer  Ridgeway,  Jr.,  M.D.,  Oklaho- 
ma City 

Larry  Rember,  Oklahoma  City 
Mrs.  Virgil  R.  Forester,  Oklahoma 
City 

Robert  S.  Ellis,  M.D.,  Oklahoma 
City 

Harold  Calhoon,  M.D.,  Tulsa 
Paul  Vann,  M.D.,  Lawton 
Powell  Fry,  M.D.,  Stillwater 
Harl  Stokes,  Oklahoma  City 
Public  Relations  Committee 
James  B.  Eskridge,  III,  M.D.,  Okla- 
homa City,  Chairman 
Homer  Hardy,  M.D.,  Tulsa 
M.  Joe  Crosthwait,  M.D.,  Midwest 
City 

Jake  Jones,  M.D.,  Shawnee 
Alvin  Rix,  M.D.,  Oklahoma  City 
W.  G.  Long,  M.D.,  Purcell 


Wm.  F.  Hudson,  M.  D.,  Buffalo 
Mrs.  Roger  R.  Paul,  Tulsa 
John  R.  Reid,  M.D.,  Nowata 
Robert  M.  Shepard,  M.D.,  Tulsa 
Ralph  C.  Emmott,  M.D.,  Bartlesville 
Donald  R.  Resler,  M.D.,  Oklahoma 
City 

Charles  Martin,  M.D.,  Perry 
Paul  Barrett,  M.D.,  Bethany 
Jack  H.  Foertsch,  M.D.,  Chickasha 
Medical  Heritage  Committee 
George  H.  Garrison,  M.D.,  Chairman 
(&  Mrs.),  Oklahoma  City 
Joe  L.  Duer,  M.D.  (&  Mrs.),  Wood- 
ward 

Clinton  Gallaher,  M.D.  t&  Mrs.), 
Shawnee 

William  R.  Paschal,  M.D.  (&  Mrs.), 
Oklahoma  City 

E.  C.  Mohler,  M.D.  (&  Mrs.),  Ponca 
City 

Fred  E.  Woodson,  M.D.  (&  Mrs.), 
Tulsa 

Neil  B.  Kimerer,  M.D.  (&  Mrs.), 
Oklahoma  City 

Harold  J.  Black,  M.D.  (&  Mrs.), 
Tulsa 

Carl  J.  Hotz,  M.D.  (&  Mrs.),  Tulsa 
R.  Palmer  Howard,  M.D.  (&  Mrs.), 
Oklahoma  City 

B.  E.  Blevins,  M.D.  (&  Mrs.),  Mid- 
west City 

Forest  S.  Etter,  M.D.  (&  Mrs.),  Bar- 
tlesville 

C.  E.  Williams,  M.D.  (&  Mrs.), 
Woodward 

SECTION  I 
THE  COUNCIL 

The  report  of  the  Council  on  Public 
Policy  must  necessarily  take  the 
form  of  a review  of  Federal  Legis- 
lation as  it  relates  to  Medicine;  since 
the  Council’s  principle  function  this 
year  has  been  to  follow  and  report 
on  such  activity. 

The  Social  Security  Amendments 
of  1970,  HR  17550  have  received  ma- 
jor attention.  While  many  sections 
of  this  bill  are  important  to  us  as  a 
profession,  two  have  received  the 
greatest  notice.  One  section  would 
limit  professional  fees  to  75  percent 
of  the  prevailing  in  a given  area,  rep- 
resenting a reduction  from  the  83rd 
percentile  level.  While  legislated  fee 
control  is  always  of  concern,  it  must 
be  stated  that  few  physicians  would 
be  individually  affected  by  this  pro- 
vision; since  most  fees  already  fall 
within  the  75th  percentile  of  prevail- 
ing. 

Principle  attention  has  been  fo- 
cused on  Section  227,  which  pro- 
vides for  a “Program  Review 


Team,”  formed  of  professionals  and 
consumers,  which  would  review 
not  only  fees  and  utilization,  but 
standards  of  medical  care.  This  sec- 
tion grew  from  the  Administration’s 
Health  Cost  Effectiveness  Amend- 
ments, and  is  presented  in  almost 
identical  language.  The  concept  of 
legislated  peer  review  really  is  an 
outgrowth  of  the  turmoil  which  fol- 
lowed publication  of  the  Staff  Re- 
port to  the  Senate  Finance  Commit- 
tee on  Medicare  and  Medicaid,  with 
particular  reference  to  alleged 
abuses. 

HR  17550  was  passed  by  the  House 
in  May  1970,  and  died  in  the  Senate 
Finance  Committee  with  the  end  of 
the  91st  Congress.  It  has  been  re-in- 
troduced as  HR  1,  into  the  92nd  Con- 
gress, by  Senator  Wilbur  Mills  of 
Arkansas. 

It  seemed  obvious,  with  passage 
in  the  House,  and  from  subsequent 
debate  in  Senate  Finance,  that  Con- 
gress would  pass  some  sort  of  leg- 
islated peer  review.  Strong  indication 
of  that  intention  was  given  AMA 
Representatives  by  Chairman  Long 
when  they  testified  before  Senate 
Finance  in  support  of  the  AMA’s 
Medicredit  Program.  As  a result,  our 
Peer  Review  Organization  (PRO) 
was  added  as  Part  III  of  the  Medi- 
credit Bill.  This  has  subsequently 
been  dropped,  due  in  part  to  pres- 
sure from  various  State  and  County 
Medical  Societies  and  in  part  to  leg- 
islative timing. 

During  debate  in  the  Senate  Fi- 
nance Committee,  Senator  Bennett 
introduced  his  Professional  Services 
Review  Organization  Amendment 
(PSRO)  which  had  many  objection- 
able features,  including  1)  no  guar- 
antee of  medical  control;  2)  pre-cer- 
tification for  institutionalization;  3)  a 
$5,000  fine  (in  lieu  of  suspension  from 
participation  in  the  program)  for  first 
time  offenders;  and  4)  Federal  own- 
ership of  records.  The  Amendment 
was  strongly  opposed  by  AMA  and 
OSMA.  There  is,  however,  little  doubt 
that  it  will  be  re-introduced  when 
HR  1 reaches  the  Senate  Finance 
Committee;  and  Washington  ob- 
servers feel  it  will  probably  replace 
Section  227  to  become  law. 

The  AMA  Medicredit  Program  has 
been  introduced  into  the  92nd  Con- 
gress, and  is  receiving  considerable 
support.  This  bill  proposes  a gradu- 
ated series  of  income  tax  credits  for 
the  purpose  of  purchasing  voluntary 
health  insurance  from  private  corn- 
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panies.  In  brief,  families  with  no 
tax  liability  would  be  given  a vouch- 
er to  buy  such  insurance.  Families 
with  greater  than  $1,000  tax  liability 
would  receive  no  tax  credit;  and 
those  between  $0  and  $1,000  would 
receive  direct  tax  credit  in  a gradu- 
ated percentage  from  99  percent  to 
10  percent.  Catastrophic  coverage 
would  be  included  with  a “corridor” 
existing  between  basic  coverage  and 
catastrophic  coverage  . . . this,  too, 
being  based  on  income.  As  stated  be- 
fore, the  PRO  portion  of  the  bill  has 
been  dropped. 

During  the  91st  Congress,  Senator 
Kennedy  (D,  Mass.)  and  Repre- 
sentative Griffiths  <D,  Mich.)  indi- 
vidually introduced  bills  for  national 
compulsory  health  insurance.  The 
two  bills  were  stimulated  largely  by 
Walter  Reuther’s  “Committee  of  100” 
and  the  AFL-CIO  respectively.  Both 
bills  died  with  the  close  of  Congress. 
Fine  points  of  difference  have  been 
resolved,  and  Kennedy  and  Griffiths 
have  introduced  into  the  92nd  Con- 
gress identical  bills,  S.  3 and  H.R. 
22.  These  proposals  call  for  a com- 
plete system  of  compulsory  health 
insurance  financed  through  a 3’t>  per- 
cent payroll  tax  on  employers,  a 1 
percent  payroll  tax  on  employees  (on 
a base  up  to  $15,000)  with  some  40 
percent  coming  from  general  rev- 
enues. Benefits  would  include  insti- 
tutionalization, physicians’  fees,  den- 
tal fees  (up  to  age  16),  certain  pre- 
scription drugs,  etc.  Physicians 
could  elect  to  be  paid  by  1)  salary; 
2)  capitation;  or  3)  fee-for-service, 
with  the  stipulation  that  the  first  two 
categories  would  be  paid  first,  and 
the  fee  for  service  group  paid  from 
residuals  “on  a pro-rata  basis.”  The 
bill  could  create  a National  Health 
Security  Council  which  ultimately 
would  provide  for  national  standards 
of  health  care,  compulsory  edu- 
cation, federal  licensing,  etc.  Observ- 
ers feel  the  legislation  has  little 
chance  of  passage  during  this  ses- 
sion of  Congress,  but  feel  a greater 
effort  will  be  made  for  passage  dur- 
ing 1972. 

Senator  Javitz  (R.,  N.Y.)  has  sup- 
ported legislation  extending  the  bene- 
fits of  Medicare  to  all  segments  of 
the  population  over  the  next  four 
years,  beginning  with  younger 
groups. 

Representative  Durward  Hall  (R., 
Mo.)  has  introduced  legislation  trans- 
ferring Medicaid  to  private  insurance 


carriers  and  providing  for  catastro- 
phic benefits  for  all  the  population. 

The  Administration’s  Health  Pro- 
posals have  not  been  received  in  Bill 
form,  but  would  include  mandatory 
purchase  of  health  insurance  for  em- 
ployees by  employers  and  strong 
support  for  Health  Maintenance  Or- 
ganizations (HMO’s). 

Time  does  not  Dermit  a detailed 
summary  of  all  of  the  many  pieces 
of  legislation  studied  individually  by 
members  of  this  Council.  It  goes 
without  saying  that  Health  Care,  the 
delivery  of  same,  and  its  financing 
will  be  a major  political  issue  in 
1972.  The  Council  makes  no  recom- 
mendations to  the  Board  of  Trus- 
tees or  to  the  House  of  Delegates  at 
this  time,  save  being  constantly  on 
the  alert. 

Most  certainly,  we  must  improve 
our  Congressional  liaison  through  in- 
creased political  support.  We  must 
be  informed,  and  we  must  begin  to 
develop  a public  information  pro- 
gram. 

SECTION  II 
STATE  LEGISLATIVE 
COMMITTEE 

The  Association’s  legislative  pro- 
gram has  three  essential  functions: 
(1)  study  carefully  all  bills  intro- 
duced that  affect  medicine  and  ar- 
rive at  consensus  position  by  com- 
mittee vote  (2)  actively  support  our 
posit;on  by  testifying  and  lobbying 
(3)  introduce  legislation  that  cor- 
rects deficiencies  that  affect  the  pub- 
lic’s health. 

To  carry  out  these  functions  prop- 
erly requires  much  of  the  time  of 
your  executive  staff,  a considerable 
amount  of  time  by  your  committee, 
and  a lot  of  cooperation  and  support 
from  interested  physicians.  This  re- 
port will  discuss  these  functions  brief- 
ly in  order  that  you  will  know  the 
importance  of  this  committee’s  ac- 
tivities. 

STUDYING  LEGISLATION 

In  each  succeeding  legislature  an 
increasing  volume  of  bills  are  intro- 
duced. Already  this  session  767  pro- 
posals have  been  filed.  Each  of 
these  have  to  be  read  to  determine 
if  they  affect  medicine.  After  the  ini- 
tial screen  those  bills  of  interest  are 
selected  for  review  by  an  executive 
committee  of  the  Legislative  Com- 
mittee. After  discussion  the  bills  of 
most  interest  are  researched.  In- 
formation is  gathered,  legislators  are 


contacted,  and  vested  interest  groups 
are  appraised  of  the  bill.  Of  the  767 
bills  being  considered  by  the  legis- 
lature, 50  are  of  sufficient  import 
to  warrant  close  scrutiny  by  your 
committee. 

After  all  possible  information  is  ac- 
quired a member  of  the  committee 
is  asked  to  study  the  proposed  leg- 
islation and  report  a recommend- 
ed position.  March  28th,  in  a five 
hour  meeting,  your  committee  es- 
tablished positions  on  40  bills. 
SUPPORTING  A POSITION 

The  State  Capitol  is  one  of  the 
largest  forum  for  debate  since  Rome. 
Arguments  must  be  prepared  care- 
fully, presented  forcefully  and  de- 
fended vehemently.  Literally  hours 
are  spent  developing  a statement  or 
preparing  strategy  to  pass  or  defeat 
a bill.  Unfortunately  most  people 
think  that  all  the  lobbying  is  done 
at  the  capitol.  The  facts  are,  that 
the  majority  of  these  issues  are  set- 
tled in  home  town  coffee  shops,  phar- 
macies, doctors’  offices,  etc.  That’s 
the  reason  it’s  vital  that  members 
of  the  profession  know  and  under- 
stand the  association’s  position.  Each 
week  the  committee  publishes  a 
“Legislative  Reporter”  for  200  phy- 
sicians who  have  a special  relation- 
ship with  members  of  the  legisla- 
ture. This  report  gives  a synopsis  of 
the  bill  and  our  position  and  period- 
ically appeals  for  action.  In  addition, 
articles  are  written  for  The  Journal 
and  Newsletter. 

INTRODUCING  LEGISLATION 

This  year  the  Association  will  have 
introduced  bills  to  require  that  mem- 
bers of  the  Healing  Arts  in  Oklaho- 
ma be  graduates  of  schools  approved 
by  the  U.S.  Office  of  Education  or 
have  passed  a basic  science  exam 
equivalent  to  Oklahoma’s.  There  will 
also  be  proposed  a bill  to  limit  the 
period  of  discovery  in  personal  in- 
jury and  damage  cases.  The  com- 
mittee tries  to  stay  aware  of  needed 
legislation  but  so  much  of  our  time 
is  spent  on  the  defensive  it  is  diffi- 
cult to  achieve  the  offensive. 

The  responsibilities  of  this  commit- 
tee are  demanding,  frustrating,  and 
fortunately,  at  times  gratifying.  A 
one  sentence  V.D.  bill  enacted  into 
law  may  result  in  a decrease  to  the 
skyrocketing  venereal  disease  rate 
...  a relatively  obscure  immuniza- 
tion bill  will  result  in  Oklahoma  chil- 
dren being  better  protected  . . . 
Amendments  to  the  “Good  Samari- 
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tan  Act”  could  result  in  better  care 
for  the  emergency  patient.  Another 
law  would  provide  jobs  for  many 
chronically  ill  and  partially  disabled 
persons.  These  are  good  bills  which 
would  be  worthy  additions  to  Okla- 
homa law  but  are  violently  opposed 
because  they  are  misunderstood. 

You  should  be  cognizant  of  the  fact 
that  the  chriopractic  profession 
would  legislate  itself  into  health 
insurance  laws.  They  are  strong  po- 
litically and  because  they  stand  to 
gain  economically  they  will  try  hard. 
There  are  other  vested  interest 
groups  that  would  achieve  by  legis- 
lation what  they  have  not  achieved 
by  education. 

The  committee  wishes  to  thank 
those  members  who  have  respond- 
ed to  our  requests  for  aid,  we  urge 
every  member  of  the  association 
to  become  interested  and  involved 
in  the  affairs  of  this  committee.  The 
“Doctor  of  the  Day”  program  is  an 
excellent  exposure  to  state  politics 
and  any  physician  wishing  to  donate 
a day  during  the  session  should  con- 
tact the  association  office. 

We  have  worked  with  state  agen- 
cies and  other  health  related  organi- 
zations in  our  legislative  program. 
We  feel  that  all  medical  issues  are 
the  proper  concern  of  our  associa- 
tion and  that  proper  patient  care  has 
no  organizational  boundaries.  Your 
Medical  Political  Action  Committee 
(OMPAC)  has  made  a significant 
impact  on  the  Legislature;  many 
candidates  now  in  office  were  recip- 
ients of  OMPAC’s  Contribution.  It’s 
important  that  lawmakers  know  that 
physicians  are  interested  in  good 
government  and  are  willing  to  con- 
tribute financial  aid  to  get  it.  We 
heartily  endorse  your  individual  sup- 
port of  OMPAC. 

As  the  legislative  workload  be- 
comes heavier,  it  will  become  in- 
creasingly important  that  you  spend 
more  of  your  time  in  political  ac- 
tivities, we  encourage  you  to  help— 
we  need  your  help. 

Following  is  a list  of  the  most  im- 
portant bills  and  our  position.  Copies 
of  bills  and  justification  of  our  posi- 
tion are  available  to  all  members  on 
request. 

House  Bill  1042  by  Cate  — Amends 
the  “Good  Samaritan  Act”  to  limit 
the  liability  of  health  personnel 
when  “emergency  care”  is  rendered 


“wherever  required.”  Position;  Sup- 
port. 

House  Bill  1100  by  McCune  — The 
Uniform  Controlled  Dangerous  Sub- 
stances Act  — defines  dangerous  sub- 
stances and  regulates  the  manufac- 
turing, distributing,  dispensing,  pre- 
scribing, administering  and  use  of 
controlled  substances.  Establishes  a 
Commissioner  of  Narcotics  and  Dan- 
gerous Drugs  Control.  Provides  for 
an  Advisory  Board.  Provides  for  of- 
fenses and  penalties.  Position:  Sup- 
port with  amendments. 

House  Bill  1101  by  McCune  — Pro- 
vides for  comprehensive  programs 
on  drug  abuse  and  establishes  a drug 
treatment  and  rehabilitation  authori- 
ty. Position:  Support. 

House  Bill  1169  by  Poulos  — Re- 
quires every  licensed  hospital  to  pro- 
vide up  to  48  hours  emergency  treat- 
ment for  any  patient  regardless  of 
race,  creed,  color  or  ability  to  pay. 
Position:  Oppose. 

House  Bill  1194  by  Cox— Authorizes 
the  Commissioner  of  Health  to  adopt 
Rules  and  Regulations  governing 
ambulances  and  ambulance  operat- 
ors. Position:  Oppose. 

House  Bill  1210  by  Taggart  — Pro- 
vides that  if  a health  insurance  con- 
tract covers  the  services  within  the 
lawful  scope  of  a licensed  psycholo- 
gist, then  the  insured  shall  have  the 
right  to  select  any  licensed  psychol- 
ogist. Position:  Oppose. 

House  Bill  1224  by  Musgrave  — 
Provides  that  an  employee  covered 
by  workmen’s  compensation  who  has 
a specified  disease  or  impairment 
may  waive  his  compensable  rights 
upon  approval  of  the  Industrial 
Court.  Position:  Support. 

House  Bill  12 25  by  Musgrave — Es- 
tablishes a medical  panel  to  aid  the 
Industrial  Court  in  certain  work- 
men’s compensation  cases  wherein 
there  is  a divergence  of  medical  opin- 
ion. Position:  Support. 

House  Bill  1238  by  Sparkman  — 
Provides  for  the  removal  and  re- 
appointment of  members  of  the 
Board  of  Health.  Creates  a nine  man 
board  consisting  of  four  M.D.s,  two 
D.O.s,  one  Dentist,  one  Hospital  Ad- 
ministrator, and  one  veterinarian. 
Position:  Oppose. 

House  Bill  1331  by  Finch  — Pro- 
vides that  an  injured  employee 
covered  by  workmen’s  compensation 
may  select  the  services  of  a physi- 
cian qualified  and  licensed  in  the 
event  the  physician  provided  by  the 


employer  is  not  satisfactory  to  the 
injured  employee.  Position:  Support. 

House  Bill  1346  by  Mountford  — 
Levies  a tax  on  Insurance  premiums. 
This  would  increase  the  Insurance 
costs  on  Casualty  and  Health  Ins., 
especially  Blue  Cross  & Blue  Shield. 
Position:  Oppose. 

House  Bill  1384  by  Finch  — Would 
require  that  all  health  insurers  cov- 
er the  services  of  all  “Practitioners 
of  the  Healing  Arts”;  that  each 
“Practitioner”  be  compensated  on 
the  basis  of  prevailing  charges  in 
the  community  (chiropractic  equat- 
ed with  M.D.s)  and  that  the  ser- 
vices may  be  performed  at  a facility 
chosen  by  the  insured.  Position:  Op- 
pose. 

House  Bill  1396  by  Finch  — re- 
quires that  chiropractic  services  be 
included  in  the  terms  of  contracts 
for  covering  health  and  accident 
benefits  to  insureds  residing  in  Okla- 
homa. Position:  Oppose. 

House  Bill  1401  by  York — Requires 
that  before  conducting  an  autopsy, 
notification  in  writing  shall  be  given 
to  a survivor  as  listed;  and  that  a 
copy  of  the  autopsy  report  shall  be 
furnished  a survivor.  Position:  Op- 
pose. 

House  Bill  1408  by  Hill  — Amends 
the  statutes  dealing  with  penalties  for 
abortion.  Provides  that  a duly  licens- 
ed physician  may  perform  an  abor- 
tion with  the  consent  of  the  female 
within  15  weeks  from  the  commence- 
ment of  the  pregnancy.  Position:  Op- 
pose. 

House  Bill  1418  by  Kilpatrick  — 
permits  the  introduction  as  evidence 
in  a court  proceeding  “Published 
treatise,  periodical  or  pamphlet  on 
subjects  of  history,  science,  medicine 
or  art  . . Position:  Oppose 

Senate  Bill  10  & 71  by  Baggett  — 
Appropriates  $50,000  to  the  Oklahoma 
Rural  Medical  Education  Loan  and 
Scholarship  Fund.  Position:  Sup- 

port. 

Senate  Bill  112  by  Breckinridge  — 
Repeals  the  Occupational  and  Pro- 
fessional Licensing  Acts  of  25  state 
boards  and  agencies  including  medi- 
cal examiners.  Creates  new  boards 
of  five  members;  three  members  of 
the  profession  — two  laymen.  Makes 
boards  advisory  and  provides  for  a 
director  appointed  by  the  Governor. 
Position:  Oppose. 

Senate  Bill  161  by  McSpadden  — 
Provides  for  the  removal  and  reap- 
pointment of  members  of  the  Board 
of  Health.  Creates  a nine  man  board 
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consisting  of  four  M.D.s,  three 
D.O.s,  one  Dentist,  and  one  Hospital 
Administrator.  This  is  almost  identi- 
cal to  House  Bill  1238.  Position:  Op- 
pose. 

Senate  Bill  168  by  Stipe  — Amends 
the  “Good  Samaritan  Act”  to  pro- 
vide that  contributory  negligence 
may  not  be  pleaded  or  proved  as  a 
defense  in  civil  action.  Position:  Op- 
pose. 

Senate  Bill  231  by  Dahl  — Would 
remove  lawyers,  doctors,  engineers, 
geologists,  accountants  and  other 
professional  persons  from  the  merit 
system.  Position:  Oppose. 

Senate  Bill  244  by  Stipe  — Provides 
that  any  person  suffering  injury  or 
death  as  a result  of  medical  care, 
treatment  or  diagnosis  under  the 
Oklahoma  Workmen’s  Compensation 
Act  shall  be  entitled  to  bring  action 
against  the  responsible  party.  Posi- 
tion: Oppose. 

Senate  Bill  261  by  Stipe  — Would 
permit  an  injured  employee  covered 
under  workmen’s  compensation  to  se- 
lect a physician,  surgeon,  or  chiro- 
practor of  his  choice.  Position:  Op- 
pose. 

Senate  Bill  262  by  Stipe  — - Would 
require  that  all  health  insurers  cover 
the  services  of  all  “practitioners  of 
the  healing  arts”;  that  each  “Prac- 
titioner” be  compensated  on  the 
basis  of  prevailing  charges  in  the 
community  (chiropractic  equated 
with  M.D.s)  and  that  the  services 
may  be  performed  at  a facility  chos- 
en by  the  insured.  Position:  Op- 

pose. 

SECTION  III 

PUBLIC  RELATIONS  COMMITTEE 

During  the  past  year  your  Public 
Relations  Committee  has  continued 
or  undertaken  several  different  proj- 
ects. Activities  have  been  as  follows: 

1.  The  association’s  seven  year  old 
weekly  health  column,  “A  Message 
From  Your  Doctor,”  continues  to  be 
carried  by  about  40  state  newspa- 
pers each  week.  Last  year  your 
committee  changed  the  format  of  the 
health  column  from  that  of  a health 
feature  article  to  a question  and  an- 
swer article.  Due  to  lack  of  “inter- 
esting” questions  from  the  reader- 
ship,  we  found  it  necessary  to  go 
back  to  the  health  feature  format.  If 
your  association  found  it  necessary 
to  purchase  the  amount  of  newspa- 
per space  devoted  to  the  health  col- 
umn each  year  it  would  cost  approx- 


imately $25,000.  The  column  is  pro- 
duced solely  by  the  OSMA  staff. 

2.  Your  committee  is  continuing 
its  liaison  with  the  OSMA  Legisla- 
tive Committee  as  regards  the  “Leg- 
islative Doctor  of  the  Day”  pro- 
gram. A story  is  produced  for  each 
participating  physician’s  hometown 
newspaper  and  released  the  week 
prior  to  his  day  of  service.  The  story 
serves  a two-fold  purpose  by  (a)  in- 
forming the  doctor’s  patients  that  he 
will  be  out  of  his  office  on  a certain 
day,  and  (b)  creating  a good  pub- 
lic relations  image  for  the  as- 
sociation. Sixty-five  such  stories 
have  been  produced  and  mailed  thus 
far  during  the  Legislative  session. 

3.  Your  association’s  monthly  news 
letter,  OSMA  News,  is  now  in  its  fifth 
year  of  publication.  It  is  a six  page 
newsletter  published  nine  months 
each  year  beginning  in  September 
and  ending  the  following  May.  The 
newsletter  is  devoted  to  socio-eeono- 
nomic  news  of  interest  to  the  physi- 
cian and  the  members  of  his  house- 
hold and  is  mailed  directly  to  the 
member-physician’s  home. 

4.  During  the  past  year  the  OSMA 
again  participated  in  the  promotion 
of  national  Community  Health  Week 
in  cooperation  with  the  AMA.  The 
week  was  set  for  October  18-24  with 
program  emphasis  on  health  careers 
and  nutrition.  OSMA’s  participation 
consisted  of  special  radio  spot  an- 
nouncements, television  spot  an- 
nouncements, newspaper  feature  ar- 
ticles, news  stories  and  newspaper 
ads.  The  newspaper  ads  were  dis- 
tributed to  each  county  medical  so- 
ciety PR  chairman  for  presentation 
to  local  newspapers.  Only  one  ad  was 
reported  to  the  association,  but  the 
committee  is  sure  that  several  others 
must  have  been  placed. 

Your  association’s  primary  activi- 
ty for  Community  Health  Week  was 
a seven  day  “Mini  Health  Fair”  lo- 
cated in  Shepherd  Mall  Shopping 
Center,  Oklahoma  City,  October  8- 
14.  Thirty-six  exhibits  on  health  sub- 
jects were  on  display  by  29  health 
related  organizations.  The  entire 
project  was  coordinated  by  the 
OSMA.  It  was  estimated  that  over 
65,000  people  visited  the  exhibits  dur- 
ing the  fair. 

Anticipating  that  the  association 
might  like  to  conduct  a similar  proj- 
ect in  the  coming  year,  your  com- 
mittee has  taken  the  liberty  of  re- 
serving the  AMA’s  two  most  popular 
exhibits,  “The  Transparent  Twins” 


and  “Life  Begins.”  As  a basis  for 
another  Health  Fair,  these  two  ex- 
hibits will  assure  a large  crowd  turn- 
out. 

5.  Numerous  special  projects  were 
undertaken  throughout  the  year,  such 
as  press  conferences,  reaction  stor- 
ies to  news  events,  and  working  with 
newspaper  writers  or  reporters  in 
conceiving,  researching  and  placing 
medical  stories  in  major  news  me- 
dia. In  addition,  your  association  has 
answered  hundreds  of  telephone  and 
written  requests  for  information  on 
health  subjects. 

6.  Your  committee,  in  cooperation 
with  the  Oklahoma  County  Medical 
Society,  is  attempting  to  start  a pilot 
project  radio  program  in  the  Okla- 
homa City  area.  The  program  will 
use  a “Ask  Your  Doctor”  format  to 
solicit  questions  from  the  listening 
audience.  Answers  to  the  questions 
will  be  researched  and  then  answer- 
ed by  an  anonymous  voice.  Lag 
time  between  the  receipt  of  the  ques- 
tion and  its  answer  over  the  air  will 
be  one  or  two  weeks.  Each  “Ask 
Your  Doctor”  spot  will  only  be  one 
to  two  minutes  in  length  . . . just 
enough  time  to  ask  the  question,  an- 
swer it,  and  put  in  a brief  public 
service  type  announcement.  If  the 
pilot  project  proves  successful,  this 
service  will  be  offered  to  other  radio 
stations  throughout  the  state. 

SECTION  IV 
MEDICAL  HERITAGE 

COMMITTEE 

At  long  last  your  Medical  Heritage 
Committee  has  begun  the  actual 
collection  of  medical  paraphernalia 
vyith  the  ultimate  aim  of  displaying 
such  in  an  appropriate  way  to  depict 
medical  history  in  Oklahoma.  A num- 
ber of  items  are  now  in  storage  in 
the  OSMA  Executive  Office  Building. 
This  storage  space  was  offered  for 
committee  use  by  the  OSMA  Board 
of  Trustees  just  before  the  last  an- 
nual meeting. 

The  Medical  Heritage  Committee 
is  in  the  process  of  working  with  the 
Woman’s  Auxiliary  to  facilitate  local 
collection  of  articles,  equipment, 
manuscripts,  etc.,  at  the  county  lev- 
el. These  items  can  then  be  collected 
and  brought  to  a central  location. 
This  will  assure  that  items  which 
might  be  lost  through  the  distribu- 
tion of  an  estate  or  in  some  other 
manner  will  be  preserved  for  our 
use. 
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Recommendations: 

1.  It  is  recommended  that  the 
OSMA  House  of  Delegates  urge  and 
encourage  all  Oklahoma  physicians  to 
seek  out  and  preserve,  as  best  they 
can,  the  artifacts  and  manuscripts 
that  best  depict  the  medical  history 
of  this  state.  Members  obtaining  such 
material  should  notify  the  Medical 
Heritage  Committee  of  its  exist- 
ence and  location. 

Report  of  the 
MEDICAL  SCHOOL 
LIAISON  COMMITTEE 
(APPROVED  AS  AMENDED) 
Committee  Members 
Harold  W.  Calhoon,  M.D.,  Tulsa, 
Chairman 

P.  D.  Casper,  M.D.,  Del  City 
C.  L.  Tefertiller,  M.D.,  Altus 
James  R.  Taylor.  M.D.,  Bartlesville 
Robert  S.  Ellis,  M.D.,  Oklahoma  City 
Jed  E.  Goldberg,  M.D.,  Tulsa 
Harlan  Thomas,  M.D.,  Tulsa 
Clifford  A.  Traverse,  M.D.,  Oklaho- 
ma City 

Mrs.  J.  Hartwell  Dunn,  Oklahoma 
City 

Oliver  H.  Patterson,  M.D.,  Sapulpa 
J.  William  Finch,  M.D.,  Hobart 
G.  Rainey  Williams,  M.D.,  Oklahoma 
City 

M.  Boyd  Shook,  M.D.,  Oklahoma 
City 

Jack  T.  Dancer,  M.D.,  Shattuck 
C.  Riley  Strong,  M.D.,  El  Reno 
Herbert  W.  Truett,  M.D.,  Tahlequah 
M.  E.  Robberson,  M.D.,  Wynnewood 
During  the  past  year  your  Medical 
School  Liaison  Committee  has  con- 
ducted three  projects  for  the  associ- 
ation. All  involved  medical  students 
and  were  in  compliance  with  the 
House  of  Delegates  directive  that 
the  committee  serve  as  liaison  with 
the  Student  American  Medical  Asso- 
ciation Chapter  at  the  Medical 
School. 

The  first  project,  Medical  Educa- 
tion and  Community  Orientation 
(MECO),  was  designed  to  offer  hos- 
pital employment  to  first  and  second 
year  medical  students.  In  essence  the 
program  provided  eight  weeks  of 
summer  employment  in  a hospital 
with  supervision  by  local  physicians. 
Fifteen  state  hospitals  expressed  an 
interest  in  the  project  and  nearly 
thirty  students  had  been  employed 
when  this  report  was  written.  The 


students  will  not  actually  begin  work 
until  the  first  of  June. 

The  second  project  has  become  an 
almost  yearly  function  of  your  com- 
mittee, summer  employment  for 
medical  students  in  physician’s  of- 
fices. All  physicians  in  the  state 
were  queried  as  to  whether  or  not 
they  would  like  to  hire  a medical 
student  to  work  with  them  during 
the  summer.  At  the  time  this  report 
was  written  nearly  twenty-five  posi- 
tions had  been  secured.  It  is  expected 
that  an  additional  25  job  opportuni- 
ties will  be  located  before  summer 
begins. 

While  your  committee  was  solicit- 
ing information  on  job  opportuni- 
ties, the  O.U.  SAMA  Chapter  was 
surveying  the  student  body  to  deter- 
mine who  needed  summer  employ- 
ment and  where  they  would  like  to 
work.  As  employment  opportunities 
become  available  the  students  are 
matched  with  the  jobs  and  instructed 
to  contact  the  physician  directly. 

On  April  4th  the  third  function  of 
the  committee  took  place.  At  that 
time  a special  seminar  on  medical 
law  and  ethics  was  conducted  for 
the  fourth  year  students  at  the  O.U. 
Medical  School.  The  seminar  was 
scheduled  to  coincide  with  the  start 
of  Spring  break.  Its  purpose  was  to 
give  the  medical  students  enough  in- 
formation on  law  and  ethics  so  that 
they  would  be  prepared  to  take  the 
state  and  national  medical  boards. 
George  Garrison,  M.D.,  spoke  on 
medical  ethics,  while  the  medical 
law  portion  was  given  by  George 
Short,  Attorney,  Defense  Counsel  for 
the  Insurance  Company  of  North 
America. 

During  the  past  year  your  com- 
mittee also  concerned  itself  with  the 
admissions  policies  and  procedures 
being  used  by  the  O.U.  Medical 
School.  Some  criticism  had  been 
made  that  perhaps  the  medical 
school  was  tending  to  recruit  stu- 
dents that  were  academically  inclin- 
ed, over  those  that  might  be  more 
inclined  to  go  into  private  practice. 

Your  committee  met  with  the  Com- 
mittee on  Admissions  of  the  medical 
school  and  was  somewhat  disturb- 
ed to  find  that  medical  students  are 
serving  as  full  members.  Your 
committee  also  observed  that  very 
few  physicians  from  outside  the 
Oklahoma  City  area  were  members. 

Your  committee  offers  the  follow- 
ing recommendations  for  considera- 
tion: 


Recommendations: 

1.  It  is  recommended  that  the 
Medical  School  Liaison  Committee 
name  be  changed  to  Medical  Center 
Liaison  Committee.  This  new  name 
would  be  more  appropriate  to  the 
committee’s  function. 

2.  It  is  recommended  that  the 
OSMA  offer  to  submit  a slate  of  nom- 
inees for  positions  on  the  Medical 
School  Committee  on  Admissions. 
The  nominees  would  be  selected 
by  the  OSMA  Board  of  Trustees  and 
must  pledge  to  serve  actively  on 
the  committee  before  their  name  is 
officially  submitted.  It  is  understood 
that  membership  on  the  committee  is 
selected  by  the  O.U.  Medical  School 
faculty.  The  slate  of  nominees  should 
be  presented  to  the  faculty  with 
the  OSMA  recommendation. 

It  is  further  recommended  that 
medical  students  be  allowed  to  serve 
on  the  Committee  on  Admissions  in 
an  advisory  capacity  only.  And  fur- 
ther it  is  recommended  that  the 
present  ratio  of  full-time  faculty  and 
practicing  physicians  on  the  com- 
mittee be  maintained. 

3.  It  is  recommended  that  consid- 
eration be  given  to  develop  a method 
for  more  active  participation  of 
physicians  from  over  the  state  on 
the  Committee  on  Admissions. 

Report  of  the 

COUNCIL  ON  PROFESSIONAL 
AND  INTERVOCATIONAL 
RELATIONS 
( APPROVED ) 

Council  Members 

Orange  M.  Welbom,  M.D.,  Ada, 
Chairman 

M.  Joe  Crosthwait,  M.D.,  Midwest 
City 

R.  Barton  Carl,  M.D.,  Oklahoma 
City 

E.  Edwin  Fair,  M.D.,  Ponca  City 
Mrs.  James  V.  Miller,  Ardmore 
Joe  L.  Duer,  M.D.,  Woodward 
Frank  W.  Clark,  M.D.,  Ardmore 
Elder  D.  Padberg,  M.D.,  Ada 
Cults  and  Quackery  Committee 
M.  Joe  Crosthwait,  M.D.,  Midwest 
City,  Chairman 
Julius  L.  Scales,  M.D.,  Alva 
Edward  W.  Allensworth,  M.D.,  Vi- 
nita 

Robert  L.  Shore,  M.D..  Lawton 
Irwin  H.  Brown,  M.D.,  Oklahoma 
City 

Bailey  L.  Dietrich,  M.D.,  Guymon 
Floyd  T.  Hubbard,  M.D.,  Henryetta 
William  R.  Coutant,  M.D.,  Bartles- 
ville 
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Mrs.  E.  Cotter  Murray,  Oklahoma 
City 

Jack  D.  Spencer,  M.D.,  Oklahoma 
City 

William  R.  Tumbow,  M.D.,  Tulsa 
Joe  C.  Horton,  M.D.,  Frederick 
Sidney  Traub,  M.D.,  Oklahoma  City 
E.  A.  McGrew,  M.D.,  Norman 
David  Carson,  M.D.,  Fairland 
Kenneth  L.  Peacher,  M.D.,  El  Reno 
Robert  Melichar,  M.D.,  Tulsa 
Committee  on 
Health  Related  Professions 
Edgar  W.  Young,  M.D.,  El  Reno, 
Chairman 

Francis  R.  First,  M.D.,  Checotah 
Hayden  H.  Donahue,  M.D.,  Norman 
Thomas  E.  Rhea,  M.D.,  Idabel 
John  A.  McIntyre,  M.D.,  Enid 
B.  C.  Chatham,  M.D.,  Chickasha 
Robert  J.  Hogue,  Jr.,  M.D.,  Guthrie 
Medical-Dental  Liaison  Commtttee 
Lucien  M.  Pascucci,  M.D.,  Tulsa, 
Chairman 

H.  E.  Denyer,  M.D.,  Bartlesville 
James  B.  Eskridge,  III,  M.D.,  Okla- 
homa City 

Rex  E.  Kenyon,  M.D.,  Oklahoma 
City 

Harold  W.  Calhoon,  M.D.,  Tulsa 
Marvin  K.  Margo,  M.D.,  Oklahoma 
City 

Medical-Legal  Relations  Committee 
R.  Barton  Carl,  M.D.,  Oklahoma 
City,  Chairman 

Walter  E.  Brown,  M.D.,  Tulsa 
Don  Halverstadt,  M.D.,  Oklahoma 
City 

Marvin  K.  Margo,  M.D.,  Oklahoma 
City 

Richard  G.  Dotter,  M.D.,  Oklahoma 
City 

James  H.  Holman,  M.D.,  Altus 
Marion  C.  Wagnon,  M.D.,  Del  City 
Ollie  W.  Dehart,  M.D.,  Vinita 
Edgar  W.  Young,  Jr.,  M.D.,  El  Reno 
Frank  R.  Michener,  M.D.,  Lawton 
J.  F.  Messenbaugh,  III,  M.D.,  Okla- 
homa City 

Thomas  E.  Acers,  M.D.,  Oklahoma 
City 

James  L.  Luke,  M.D.,  Oklahoma  City 
Medicine  and  Religion  Committee 
E.  Edwin  Fair,  M.D.,  Ponca  City, 
Chairman 

John  W.  Marks,  M.D.,  Beaver 
Adolph  N.  Vammen,  M.D.,  Tulsa 
W.  George  Long,  M.D.,  Purcell 
J.  Hartwell  Dunn,  M.D.,  Oklahoma 
City 

Martin  H.  Andrews,  M.D.,  Oklahoma 
City 

Charles  E.  Green,  M.D.,  Lawton 
Ernest  G.  Shadid,  M.D.,  Norman 
Mrs.  W.  J.  Williams,  Bethany 


Elvin  M.  Amen,  M.D.,  Bartlesville 
R.  Palmer  Howard,  M.D.,  Oklaho- 
ma City 

Duane  E.  Brothers,  M.D.,  Tulsa 
Boyd  K.  Lester,  M.D.,  Oklahoma 
City 

Charles  M.  O’Leary,  M.D.,  Oklaho- 
ma City 

Milton  Berg,  M.D.,  Tulsa 
Jim  H.  Earls,  M.D.,  Oklahoma  City 
Committee  on  Nursing 
Joe  L.  Duer,  M.D.,  Woodward, 
Chairman 

Frank  H.  Austin.  M.D.,  Lawton 
Wm.  R.  Cheatwood,  M.D.,  Duncan 
Mrs.  Port  Johnson,  Muskogee 
James  L.  Haddock,  M.D.,  Norman 
C.  S.  Lewis,  M.D.,  Tulsa 
Frank  D.  Chapman,  M.D.,  Bristow 
R.  L.  Austin,  M.D.,  Oklahoma  City 
William  0.  Davis,  M.D.,  Cushing 
Committee  on  Osteopathy 
Frank  W.  Clark,  M.D.,  Ardmore, 
Chairman 

Bob  Rutledge,  M.D.,  Oklahoma  City 
Charles  W.  Letcher,  M.D.,  Miami 
Stanley  R.  McCampbell,  M.D.,  Okla- 
homa City 

Dave  E.  Van  Wormer,  M.D.,  Tulsa 
E.  L.  Buford,  M.D.,  Guymon 
Robert  M.  Shepard.  Jr.,  M.D.,  Tulsa 
Mrs.  Ross  Rumph,  McAlester 
E.  L.  Leonard,  M.D.,  Wagoner 
E.  E.  Shircliff,  M.D.,  Oklahoma  City 
John  A.  Blaschke,  M.D.,  Oklahoma 
City 

H.  A.  Masters,  M.D.,  Tahlequah 
Beryl  D.  Henwood,  M.D.,  Collinsville 
Kelly  West,  M.D.,  Oklahoma  City 
Committee  on  Pharmacy 
E.  D.  Padberg,  M.D.,  Ada,  Chair- 
man 

W.  B.  Renfrow,  M.D.,  Oklahoma  City 
Robert  I.  Lubin,  M.D.,  Tulsa 
J.  F.  Hammarsten,  M.D.,  Oklahoma 
City 

Daniel  M.  Lane,  M.D.,  Oklahoma 
City 

John  R.  Smithson,  M.D.,  Dewey 
H.  L.  Ratliff,  M.D.,  Pawnee 
Cecil  Meares,  M.D.,  Muskogee 
William  G.  Harvey,  M.D.,  Beaver 
THE  FOLLOWING  ARE  RE- 
PORTS FROM  COMMITTEES 
WHICH  HAVE  TAKEN  REPORTA- 
BLE ACTION  DURING  THE  YEAR. 

SECTION  I 
THE  COUNCIL 

Liaison  between  the  Medical  Asso- 
ciation and  other  professional  and 
vocational  organizations  is  maintain- 
ed through  the  Council  on  Profes- 
sional and  Intervocational  Relations. 
All  of  the  committees  which  are  a 


part  of  this  council  have  this  as 
their  prime  goal,  with  the  exception 
of  the  Committee  on  Cults  and 
Quackery. 

During  the  past  year  the  various 
committees  of  the  Council  have  con- 
tinued their  liaison  activities  with  the 
members  of  the  legal  profession, 
clergy,  nurses,  osteopaths,  dentists, 
pharmacists,  and  health  related  pro- 
fessions. This  council  gives  the  asso- 
ciation an  agency  by  which  minor 
problem  areas  between  and  among 
medical  groups  and  other  profession- 
al organizations  can  be  prevented 
from  becoming  major  problems. 

The  exception  to  the  liaison  activi- 
ty of  the  Council  is  found  in  the 
Committee  on  Cults  and  Quackery. 
This  committee  serves  as  a watch- 
dog over  the  activities  of  chiroprac- 
tors and  other  cultists  in  Oklahoma. 
Its  main  fimction  is  to  provide,  when 
needed,  information  to  the  general 
public  and  the  profession  about  the 
cultists  and  quacks. 

Two  new  functions  were  assigned 
to  the  Council  this  year  in  the  form 
of  the  Dental  Liaison  Committee 
and  the  Committee  on  Health  Re- 
lated Professions.  These  will  be  dis- 
cussed further  in  separate  commit- 
tee reports  to  follow. 

SECTION  II 

CULTS  AND  QUACKERY 
COMMITTEE 

During  the  past  year  the  Commit- 
tee on  Cults  and  Quackery  has  con- 
tinued to  compile  a document  file  on 
the  practice  of  chiropractic  in  Okla- 
homa. The  latest  addition  to  the 
file  is  a “fact  sheet  on  chiropractic” 
which  was  placed  in  the  public  rec- 
ord of  the  U.S.  Senate  Finance  Com- 
mittee on  September  15,  1970,  by  the 
AFL-CIO.  The  fact  sheet  was  intro- 
duced to  document  the  AFL-CIO’s 
opposition  to  the  inclusion  of  chiro- 
practic in  the  Medicare  program. 

Another  function  of  the  committee 
this  past  year  was  to  locate  by  city 
and  county  of  operation  all  chiro- 
practors in  the  state.  Based  on 
1969  license  renewals,  there  are  ap- 
proximately 340  chiropractors  in  the 
state.  An  additional  200  hold  state 
license,  but  reside  in  other  states. 

Representatives  of  your  committee 
attended  a regional  AMA  meeting 
on  cults  and  quackery  in  Phoenix, 
Arizona  late  last  year.  Specific  state 
actions  were  discussed  and  recom- 
mended at  that  time.  The  two  bills 
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reported  below  resulted  from  the 
meeting. 

The  committee  recommended  that 
the  OSMA  Legislative  Committee 
consider  the  introduction  of  two  bills 
into  the  state  legislature.  The  first 
bill  would  require  that  all  members 
of  the  healing  arts  be  graduates  of 
schools  accredited  by  either  the  Na- 
tional Commission  on  Accrediting  or 
the  Office  of  Education  of  the  De- 
partment of  Health,  Education  and 
Welfare.  The  second  bill  would  pro- 
hibit advertising  by  any  member  of 
the  healing  arts. 

The  AMA’s  Department  of  Investi- 
gation reported  that  approximate- 
ly fifteen  different  states  were  going 
to  introduce  the  accredited  school 
bill.  The  department  pointed  out  that 
at  the  present  time  no  chiropractic 
school  is  recognized  by  either  of  the 
named  organizations. 

The  OSMA  Legislative  Commit-* 
tee  was  asked  to  prepare  the  two 
bills  and  to  hold  them  until  such 
time  as  the  Legislative  Committee 
determined  that  their  introduction 
would  be  most  beneficial. 

SECTION  III 

COMMITTEE  ON  HEALTH 
RELATED  PROFESSIONS 

This  is  one  of  the  newest  com- 
mittees of  the  association.  It  was 
formed  in  January  of  this  year  in  or- 
der to  give  the  association  an  ap- 
propriate liaison  group  to  deal  with 
the  emerging  health  related  profes- 
sions, such  as  physician’s  assistants. 

At  the  date  of  preparation  of  this 
report,  a formal  meeting  of  this  com- 
mittee has  not  been  held  although 
informal  discussions  and  background 
study  necessary  to  initiate  action 
have  been  encouraged. 

At  the  present  time  there  are  two 
physician  assistants  training  pro- 
grams underway  at  the  University  of 
Oklahoma  Medical  Center.  There 
are  nearly  twenty  different  programs 
throughout  the  United  States  design- 
ed to  train  physician’s  assistants  to 
some  level  of  competence. 

Meanwhile,  four  new  rules  were 
adopted  by  the  Oklahoma  Board  of 
Medical  Examiners  concerning  phy- 
sician’s assistants.  The  new  rules  are 
as  follows: 

1.  To  qualify  as  a physician’s 
trained  assistant  (59  O.S.  1961  § 492), 
any  person  must  be  either  (a)  train- 
ed by  a licensed  physician  for  spe- 


cific duties  in  his  office  under  his 
direct  supervision;  or  (b)  receive  in- 
structions equivalent  to  a baccalaur- 
eate degree  at  an  institution  devoted 
to  education  in  medical  sciences. 

A physician’s  trained  assistant  is 
an  individual  who  assists  a physician 
in  his  usual  practice  of  medicine 
and  whose  activities  require  an  un- 
derstanding of  the  diagnosis  and 
treatment  of  disease  but  do  not  re- 
quire professional  or  advanced  train- 
ing in  medical  science.  Evidence  of 
adequate  instruction  in  basic  science 
and  clinical  experience  received  at 
an  institution  (or  in  an  educational 
program)  devoted  to  medical  science 
shall  be  presented  to  the  Board  for 
evaluation.  Each  applicant  must  be 
certified  by  the  training  institution 
or  program  as  competent  to  function 
as  an  assistant  to  a physician.  Such 
individual  must  perform  his  duties 
under  the  direct  supervision  of  a 
physician  licensed  bv  the  State 
Board  of  Medical  Examiners  of  Okla- 
homa and  does  not  include  physicians 
licensed  for  limited  institutional  prac- 
tice or  physicians  having  a tempor- 
ary license  for  residency  training 
only. 

2.  Educational  and/or  experimen- 
tal programs  for  physician’s  assist- 
ants operating  beyond  the  physical 
confines  of  educational  institutions  in 
the  medical  sciences  shall  request 
approval  of  the  Board  of  Medical  Ex- 
aminers before  initiation.  Applica- 
tions shall  contain  such  information 
as  the  Board  may  require  but  will, 
in  every  instance,  (1)  identify  all  pre- 
sonnel  (student,  instructor,  physi- 
cian, etc.)  involved;  (2)  specify  the 
locations,  facilities  and  purpose  of 
such  program;  and  (3)  furnish  job 
descriptions  and  duration  of  pro- 
gram. 

3.  The  Board  of  Medical  Examin- 
ers may,  at  its  discretion,  appoint 
an  Advisory  Committee  which  shall 
have  the  responsibility  of  advising 
the  Board  on  (1)  requirements  for 
postgraduate  education,  continu- 
ing education,  evaluation/re-evalua- 
tion  and  / or  certification  / re-certifi- 
cation of  the  competence  of  physi- 
cian’s trained  assistants  and  (2) 
standards  of  educational  programs 
for  training  physician’s  assistants. 
The  Board  may  accept  or  reject  any 
portions  of  such  Committee  reports 
at  its  discretion.  The  Committee 
shall  be  composed  of  a representa- 
tive of  the  faculty  of  a physician’s 
assistant  education  program,  a phy- 


sician’s assistant  graduate  of  an 
accepted  program  at  a baccalaur- 
eate level,  at  least  two  members  of 
the  Board  and  any  other  individuals 
whose  expertise  the  Board  may  find 
helpful. 

4.  A physician’s  assistant  as  defin- 
ed in  Rule  One  (b)  must: 

a.  Clearly  identify  himself  as  an 
assistant  to  a physician  by  the  dis- 
play of  an  appropriate  designation. 

b.  Function  only  under  the  direct 
supervision  of  a licensed  physician. 
Independent  health  care  by  a physi- 
cian’s assistant  shall  not  be  per- 
mitted. 

c.  Be  prepared  to  demonstrate,  at 
the  request  of  the  Board,  satisfac- 
tory ability  to  perform  those  tasks 
assigned  to  him  by  his  employer- 
physician. 

d.  Pay  such  fees  as  are  required 
by  the  Board  for  expenses  incurred 
in  the  evaluation  of  his  qualifications 
and  his  continuing  performance. 

SECTION  IV 

MEDICAL-DENTAL  LIAISON 
COMMITTEE 

This  is  a new  committee  of  the 
OSMA,  formed  at  the  request  of  the 
Oklahoma  State  Dental  Association. 
In  early  July  the  Executive  Com- 
mittee of  that  group  requested  es- 
tablishment of  a formal  liaison  com- 
mittee. OSMA  President,  Ed  Cal- 
hoon,  M.D.,  named  a six  man  com- 
mittee made  up  of  the  OSMA  Presi- 
dent-elect, vice-president,  immediate 
past-president,  public  relations  chair- 
man, medical  school  liaison  chair- 
man and  OMPAC  chairman. 

The  two  associations  agreed  to 
meet  quarterly  and  to  alternate  the 
committee  chairmanship  year  by 
year.  The  President-elect  of  each  as- 
sociation would  serve  as  chairman 
or  vice-chairman.  The  OSMA  had 
the  first  chairmanship  and  the  den- 
tal association’s  president-elect  serv- 
ed as  vice-chairman.  It  was  recom- 
mended that  the  executive  directors 
of  the  associations  be  included  on 
the  committee  as  ex-officio  mem- 
bers. 

During  the  first  meeting  various 
aspects  of  the  relationship  between 
the  two  professional  groups  were  dis- 
cussed in  some  depth.  The  need  for 
a constant  exchange  of  information 
on  legislation,  socio-economic  affairs 
and  medical  center  was  stressed. 

Joint  activities  in  the  area  of  group 
purchasing  . . . such  as  insurance, 
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group  travel  and  public  relations  . . . 
were  discussed.  It  was  felt  that  group 
travel  and  group  insurance  programs 
should  be  explored  in  some  depth 
at  a later  time. 

The  areas  where  mutual  interest 
was  most  pronounced  were  in  politi- 
cal action  and  legislation. 

SECTION  V 

MEDICAL-LEGAL  RELATIONS 
COMMITTEE 

On  July  23rd-25th,  1970,  the  OSMA 
Medical-Legal  Relations  Committee 
in  cooperation  with  the  Oklahoma 
Bar  Association’s  Committee  on 
Medical  Relations  held  a “Medical- 
Legal  Institute”  at  Fountainhead 
State  Lodge.  Nearly  150  physicians 
and  attorneys  attended  the  meeting 
to  participate  in  the  three  day  pro- 
gram. 

The  purpose  of  the  institute  was  to 
promote  a closer  “personal”  rela- 
tionship between  the  medical  and  le- 
gal professions;  serve  as  a study  in 
malpractice  prevention  for  physi- 
cians and  to  aid  attorneys  in  ad- 
vising their  physicians-clients;  and, 
finally,  to  give  both  professions  an 
opportunity  to  enter  into  a mean- 
ingful dialog  on  the  problem  areas 
existing  between  them. 

The  institute  was  actually  planned 
during  the  1969-70  Association  fiscal 
year.  Planning  called  for  six  joint 
meetings  with  the  State  Bar  Associa- 
tion Committee.  The  joint  committee 
had  determined  several  years  ago 
that  the  Medical-Legal  Institute 
should  be  held  no  more  often  than 
every  two  years  and  that  it  should 
be  self-sustaining  so  that  it  would 
not  be  a financial  burden  on  either 
association.  A registration  fee  was 
charged  and  the  fee  proved  more 
than  adequate  to  cover  all  expenses 
incurred.  In  fact,  the  joint  commit- 
tee has  a $450  bank  balance  left  to 
serve  as  seed  money  for  the  1972  in- 
stitute. 

SECTION  VI 

MEDICINE  AND  RELIGION 
COMMITTEE 

During  early  October  this  commit- 
tee commenced  planning  on  a semi- 
nar for  physicians  and  clergymen 
to  be  held  early  in  this  year  (1971). 
Unfortunately  the  committee  was  un- 
able to  arrange  for  the  quality  of 
speaker  that  it  would  like  to  have  on 
such  short  notice.  This  necessitated 
moving  the  date  for  the  seminar 
back  to  at  least  September  of  this 
year.  Planning  is  preceding  on  this 


basis  and  the  committee  is  continuing 
its  search  for  a nationally  known 
speaker  that  would  appeal  to  both 
the  clergy  and  medical  professions. 
A two  day  seminar  to  be  held  on  a 
given  Friday  afternoon  and  night 
and  Saturday  is  planned. 

SECTION  VII 

COMMITTEE  ON  OSTEOPATHY 

During  the  1970  annual  meeting 
held  in  Oklahoma  City  the  House  of 
Delegates  recommended  that  a com- 
mittee be  appointed  to  establish  for- 
mal liaison  with  the  Oklahoma  Os- 
teopathic Association.  One  of  the  re- 
quirements was  that  the  committee 
should  be  free  to  enter  into  open  dis- 
cussion on  any  and  all  problems  or 
areas  of  concern  of  either  associa- 
tion. It  was  also  required  that  for- 
mal relations  should  be  established 
only  if  the  Oklahoma  Osteopathic 
Association  was  willing  to  give  its 
counterpart  committee  the  same  lat- 
itude of  discussion. 

This  recommendation  was  adopted 
after  the  H o u s e of  Delegates  heard 
a report  that  in  April  of  last  year, 
prior  to  the  annual  meeting,  a meet- 
ing was  held  at  the  request  of  the 
Oklahoma  Osteopathic  Association. 
However,  their  Executive  Secretary, 
Walter  L.  Gray,  had  specified  that 
the  meeting  was  “for  the  sole  pur- 
pose of  discussing  the  city-county 
hospital  situation  in  Oklahoma.”  The 
recommendation  calling  for  free 
and  open  discussion  was  to  forestall 
the  same  limitation  being  placed  on 
another  joint  meeting. 

In  November  of  last  year  the  Os- 
teopathic Association  requested  an- 
other joint  meeting.  Such  a meeting 
was  scheduled  for  January  24th  of 
this  year.  However,  on  January  7th 
the  Board  of  Trustees  of  the  Osteo- 
pathic Association  adopted  a mo- 
tion allowing  their  committee  to  en- 
ter into  an  open  agenda  meeting 
“with  the  stipulation  that  they  will 
resist  discussion  of  amalgamation  or 
a composite  examining  board.”  This 
latter  phrase  was  viewed  as  a se- 
vere limiting  factor  in  any  meeting. 

It  also  became  apparent  that  the 
Osteopaths  were  having  an  internal 
power  struggle  that  seemed  to  be 
revolving  around  a joint  meeting.  At 
this  point  the  association  determined 
that  the  Osteopathic  Association 
needed  to  work  out  its  own  problems 
before  meeting  with  the  Committee 
on  Osteopathy  and  the  meeting  was 
cancelled. 


It  now  appears  that  there  has  been 
a number  of  changes  in  the  Osteo- 
pathic Association.  Indications  are 
that  they  will  be  willing  to  enter  into 
free  and  open  discussions  in  the 
near  future. 

SECTION  VIII 
Recommendations : 

1.  It  is  recommended  that  the 
Council  on  Professional  and  Intervo- 
cational  Relations  continue  its  liaison 
efforts  with  other  professional  and 
vocational  organizations. 

2.  It  is  recommended  that  the  Com- 
mittee on  Osteopathy  continue  its  ef- 
forts at  liaison  with  the  Oklahoma 
Osteopathic  Association.  The  com- 
mittee should  be  free  to  enter  into 
open  discussion  on  any  and  all  prob- 
lems or  areas  of  concern  of  either  as- 
sociation. However,  its  main  purpose 
should  be  to  reach,  if  possible,  mu- 
tually agreeable  solutions  to  inter- 
professional problems.  Any  decision 
on  possible  policy  changes  will,  of 
course,  be  taken  to  the  OSMA  Board 
of  Trustees  and  House  of  Delegates. 

Report  of  the 

COUNCIL  ON  SOCIO-ECONOMIC 
ACTIVITIES 
(APPROVED) 

Council  Members 

B.  C.  Chatham,  M.D.,  Chickasha, 
Chairman 

Ann  K.  Kent,  M.D.,  Muskogee 
Richard  W.  Loy,  M.D.,  Pawhuska 
Roger  Reid,  M.D.,  Ardmore 
James  P.  Bell,  M.D.,  Oklahoma  City 
Mrs.  E.  C.  Mohler,  Ponca  City 
Thurman  Shuller,  M.D.,  McAlester 
Robert  Sukman,  M.D.,  Oklahoma 
City 

Walter  E.  Brown,  M.D.,  Tulsa 
Harold  Stout,  M.D.,  Waurika 
Richard  E.  Carpenter,  M.D.,  Okla- 
homa City 

Arthur  E.  Schmidt,  M.D.,  Oklahoma 
City 

E.  N.  Lubin,  M.D.,  Tulsa 
Myra  A.  Peters,  M.D.,  Tulsa 
Arnold  G.  Nelson,  M.D.,  Midwest 
City 

Howard  B.  Keith,  M.D.,  Shattuek 
Occupational  Medicine  Committee 
James  P.  Bell,  M.D.,  Oklahoma  City, 
Chairman 

Robert  R.  Dugan,  M.D.,  Oklahoma 
City 

A.  M.  Mery,  M.D.,  Bartlesville 
Bob  J.  Rutledge,  M.D.,  Oklahoma 
City 

Kieffer  D.  Davis,  M.D.,  Bartlesville 
Frank  Phelps,  M.D.,  Tulsa 
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R.  L.  Lembke,  M.D.,  Ponca  City 
Casper  H.  Smith,  M.D.,  Duncan 
W.  W.  Schottstaedt,  M.D.,  Oklahoma 
City 

Gifford  H.  Henry,  M.D.,  Tulsa 
J.  Robert  Dille,  M.D.,  Oklahoma  City 
Mark  A.  Everett,  M.D.,  Oklahoma 
City 

Robert  G.  Perryman,  M.D.,  Tulsa 
Jack  L.  Richardson,  M.D.,  Tulsa 
James  D.  Green,  M.D.,  Tulsa 
C.  J.  Stemhagen,  M.D.,  Oklahoma 
City 

Samuel  C.  Jack,  M.D.,  Lawton 
James  Berry  Wise,  M.D.,  Oklahoma 
City 

Prepaid  Medical  Care  Committee 
Charles  Bodine,  M.D.,  Oklahoma 
City,  Chairman 

Richard  W.  Loy,  M.D.,  Pawhuska 
Neil  B.  Kimerer,  M.D.,  Oklahoma 
City 

William  L.  Parry,  M.D.,  Oklahoma 
City 

Joe  E.  Tyler,  M.D.,  Tulsa 
B.  H.  Gaston,  M.D.,  Muskogee 
Vernon  M.  Lockard,  M.D.,  Bartles- 
ville 

Edward  L.  Moore,  M.D.,  Tulsa 
William  J.  Forest,  M.D.,  Oklahoma 
City 

Samuel  R.  Turner,  M.D.,  Tulsa 
Arthur  E.  Schmidt,  M.D.,  Oklahoma 
City 

Herbert  Kent,  M.D.,  Oklahoma  City 
Emil  E.  Palik,  M.D.,  Tulsa 
James  W.  Kelley,  M.D.,  Tulsa 
Richard  G.  Williams,  M.D.,  Tulsa 
Governmental  Relations  Committee 
Robert  Sukman,  M.D.,  Oklahoma 
City,  Chairman 

Mark  R.  Johnson,  M.D.,  Oklahoma 
City 

Arnold  G.  Nelson,  M.D.,  Midwest 
City 

Ross  Deputy,  M.D.,  Clinton 
Casper  H.  Smith,  M.D.,  Duncan 
Rayburne  W.  Goen,  M.D.,  Tulsa 
W.  B.  Renfrow,  M.D.,  Oklahoma  City 
W.  C.  McCurdy,  M.D.,  Purcell 
Mrs.  Alfred  T.  Baker,  Durant 
John  A.  Schilling,  M.D.,  Oklahoma 
City 

Oliver  H.  Patterson,  M.D.,  Sapulpa 
Jack  D.  Fetzer,  M.D.,  Woodward 
James  W.  Owen,  M.D.,  Bartlesville 
William  J.  Preston,  M.D.,  Tulsa 
George  E.  Merkley,  M.D.,  Boise  City 
John  H.  Reynolds,  M.D.,  Muskogee 
Jack  T.  Terry,  M.D.,  Ponca  City 


Medical  Insurance  Review  Committee 
Sub-Committee  A 

Charles  R.  Gibson,  M.D.,  Chicka- 
sha,  Chairman 

David  R.  Brown,  M.D.,  Oklahoma 
City 

Robert  J.  Hogue,  Jr.,  M.D.,  Guthrie 
Leon  D.  Combs,  M.D.,  Shawnee 
George  N.  Beckloff,  M.D.,  Stratford 
Ceylon  S.  Lewis,  M.D.,  Tulsa 
Jack  L.  Richardson,  M.D.,  Tulsa 
Harold  W.  Calhoon,  M.D.,  Tulsa 
D.  Kent  Braden,  M.D.,  Oklahoma 
City 

Elmer  Ridgeway,  Jr.,  M.D.,  Oklaho- 
ma City 

John  W.  Richardson,  M.D.,  Oklaho- 
ma City 

Sub-Committee  B 

Howard  B.  Keith.  M.D.,  Shattuck. 
Chairman 

Fred  D.  Switzer,  M.D.,  McAlester 
G.  Rainey  Williams,  M.D.,  Oklahoma 
City 

Alfred  H.  Bungardt,  M.D.,  Tulsa 
Frank  L.  Adelman,  M.D.,  Enid 
Edward  L.  Moore,  M.D.,  Tulsa 
James  S.  Williams,  M.D.,  Bartles- 
ville 

Maurice  Gephardt,  M.D.,  Muskogee 
Homer  D.  Hardy,  Jr.,  M.D.,  Tulsa 
Ross  Deputy,  M.D.,  Clinton 
Leonard  H.  Brown,  M.D.,  Tulsa 

SECTION  I 
Council  Activities 

The  purpose  of  the  Council  is  to 
oversee  the  activities  of  the  commit- 
tees under  its  direction  and,  in  addi- 
tion, it  may  initiate  projects  of  its 
own. 

For  the  past  several  years,  repre- 
sentatives of  the  council  have  been 
involved  in  the  Oklahoma  Health 
Economic  Council  (OHEC).  One  of 
the  projects  of  OHEC  was  to  create 
a “buyers  guide”  to  assist  Oklaho- 
mans in  the  selection  of  high-quality 
prepaid  protection  against  the  costs 
of  illness.  By  doing  so,  it  was  thought, 
a well-protected  public  would  be  less 
inclined  to  support  further  govern- 
ment health  care  schemes. 

The  copy  for  a buyers  guide  was 
developed  and  approved  by  the 
House  of  Delegates  with  the  instruc- 
tion that  the  Council  on  Socio-Eco- 
nomic Activities  be  authorized  to  par- 
ticipate with  Oklahoma  Blue  Shield 
and  the  Oklahoma  Hospital  Associa- 
tion in  printing  and  distributing 
the  guide  (with  the  proviso  that  the 
OSMA  financial  contribution  be  gov- 
erned by  budgetary  considerations 


as  approved  by  the  association’s 
Board  of  Trustees). 

Subsequently.  Oklahoma  Blue 
Shield  offered  to  contribute  an 
amount  equal  to  the  OSMA  to  offset 
printing  costs,  but  it  was  learned  that 
the  Oklahoma  Hospital  Association 
would  not  likely  participate.  To  do 
an  effective  job  in  reaching  the  pub- 
lic on  a statewide  basis  it  was  esti- 
mated that  200,000  guides  would  be 
needed  at  a cost  of  some  $10,000. 
Thus,  the  OSMA  faced  a poten- 
tial outlay  of  about  $5,000. 

Meanwhile,  it  was  learned  that  the 
American  Medical  Association  was 
planning  to  produce  and  distribute 
a buyers  guide  on  a nationwide  bas- 
is. 

With  these  factors  in  mind,  the 
Council  on  Socio-Economic  Activities 
voted  on  October  13th  to  request  that 
Oklahoma  Blue  Shield  consider 
printing  the  guide  totally  at  its  ex- 
pense and  to  authorize  Blue  Shield  to 
take  credit  for  the  publication  if  nec- 
essary. 

Although  there  was  some  delay  in 
transmitting  the  request  to  Blue 
Shield,  the  prepaid  health  care  or- 
ganization has  the  matter  under  con- 
sideration and  may  be  favorably 
disposed  toward  shouldering  the  en- 
tire printing  costs.  However,  Blue 
Shield  officials  believe  the  folder 
would  be  better  accepted  by  the 
public  if  it  was  released  under  the 
auspices  of  the  Oklahoma  Health  Ec- 
onomic Council. 

SECTION  II 

Occupational  Medicine  Committee 

During  the  summer  of  1969  your 
committee  established  a volunteer 
panel  of  50-60  physicians  who  were 
willing  to  review  Workmens’  Com- 
pensation cases  for  the  Industrial 
Court,  when  in  the  opinion  of  the 
judges  there  was  a divergence  of 
medical  opinion  rendered.  Due  to 
punitive  legislation  and  unjustified 
criticism  the  association  severed  its 
formal  relationship  with  the  court. 
However,  with  the  consent  of  the  vol- 
unteering physicians  we  offered  the 
court  the  services  of  those  physicians 
on  an  individual  basis.  In  Septem- 
ber of  last  year  your  committee 
surveyed  the  volunteer  physicians  to 
see  how  many  cases  had  been  refer- 
red by  the  judges.  No  affirmative 
replies  were  received.  Apparently 
the  “divergent  medical  testimony” 
problem  is  not  a problem. 

This  year  a bill  to  establish  such 
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a medical  panel  by  law  has  been 
introduced,  its  chances  for  passage 
are  dim.  In  addition,  other  legisla- 
tion has  been  proposed  to  permit  an 
injured  worker  with  a pre-existing 
disability  or  chronic  illness  to  waive 
his  compensable  rights  in  order  to  be 
gainfully  employed,  again  this  bill  is 
opposed  by  labor. 

In  the  32nd  legislature  your  com- 
mittee worked  and  helped  secure 
passage  of  an  act  creating  a Board 
of  Health  and  Safety  Compliance  and 
Appeals,  an  Occupational  Health  and 
Safety  Standards  Commission  and  a 
Health  and  Safety  Education  and 
Training  Division.  Due  to  the 
change  in  administration,  none  of  the 
boards  or  commissions  have  been 
appointed  and  it’s  unlikely  that  this 
law  will  make  a significant  impact  on 
occupational  health  problems.  Hope- 
fully, as  Oklahoma  becomes  more  in- 
dustrialized, government,  labor  and 
industry  will  recognize  the  need  for 
more  programs  on  safety  and  preven- 
tion and  our  own  profession  will  be- 
come more  aware  of  industrial  dis- 
ease and  injury. 

Your  committee  has  maintained  a 
continuous  dialogue  with  representa- 
tives of  labor  and  industry,  unfor- 
tunately, we  seem  to  accomplish  lit- 
tle because  these  two  groups  find 
little  on  which  to  agree.  We  have 
requested  and  hopefully  will  have 
next  year  a session  with  representa- 
tives of  these  groups  and  Insurance 
representatives  to  see  if  new  pro- 
grams can  be  initiated.  We  also  plan 
to  survey  our  membership  to  deter- 
mine their  interest  in  occupational 
medicine  and  if  sufficient  interest  is 
apparent,  hold  a seminar  devoted  to 
the  subject. 

There  is  still  considerable  pressure 
at  the  national  level  to  adopt  a 
uniform  Workmen’s  compensation 
act,  or  establish  federal  standards  to 
which  each  state  must  adhere.  These 
proposals  are  being  bitterly  oppos- 
ed by  some  and  supported  by  others. 
Federal  standards  for  workmen’s 
compensation  have  the  same  hazards 
as  uniform  standards  for  health  care. 

Your  committee  chairman  attend- 
ed the  AMA  Congress  on  Occupation- 
al Health  and  we  continue  liaison 
with  the  AMA  Department  on  Occu- 
pational Health. 

Recommendations : 

1.  That  the  seminar  on  Occupa- 
tional Medicine  be  conducted  if  suf- 
ficient interest  is  shown. 

2.  That  liaison  with  Labor,  Indus- 


try and  Insurance  representatives  be 
continued. 

3.  The  association  continue  to  sup- 
port occupational  medicine  legisla- 
tion pending  in  the  state  legislature, 
specifically  HB  1224  that  creates  a 
medical  panel  and  HB  1225  that  pro- 
vides for  a waiver  of  compensation. 

SECTION  III 

Prepaid  Medical  Care  Committee 

This  committee  serves  the  func- 
tion of  liaison  between  the  profes- 
sion and  the  health  insurance  indus- 
try, principally  with  Oklahoma  Blue 
Shield,  since  other  carriers  seldom 
bring  problems  to  the  committee  for 
guidance. 

However,  during  the  past  year,  no 
formal  requests  were  received,  ei- 
ther from  health  insurance  car- 
riers or  from  members  of  the  medi- 
cal profession,  for  the  consideration 
of  the  committee. 

SECTION  IV 

Governmental  Relations  Committee 

From  July  1st,  1966  to  July  1st, 
1967  the  methodology  for  paying  all 
Medicare  physician  claims  was  that 
system  employed  by  the  Aetna  Medi- 
care Claims  Administration.  Al- 
though the  Department  of  Public 
Welfare  had  used  Title  XIX  funds 
to  pay  the  Medicare  premiums  for 
Old  Age  Assistance  Recipients,  the 
charge  data  of  Aetna  was  used  in 
the  processing  of  all  claims. 

However,  the  Department  of  Pub- 
lic Welfare  was  paying  the  coinsur- 
ance and  the  deductables  for  OAA- 
Medicare  beneficiaries,  and  this 
brought  about  tremendous  adminis- 
trative problems  of  coordination  be- 
tween the  two  carriers  since  each 
organization  was  paying  a portion  of 
each  claim.  As  a result,  on  July  1, 
1967,  the  Department  of  Public  Wel- 
fare began  processing  the  basic  Med- 
icare claims  for  all  Old  Age  Assist- 
ance beneficiaries. 

Under  this  division  of  responsibility 
for  Medicare  administration,  differ- 
ent methodology  was  developed  by 
the  two  carriers  for  the  processing  of 
claims  under  the  same  program 
which  was  based  on  the  “usual,  cus- 
tomary and  reasonable”  fee  con- 
cept. It  wasn’t  long  until  the  Okla- 
homa State  Medical  Association 
began  receiving  complaints  from 
physicians  that  the  two  carriers,  both 
operating  under  the  same  federal 
law  and  UCR  regulations,  were  often 


paying  different  fees  for  the  same 
medical  service. 

The  differences  in  methodology 
were  primarily  differences  in  area 
location  and  differences  in  recog- 
nizing physicians  according  to  their 
type  of  practice  or  specialty.  In  oth- 
er words,  the  area  designation  em- 
ployed by  the  two  carriers  was 
different,  and  this  created  a differ- 
ence in  prevailing  charge  data. 
Moreover,  customary  charge  data 
for  individual  physicians  differed  be- 
cause of  variable  methods  of  coding 
individual  claims. 

On  at  least  two  different  occa- 
sions, representatives  of  the  associ- 
ation appealed  to  the  carriers  to  de- 
velop a uniform  method  to  determine 
“usual,  customary  and  reasonable” 
fees. 

On  April  7th,  1970,  the  two  carriers 
met  with  representatives  of  the  fed- 
eral Bureau  of  Health  Insurance  to 
discuss  the  use  of  one  uniform  set 
of  charge  data.  Federal  officials  felt 
it  was  necessary  to  adapt  to  a 
common  methodology  in  order  to 
be  reasonably  certain  that  identical 
services  would  be  processed  with  the 
same  allowable  charge  by  both  car- 
riers. 

The  system  employed  by  the  Aet- 
na Life  and  Casualty  Company  was 
selected  by  the  Bureau  of  Health  In- 
surance for  use  in  both  implementa- 
tions of  the  Medicare  law.  Other 
meetings  were  held  regarding  the 
conversion  to  a common  charge 
screen,  and  on  January  1st,  1971  the 
Department  of  Public  Welfare  began 
using  the  Aetna  system  and  data. 

There  have  been  instances  since 
January  1st  where  allowable  charges 
by  the  Department  of  Public  Wel- 
fare were  reduced  as  a result  of  us- 
ing Aetna  data.  Conversely,  there 
have  been  other  instances  where  the 
Aetna  allowable  charge  has  been 
higher  than  the  system  previously 
employed  by  the  welfare  depart- 
ment. Increases  primarily  involve  al- 
lowances for  surgical  procedures, 
and  decreases  generally  have  been 
in  the  area  of  hospital  and  office 
visits. 

The  two  carriers  are  coordinating 
their  efforts  to  effectively  comply 
with  the  directive  of  the  Bureau  of 
Health  Insurance.  It  is  hoped  that 
the  conversion  to  a uniform  method- 
ology will  eliminate  the  confusion 
of  the  past  without  any  serious  im- 
positions on  members  of  the  Oklaho- 
ma State  Medical  Association. 
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SECTION  V 
Medical  Insurance 
Review  Committee 

Your  association  has  maintained  a 
peer  review  mechanism  to  adjudi- 
cate claims  since  July  1,  1966.  In 
July,  1969,  at  the  direction  of  the 
OSMA  Board  of  Trustees,  the  organ- 
ization and  procedure  of  the  medical 
insurance  review  committee  was 
changed  in  order  to  accelerate  the 
handling  of  cases.  The  new  organi- 
zation called  for  two  subcommittees 
of  ten  members  each,  plus  a chair- 
man, to  meet  on  alternate  months. 

We  are  now  completing  our  second 
year  of  operation  under  the  reorgani- 
zation. During  the  past  ten  months, 
June,  1970  through  March  1971,  the 
two  committees  have  heard  93  cases. 
Fifty-two  cases  involved  Blue  Shield, 
21  involved  the  Department  of  Pub- 
lic Welfare,  8 were  with  Aetna-Medi- 
care,  4 with  Travelers  Insurance  Co., 
and  the  remainder  involved  only  one 
case  per  company,  with  the  last  four 
cases  being  brought  by  physicians 
for  personal  advice. 

The  following  is  a statistical  break- 
down of  the  cases  heard  involving 
each  of  the  major  carriers: 

Aetna-Medicare : A total  of  7 cases 
were  heard,  but  one  of  these  involv- 
ed only  advice  to  Aetna.  Six  cases 
were  decided  in  favor  of  the  doctor 
while  the  committee  upheld  Aetna 
in  one. 

Department  of  Public  Welfare:  The 
Department  brought  21  cases  to 
the  attention  of  the  committee,  but  7 
of  these  were  brought  for  advice 
only.  Of  the  14  cases  brought  involv- 
ing actual  fee  disputes,  13  were  set- 
tled in  favor  of  the  doctor,  and  the 
committee  upheld  the  department’s 
position  in  one. 

Travelers : Travelers  brought  4 

UCR  fee  disputes  to  the  committee, 
two  were  settled  in  favor  of  the  phy- 
sician and  two  in  favor  of  the  car- 
rier. 

Blue  Shield:  It  should  be  noted  that 
Blue  Shield  is  the  only  carrier  which 
presents  a fee  recommendation  to 
the  committee  for  consideration.  In 
the  52  cases  considered,  the  commit- 
tee upheld  the  doctor’s  fee  as  charg- 
ed 20  times,  the  carrier’s  rec- 
ommended fee  ten  times,  and  in  22 
instances  compromised  somewhere 
between  the  doctor’s  billed  fee  and 
the  carriers’  recommendation. 


On  several  occasions  your  commit- 
tee has  counseled  with  physicians  to 
enable  them  to  work  out  difficulties 
with  carriers  or  with  their  billing 
practices  in  general. 

With  the  exception  of  cases  involv- 
ing physicians  from  Tulsa  County, 
your  committee  is  able  to  accept  the 
case,  hear  it,  and  make  the  recom- 
mendation in  45  days  at  a maximum. 
At  the  request  of  the  Tulsa  County 
Medical  Society  Insurance  Review 
Committee,  they  are  given  30  addi- 
tional days  to  hear  each  case.  There- 
fore, a case  involving  a Tulsa  doc- 
tor could  take  up  to  75  days  be- 
fore final  recommendation  is  made 
(It  should  be  noted  that  even  the 
Tulsa  County  cases  are  usually  heard 
in  much  less  than  75  days). 

Your  committee  does  not  have  any 
recommendations  to  make  at  this 
time.  With  the  ever  increasing  pos- 
sibility that  a national  peer  review 
system  will  be  imposed  upon  us,  the 
committee  feels  that  the  association 
should  remain  as  flexible  as  pos- 
sible so  that  it  can  deal  with  rapidly 
changing  circumstances. 

Resolution  No.  8 

(DISAPPROVED  — SUBSTITUTE 
POLICY  STATEMENT) 
SUBMITTED  BY:  Oklahoma  Coun- 
ty Medical  Society 
TITLE:  Audit  of  Hospital  Records 
REFERRED  TO:  Reference  Com- 
mittee No.  Ill 

WHEREAS,  the  Department  of 
Public  Welfare  of  the  State  of  Okla- 
homa has  undertaken  audits  of  pa- 
tients’ charts  by  lay  employees  of 
the  Department  in  certain  teaching 
hospitals  in  Oklahoma  City,  and  per- 
haps elsewhere,  to  determine  the 
actual  participation  of  the  physician 
in  treatment  of  “service”  patients 
under  the  Department’s  care,  and 
WHEREAS,  physicians  are  wary 
of  such  audits  being  made  since  they 
do  not  constitute  peer  review,  and 
WHEREAS,  it  seems  apparent  that 
contractual  agreement  between  the 
Department  of  Public  Welfare  and 
the  hospitals  so  involved  in  the  audit 
permit  free  and  total  perusal  of 
charts  and  records  with  the  permis- 
sion of  each  patient 
NOW,  THEREFORE,  BE  IT  RE- 
SOLVED that  hospitals  in  the  State 
of  Oklahoma  engaged  in  teaching 
and  therefore  caring  for  patients  un- 
der the  Department  of  Public  Wel- 
fare program  under  Title  XIX  of 
the  Medicare  Law  shall  renegotiate 


the  contracts.  Such  renegotiated  con- 
tracts shall  more  specifically  outline 
the  procedure  to  be  followed  in  such 
auditing  with  limitation  of  the 
amount  of  the  charts  and  records 
made  available  to  non-physician 
auditors  and  the  phrase  “with  the 
consent  of  the  attending  physician” 
shall  be  included  in  such  contractual 
arrangement. 

NOW,  THEREFORE,  BE  IT  FUR- 
THER RESOLVED  that  the  Okla- 
homa State  Medical  Association  and 
the  individual  medical  staffs  of  pri- 
vate teaching  hospitals  of  the  State 
of  Oklahoma  so  involved  be  on  rec- 
ord as  opposed  to  any  further  types 
of  auditing,  either  for  appropriate- 
ness of  patient  care  or  fees  charged, 
these  being  a proper  consideration 
only  of  such  established  peer  review 
mechanisms  as  are  functioning  on 
hospital  staffs  and  the  appropriate 
peer  review  organization  of  the 
Oklahoma  State  Medical  Association. 

(SUBSTITUTE  POLICY 
STATEMENT— APPROVED) 
OSMA  remains  on  record  in  oppo- 
sition to  other  than  clerical  auditing 
by  lay  people. 

The  review  of  medical  records  re- 
garding the  appropriateness,  medi- 
cal necessity,  quality  of  medical 
services  or  the  appropriateness  of 
fees  remains  a peer  review  function 
to  be  performed  only  by  physicians 
who  may  refer  to  the  OSMA  peer  re- 
view committee  when  indicated. 

Resolution  No.  13 
(APPROVED  AS  AMENDED) 
SUBMITTED  BY:  Robert  Hogue, 

Jr.,  M.D. 

TITLE:  Relations  with  the  Depart- 
ment of  Public  Welfare 
REFERRED  TO:  Reference  Com- 

mittee No.  II 

WHEREAS,  the  1970  House  of 
Delegates  of  the  Oklahoma  State 
Medical  Association  unanimously 
passed  a resolution  requesting  the 
President  of  our  Association  to  con- 
tact the  Governor  of  the  State  of 
Oklahoma  in  an  effort  to  obtain  a 
more  equitable  and  cooperative  ar- 
rangement with  the  Department  of 
Public  Welfare,  and 
WHEREAS,  our  President  was  un- 
able to  gain  an  audience  with  Gov- 
ernor Bartlett  to  even  make  such  a 
request,  and 

WHEREAS,  the  Department  of 
Public  Welfare  continues  to  flagrant- 
ly refuse  to  cooperate  with  the  Okla- 
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homa  State  Medical  Association 
Medical  Insurance  Review  Commit- 
tee and  abide  by  its  decisions,  and 

WHEREAS,  the  Department  of 
Public  Welfare  continues  to  reduce 
physician’s  fees  without  rhyme  or 
reason, 

NOW,  THEREFORE,  BE  IT  RE- 
SOLVED that  the  President  of  the 
OSMA  designate  a committee  to  try 
to  work  out  a solution  to  this  prob- 
lem and  if  at  the  end  of  the  three 
month  period  this  solution  has  not 
been  found,  the  committee  is 
directed  to  take  this  grievance  to  the 
Bureau  of  Health  Insurance  and  our 
representatives  in  Congress  in  an  ef- 
fort to  find  a method  to  gain  reason- 
able cooperation  from  the  Depart- 
ment of  Public  Welfare. 

Report  of  the 

COUNCIL  ON  INSURANCE 

( APPROVED ) 

Council  Members 
Jack  D.  Fetzer,  M.D.,  Chairman 
C.  E.  Woodard,  M.D. 

Robert  W.  Kahn,  M.D. 

William  G.  Bernhardt,  M.D. 

John  P.  Haddock,  M.D. 

William  M.  Leebron,  M.D. 

C.  Alton  Brown,  M.D. 

James  B.  Snow,  M.D. 

David  D.  Fried,  M.D. 

Myra  A.  Peters,  M.D. 

Warren  G.  Gwartney,  M.D. 

Max  A.  Glaze,  M.D. 

W.  S.  Dandridge,  M.D. 

Virgil  Ray  Forester,  M.D. 

Mrs.  Forest  D.  Harris 

SECTION  I 

DISABILITY  INCOME  PROGRAM 

The  disability  income  program  is 
underwritten  by  the  Insurance  Com- 
pany of  North  America  and  is  ad- 
ministered by  C.  L.  Frates  and  Com- 
pany. 

There  are  currently  698  members 
insured  under  the  plan.  The  pro- 
gram allows  a physician  to  select 
from  a number  of  waiting  periods 
and  from  a variety  of  monthly  bene- 
fit ranges  up  to  $1,200  per  month 
(during  the  past  year  the  Council  on 
Insurance  increased  the  maximum 
monthly  benefit  from  $800  to  $1,200). 
It  also  provides  options  as  to  the 
length  of  time  benefits  will  be  paid 
for  disability  due  to  sickness  . . . 
three  years,  five  years,  or  to  age 
65. 

Since  the  inception  of  the  program 
in  1961,  $1,475,079.57  has  been  col- 
lected in  premiums  and  $1,003,263.19 


has  been  paid  in  claims  or  is  reserv- 
ed for  losses.  In  1970,  paid  claims 
and  reserves  appear  to  make  it 
an  unprofitable  year  for  the  com- 
pany. 

There  have  been  no  rate  increases 
since  1961,  a rather  remarkable 
feature  of  the  program  which  in- 
dicates its  stability. 

The  Council  on  Insurance  has  tried 
over  the  years  to  adjust  benefits  up- 
ward to  keep  abreast  of  inflation,  to 
provide  broader  benefits,  and  to 
maintain  a stable  premium.  It  is  be- 
lieved that  the  OSMA  disability  in- 
come program  is  competitive  with 
other  offerings  made  available  to 
Oklahoma  physicians. 

SECTION  II 

OVERHEAD  EXPENSE  PROGRAM 

This  program  is  underwritten  by 
the  Continental  Casualty  Insurance 
Company  through  C.  L.  Frates. 
There  are  only  154  members  of  the 
association  insured  under  this  plan 
which  has  been  available  since  1962. 

The  program  indemnifies  physi- 
cians against  the  costs  of  keeping 
their  offices  open  during  periods  of 
disability  due  to  accident  or  illness. 
From  $300  up  to  $1,500  a month  cov- 
erage may  be  purchased  for  a dis- 
ability period  lasting  18  months. 
There  are  options  for  waiting  periods 
before  benefits  begin,  either  15  days 
or  30  days. 

Premiums  for  this  program  are  ex- 
tremely competitive.  Favorable  loss 
experience  has  enabled  the  Council 
on  Insurance  to  lower  premiums  by 
20%  since  the  inception  of  the  pro- 
gram. 

The  premiums  are  tax  deductable 
as  a business  expense. 

SECTION  III 

PROFESSIONAL  LIABILITY 

PROGRAM 

The  association’s  professional  lia- 
bility program  ranks  as  one  of  the 
nation’s  finest.  It  is  underwritten  by 
the  Pacific  Employers  Indemnity 
Company,  a subsidiary  of  the  Insur- 
ance Company  of  North  America. 

At  a time  when  other  state  medi- 
cal associations  are  having  difficulty 
in  finding  coverage  for  their  mem- 
bers at  any  price,  the  OSMA  plan 
offers  broad  coverage  with  a strong 
company  at  approximately  one-half 
the  rates  being  charged  by  other 
companies  doing  business  in  Oklaho- 
ma. 

The  program  has  undergone  only 


one  rate  increase  in  four  years,  and 
losses  continue  to  be  relatively  fa- 
vorable. For  example,  as  of  March 
25,  1971,  $2,072,115.59  has  been  col- 
lected in  premiums  since  the  incep- 
tion of  the  program,  but  only  $87,- 
245.00  has  actually  been  paid  out  in 
claims.  However,  the  company  has 
established  reserves  for  possible 
losses  of  $454,950.00.  Despite  the  high 
reserve  figure  the  program  remains 
financially  stable  and  premium  rates 
for  1971  remain  the  same. 

Your  Council  on  Insurance  has  car- 
ried out  a claims  prevention  pro- 
gram by  conducting  educational 
courses  on  medical-legal  matters  at 
annual  meetings  and  at  county  med- 
ical society  meetings.  In  addition,  a 
very  informative  professional  liabili- 
ty booklet  has  been  prepared  for  the 
benefit  of  OSMA  members,  copies 
of  which  have  been  distributed  state- 
wide and  are  still  available  through 
the  association  office. 

The  program  features  a contract 
between  the  association  and  the  com- 
pany which  is  unique  to  this  type  of 
insurance.  The  company  is  required 
by  this  contract  to  advise  the  asso- 
ciation of  all  claims  and  reserves, 
thus  making  it  possible  at  all  times 
for  the  Council  on  Insurance  to  mon- 
itor the  performance  of  the  plan  and 
to  protect  the  membership  against 
unwarranted  premium  increases.  To 
protect  against  lost  policies,  the  con- 
tract also  provides  that  the  company 
must  periodically  report  to  the 
OSMA  the  names  of  all  insured  phy- 
sicians, the  amounts  of  their  con- 
erages  and  their  policy  numbers. 
Precipitous  premium  increases  are 
also  averted  by  the  terms  of  the  con- 
tract, and  cancellation  of  the  pro- 
gram cannot  be  achieved  without  six 
months  notice. 

The  Council  on  Insurance  is  con- 
tinuing to  negotiate  with  the  com- 
pany over  one  particular  problem. 
Last  year,  the  nation’s  casualty 
companies  increased  their  loss  de- 
velopment factor  from  two  to  four. 
This  factor  is  a multiplier  which  is 
applied  against  reserves  for  pend- 
ing or  potential  claims  as  an  indi- 
cator of  the  company’s  actual  ex- 
posure. Because  the  statute  of  limi- 
tations does  not  ran  on  malpractice 
until  “discovery”  of  alleged  neg- 
ligence, claims  reported  in  any  sin- 
gle year  do  not  reflect  the  true  haz- 
ard of  experience  (some  cases  do  not 
materialize  for  as  long  as  twenty 
years,  and  a five  to  seven  year  de- 
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lay  is  common).  The  loss  develop- 
ment factor  is  multiplied  against 
known  reserves  to  take  into  ac- 
count this  “tail  of  the  kite”  situa- 
tion, and  losses  thus  developed  are 
applied  against  the  premium  income 
to  determine  the  need  for  premium 
increases.  Thus,  the  industry’s  deci- 
sion to  double  the  loss  development 
factor  can  materially  affect  the 
Oklahoma  program. 

Because  the  Council  on  Insurance 
believes  that  the  malpractice  climate 
in  Oklahoma  is  much  more  favorable 
than  the  national  average,  the  pro- 
gram administrator  has  been  asked 
to  negotiate  with  the  company  a fac- 
tor which  would  be  totally  based  on 
Oklahoma’s  loss  experience.  At  this 
point,  the  company  seems  favorably 
inclined  and  we  look  forward  to  a re- 
duction in  our  “losses”  as  might  be 
influenced  by  a lower  loss  devel- 
opment factor. 

Growth  in  enrollment  in  the  pro- 
gram has  been  remarkable.  At  the 
present  time,  1,504  members  are  par- 
ticipating in  the  OSMA-endorsed  pro- 
fessional liability  program. 

SECTION  IV 
EXCESS  LIMITS 
LIABILITY  PROGRAM 

As  a companion  to  the  associa- 
tion’s basic  malpractice  program, 
the  OSMA  has  endorsed  the  Insur- 
ance Company  of  North  America’s 
“XIC”  policy  for  those  physicians 
who  wish  to  carry  their  protection 
to  very  high  limits  of  coverage. 

This  coverage  requires  basic  mal- 
practice protection  of  $100,000/$300,- 
000,  after  which  the  XIC  program 
will  extend  the  protection  to  as  high 
as  $1,000,000.  The  XIC  plan  also  pro- 
vides excess  limits  protection  on 
homeowners,  auto,  farmers  per- 
sonal liability,  watercraft,  aircraft, 
etc.  (subject  to  having  required 
basic  liability  protection  for  each 
peril). 

XIC  is  recommended  by  the  Coun- 
cil on  Insurance  as  an  economical 
way  to  achieve  adequate  protection 
during  this  period  of  excessively  high 
damage  suit  awards.  However,  XIC 
is  not  mandatory  with  respect  to  the 
association’s  basic  malpractice  plan 
...  a physician  may  elect  to  pur- 
chase his  entire  protection  to  high 
limits  under  the  basic  program. 

Some  249  OSMA  members  are  par- 
ticipating in  XIC.  Premiums  in  1970 


were  $32,913.  There  have  been  no 
losses. 

SECTION  V 

GROUP  TERM  LIFE  INSURANCE 

This  program  is  underwritten  by 
the  Massachusetts  Mutual  Life  In- 
surance Company  through  the  Wil- 
son and  Wilson  general  agency. 

Massachusetts  Mutual  has  offered 
a group  term  life  insurance  program 
to  OSMA  members  since  1956. 

For  the  year  ended  March  31,  1971, 
life  insurance  protection  was  provid- 
ed to  298  members.  Premiums  col- 
lected were  $45,789  involving  total 
life  insurance  at  risk  of  $3,859,000. 

During  the  past  year,  four  claims 
have  been  paid  at  a cost  of 
$41,099.87,  and  administrative  costs 
bring  total  expenses  to  $46,099.87. 

As  a result  of  these  figures,  the 
claim  experience  for  the  year  ended 
March  31st  is  approximately  equal 
to  the  premiums  collected. 

Since  the  beginning  of  the  pro- 
gram, $900,279  has  been  paid  to  the 
survivors  of  OSMA  members.  The 
program  has  run  at  a deficit  as 
high  as  $150,758,  but  this  accumulat- 
ed deficit  has  been  reduced  in  the 
last  few  years  to  a current  $101,253 
in  arrears. 

In  an  effort  to  lower  the  cost-per- 
thousand,  to  enroll  more  members, 
and  to  further  reduce  underwriting 
deficits,  a new  level  group  term  life 
insurance  program  replaced  the  for- 
mer plan  effective  April  1,  1971.  The 
enlarged  program  provides  for  $50,- 
000  of  coverage  prior  to  age  60,  $25,- 
000  from  age  60  through  64,  and 
$10,000  from  age  65  through  age  69. 
Accidental  death  benefits  are  in- 
cluded providing  additional  benefits 
of  ($100,000)  prior  to  age  60  (quad- 
ruple indemnity  is  provided  for 
death  on  a common  carrier).  Also, 
the  insured  sums  are  payable  in  the 
event  of  dismemberment  or  loss  of 
sight,  and  waiver  of  premiums  due 
to  disability  is  included  in  the  pro- 
gram cost. 

The  Council  on  insurance  feels  the 
new  program  offers  expanded  bene- 
fits at  a lower  cost-per-thousand  than 
the  former  plan.  All  physicians  in- 
sured under  the  old  program  were 
offered  the  option  of  either  convert- 
ing to  the  new  plan  or  retaining  their 
existing  coverage.  Forty-two  mem- 
bers elected  the  new  coverage  and 
twenty-three  formerly  uninsured 
members  enrolled  in  the  new  pro- 
gram during  the  initial  offering. 


Report  of  the 

COUNCIL  ON  PUBLIC  HEALTH 
(APPROVED  AS  MODIFIED  BY 
THE  REFERENCE  COMMITTEE) 
Council  Members 

Hayden  H.  Donahue,  M.D.,  Norman, 
Chairman 

Paul  A.  Bischoff,  M.D.,  Tulsa 
Armond  H.  Start,  M.D.,  Oklahoma 
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Mrs.  Richard  Taliaferro,  Ada 
R.  Leroy  Carpenter,  M.D.,  Oklaho- 
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and  Drug  Abuse 

Charles  E.  Smith,  Jr.,  M.D.,  Okla- 
homa City,  Chairman 
John  M.  Moore,  M.D.,  Pauls  Valley 
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Donald  L.  Cooper,  M.D.,  Stillwater 
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sa 
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William  A.  Matthey,  M.D.,  Lawton 
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Bryce  H.  Cockran,  M.D.,  Midwest 
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ma City 
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Disease  Screening  Committee 
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Chairman 

Ben  I.  Heller,  M.D.,  Oklahoma  City 
John  A.  McIntyre,  M.D.,  Enid 
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Eugene  Burgess,  M.D.,  Oklahoma 
City 

Theodore  D.  Benjegerdes,  M.D.,  Alva 
Adolph  N.  Vammen,  M.D.,  Tulsa 
Jerry  L.  Bressie,  M.D.,  Oklahoma 
City 

L.  0.  Short,  M.D.,  Anadarko 
W.  R.  Schmieding,  Ph.D.,  Oklaho- 
ma City 

Billy  Dale  Dotter,  M.D.,  Okeene 
Richard  B.  Price,  M.D.,  Oklahoma 
City 

Camp  S.  Huntington,  M.D.,  Bartles- 
ville 

H.  W.  Wendelken,  M.D.,  Miami 
Howard  L.  Puckett,  M.D.,  Stillwater 
Joe  L.  Spann,  M.D.,  Tulsa 
Samuel  Sepkowitz,  M.D.,  Oklahoma 
City 

Committee  on  Immunization 
Armond  H.  Start,  M.D.,  Oklahoma 
City,  Chairman 

John  C.  Kramer,  M.D.,  Tulsa 
Y.  E.  Parkhurst,  M.D.,  Norman 
Donald  F.  Robinson,  M.D.,  Norman 
Rex  M.  Graham,  M.D.,  Miami 
Burdge  F.  Green,  M.D.,  Stilwell 
Ralph  W.  Murphy,  M.D.,  Ardmore 
Mrs.  Frank  Howard,  Shawnee 
William  L.  Edwards,  M.D.,  Duncan 
William  A.  Mathey,  M.D.,  Lawton 
William  H.  Simon,  M.D.,  Enid 
Harris  D.  Riley,  Jr.,  M.D.,  Oklaho- 
ma City 

Robert  L.  Lembke,  M.D.,  Ponca  City 
R.  Leroy  Carpenter,  M.D.,  Okla- 
homa City 

Committee  on  Laboratory  Quality 
Raymond  F.  Hain,  M.D.,  Oklahoma 
City,  Chairman 

Eugene  Bell,  M.D.,  Tishomingo 
James  Todd,  M.D.,  El  Reno 
Tom  S.  Gafford,  M.D.,  Muskogee 
F.  R.  Hassler,  M.D.,  Oklahoma  City 
John  F.  DeJarnette,  Jr.,  M.D.,  Pon- 
ca City 

J.  William  Hood,  M.D.,  Oklahoma 
City 

Norman  A.  Cotner,  M.D.,  Grove 
Paul  A.  Leap,  M.D.,  Enid 
Byron  Smith,  M.D.,  Oklahoma  City 
William  L.  Hughes,  M.D.,  Oklahoma 
City 

Quillen  M.  Hughes,  M.D.,  Del  City 
William  R.  Smith,  M.D.,  Enid 
Maternal  Mortality  Committee 
Paul  A.  Bischoff,  M.D.,  Tulsa,  Chair- 
man 

Jed  E.  Goldberg,  M.D.,  Tulsa 
John  W.  Shackelford,  M.D.,  Oklaho- 
ma City 

James  A.  Merrill,  M.D.,  Oklahoma 
City 

Earl  R.  Muntz,  M.D.,  Ada 
Houston  F.  Mount,  M.D.,  Tulsa 


William  R.  Murphy,  Jr.,  M.D.,  Mc- 
Alester 

J.  R.  McFarland,  M.D.,  Bartlesville 
William  F.  Crittendon,  M.D.,  Nor- 
man 

James  W.  Hampton,  M.D.,  Oklahoma 
City 

William  Edwards,  M.D.,  Duncan 
Max  Deardorff,  M.D.,  Tulsa 
Theodore  Wenger,  M.D.,  Tulsa 
Council  on  Rural  Health 
William  C.  McCurdy,  M.D.,  Purcell, 
Chairman 

The  Honorable  Ernest  Martin,  Ard- 
more 

The  Honorable  Wiley  Sparkman, 
Grove 

Mr.  Ken  Hagar,  Oklahoma  City 
Tom  Points,  M.D.,  Oklahoma  City 
Mr.  Jack  Boyd,  Oklahoma  City 
Dale  Groom,  M.D.,  Oklahoma  City 
Phil  Smith,  SC.D.,  Oklahoma  City 
Mr.  Cleve  Rodgers,  Tulsa 
Ed  Young,  M.D.,  El  Reno 
Roger  Lienke,  M.D.,  Oklahoma  City 
James  L.  Dennis,  M.D.,  Oklahoma 
City 

Mr.  Walt  Whitlow,  Tulsa 
Joe  Duer,  M.D.,  Woodward 
Robert  J.  Hogue,  Jr.,  M.D.,  Guthrie 
Mr.  Ken  McFall,  Oklahoma  City 
Thomas  Rhea,  M.D.,  Idabel 
Jack  Fetzer,  M.D.,  Woodward 
Ben  Blackstock,  Oklahoma  City 
Charles  Tefertiller,  M.D.,  Altus 
Richard  Stansberry,  M.D.,  Oklahoma 
City 

Ernest  Shadid,  M.D.,  Norman 

SECTION  I 
INTRODUCTION 

This  council  is  responsible  to  the 
association  for  the  activities  of  com- 
mittees working  in  specific  areas  of 
public  health.  The  council  is  fortun- 
ate to  have  committee  chairmen 
who,  along  with  their  members,  have 
experience  and  expertise  in  dis- 
charging their  responsibilities.  The 
following  reports  give  details  of  each 
committee’s  activities. 

In  addition  to  committee  work  the 
council  is  faced  with  a sundry  of 
problems  with  varying  degrees  of  im- 
portance. Rather  than  itemize  each 
of  these,  give  a report  and  recom- 
mendations, we  will  review  a few 
highlights. 

The  Oklahoma  Interagency  Coun- 
cil on  Smoking  and  Health  is  in  dire 
need  of  financial  assistance.  If  the 
activities  of  this  council  are  to  con- 
tinue the  association  may  be  called 
on  for  funding.  A torrent  of  legisla- 
tion is  being  passed  at  the  national 


and  state  levels  dealing  with  Pollu- 
tion and  Environmental  control,  these 
programs  need  the  guidance  of  phy- 
sicians and  your  council  is  actively 
seeking  doctors  with  special  inter- 
ests in  these  subjects.  The  White 
House  Conference  on  Aging  will  be 
conducted  this  year,  your  council  will 
provide  input  for  this  meeting.  A spe- 
cial committee  has  been  appointed  to 
deal  with  the  growing  number  of 
programs  for  training  allied  health 
personnel,  and  specifically  physi- 
cians’ assistants.  Emergency  medi- 
cal services  and  laws  regulating  am- 
bulances will  need  special  attention 
in  the  coming  months.  Even  though 
Drug  Abuse  has  already  received 
considerable  attention  from  the  pro- 
fession, government  and  the  public, 
with  the  enactment  of  new  laws,  new 
emphasis  will  be  necessary.  The 
availability  of  medical  services  in 
our  rural  areas  has  achieved  a state 
of  national  alarm.  A program  in- 
stituted by  the  Nixon  Administration 
would  provide  Public  Health  Service 
physicians  to  work  in  needy  areas. 
The  Oklahoma  Health  Department  in 
cooperation  with  others  is  investigat- 
ing this  program. 

Your  council  will  make  every  ef- 
fort to  keep  abreast  of  these  areas 
of  concern  and  inform  our  members 
of  the  impact  these  activities  will 
have  on  medicine.  The  many  pro- 
posals dealing  with  National  Health 
Insurance  are  subjects  of  other  re- 
ports before  this  House  of  Delegates. 
Your  Council  Chairman  has  an  on- 
going liaison  with  groups  studying 
these  proposals  and  will  keep  the  as- 
sociation informed. 

SECTION  II 

COMMITTEE  ON  ALCOHOLISM 
AND  DRUG  ABUSE 

During  the  past  year  your  Com- 
mittee on  Alcoholism  and  Drug 
Abuse  has  conducted  an  extensive 
educational  program  among  associa- 
tion members.  The  committee  be- 
came aware  that  the  drug  abusing 
or  drug  intoxicated  patient  was  be- 
coming an  all  too  frequent  phenom- 
enon in  physician’s  offices  and  that 
few  physicians  had  had  an  opportun- 
ity to  study  the  various  methods  of 
handling  such  a patient. 

The  committee  determined  that 
even  though  the  drug  abuse  problem 
was  developing  at  an  alarming  rate, 
its  first  objective  should  be  to  aid 
the  physician  before  launching  any 
program  for  laymen.  The  com- 
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mittee’s  first  project  was  to  devel- 
op a “Drug  Abuse  Treatment  Man- 
ual” for  physicians.  The  second  was 
to  plan  a number  of  seminars  on  the 
same  subject  to  be  given  in  various 
locations  around  the  state. 

The  manual  was  published  as  an 
eighteen  page  booklet  designed  spe- 
cifically to  aid  physicians  in  the  prop- 
er diagnoses  and  treatment,  on  a 
short-term  basis,  of  the  drug  intoxi- 
cated patient.  Immediatelv  after 
printing  it  was  mailed  to  all  OSMA 
members. 

A series  of  six  seminars  on  the 
same  subject  were  organized.  Four 
have  already  been  held  in  Enid,  Mc- 
Alester  (Krebs),  Tulsa  and  Altus. 
Two  more  are  scheduled:  Lake  Tex- 
oma  State  Lodge  on  Thursdav  eve- 
ning, May  13  and  Oklahoma  City  in 
June. 

A registration  fee  has  been  charg- 
ed at  each  of  the  seminars  to  help 
offset  some  of  the  expenses  incurred. 
Although  the  program  is  not  com- 
pletely self-supporting,  the  registra- 
tion fee  has  helped  reduce  the  as- 
sociation’s liability. 

SECTION  III 
DISEASE  SCREENING 

For  many  years  physicians  have 
recognized  the  value  of  disease 
screening.  Allied  health  agencies 
such  as  the  Heart  Association,  Tu- 
berculosis Association  and  various 
cancer  groups  have  utilized  screen- 
ing techniques  for  early  detection  of 
disease.  Not  until  automation  and  the 
computer,  however,  did  the  idea  of 
multi-phasic  screening  emerge.  The 
advantages  of  storing  the  results  of 
periodic  tests  for  comparison  with 
previous  results  and  also  for  compar- 
ison with  “norms”  are  obvious.  Un- 
fortunately the  cost  of  computers, 
the  shortage  of  personnel  and  the 
lack  of  standardization  have  all  con- 
tributed to  limited  use  of  multi-phas- 
ic screening  programs. 

This  committee  last  year,  worked 
with  various  groups,  primarily  the 
Health  Department,  to  see  if  a mul- 
ti-phasic screening  program  could  be 
utilized  in  the  physician’s  office.  The 
committee  was  concerned  about  the 
practical  aspects  of  such  a program 
as  well  as  its  cost.  A pilot  project  has 
been  encouraging,  it  appears  that 
a program  for  the  physician’s  office 
can  be  developed  that  will  be  prac- 


tical, useful  and  inexpensive  and  will 
not  require  a central  registry  or  ma- 
jor center  as  once  believed. 

A multi-phasic  screening  program 
for  office  purposes  will  require  well 
trained  para-medical  personnel  and 
standardized  forms.  The  committee 
chairman  has  reviewed  several  sys- 
tems and  envisions  a model  unit  that 
can  be  adapted  to  the  physician’s 
office.  Active  physician  participation 
will  be  required  for  multi-phasic 
screening  to  be  useful  and  effective; 
however,  the  ultimate  result  can  be 
an  increase  in  efficiency  by  as  much 
as  10%  to  20%. 

The  committee  plans  to  continue 
its  research  in  this  area  with  the  idea 
of  developing  model  systems  for 
recommendation  to  the  membership. 
Recommendations: 

1.  That  the  activities  of  the  com- 
mittee be  continued. 

2.  That  members  inform  the  asso- 
ciation of  mass  screening  programs 
being  conducted  in  their  araa. 

SECTION  IV 

IMMUNIZATION  COMMITTEE 

The  final  chapter  has  been  written 
on  Oklahoma’s  “Rub  Out  Rubella” 
campaign.  The  mass  immunization 
project  cost  in  excess  of  $280,000 
and  resulted  in  protection  for  307,243 
Oklahoma  children  between  ages 
1-11.  At  the  outset  our  goal  was  to 
achieve  an  immunity  level  of  at  least 
50%  in  each  county.  This  has  been 
accomplished  with  three  exceptions 
in  the  western  part  of  the  state.  The 
overall  state  level  is  62%  — eighth 
highest  in  the  United  States.  “Make 
up”  clinics  have  been  conducted  in 
several  counties  during  the  past  year 
in  order  to  attain  our  goal. 

The  success  of  the  campaign  was 
almost  the  downfall  of  the  commit- 
tee, at  one  time  we  faced  a $25,000 
deficit  with  no  more  financial  sourc- 
es. Thanks  to  the  efforts  of  the  State 
Health  Department,  many  volunteer 
workers  and  others,  the  debt  has 
been  erased. 

Unfortunately  other  immunization 
programs  are  faltering.  Last  year 
your  committee  supported  legislation 
that  requires  basic  immunization  as 
a condition  for  entry  in  the  school 
system.  The  bill  has  been  implement- 
ed, but  the  legislature  failed  to  ap- 
propriate sufficient  funds  to  purchase 
the  necessary  vaccines.  The  Health 
Departments’  budget  allocated  only 
$16,000  for  the  purchase  of  these 
vaccines.  Your  chairman  contacted 


the  chairman  of  the  Board  of  Health 
and  requested  a review  of  priorities 
and  an  additional  $8,000  was  made 
available.  Even  with  this  modest  in- 
crease the  program  is  woefully  un- 
derfunded. We  have  already  seen  a 
potential  outbreak  of  Rubeola  in 
Oklahoma  County  and  other  out- 
breaks may  occur.  (The  Oklahoma 
County  outbreak  was  curtailed  by  a 
one  day  campaign,  8,971  children 
were  immunized).  The  committee 
will  continue  to  work  for  proper 
funding  of  a good  statewide  immuni- 
zation program. 

Your  committee  reviews  and  up- 
dates the  Health  Departments’  rec- 
ommended immunization  schedule. 
After  publication,  copies  are  distrib- 
uted to  all  association  members. 

Immunization  levels  for  most  of 
the  preventable  diseases  are  still  high 
in  most  areas  of  the  state.  However 
the  committee  is  concerned  that  phy- 
sicians and  the  public  are  getting 
apathetic  about  epidemiological  dis- 
eases, especially  in  our  adult  popu- 
lation. We  encourage  the  members 
of  the  association  to  examine  then* 
practice  procedures  and  make  cer- 
tain that  routine  immunizations 
are  recommended  for  all  patients. 
Recomm  endations: 

1.  The  House  of  Delegates  supports 
the  committee’s  effort  to  achieve  a 
well-funded  immunization  program. 

2.  That  every  physician  emphasize 
to  his  patients  the  importance  of 
routine  immunizations. 

SECTION  V 

COMMITTEE  ON  LABORATORY 
QUALITY 

For  three  years  this  committee 
has  promoted  a physicians’  office 
laboratory  evaluation  program.  In 
1969  we  had  25  labs  enrolled,  in  1970 
we  had  76  in  either  the  Basic  Sur- 
vey or  PEP  Program.  For  next 
year  we  have  73  labs  enrolled  in  the 
Peer  Evaluation  Program  and  an  un- 
known number  enrolled  in  the  Basic 
Survey  Program.  This  is  an  out- 
standing enrollment.  Oklahoma  has 
the  largest  percentage  of  its  physi- 
cian population  enrolled  in  labora- 
tory survey  programs. 

The  Peer  Evaluation  Program  pre- 
pared for  the  College  of  American 
Pathologists  and  approved  by  the 
committee  provides  the  physicians 
office  laboratory  with  four  sets  of 
check  samples  a year,  each  con- 
taining specimens  for  as  many  as  19 
tests.  The  test  results  are  computer- 
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A COMPARISON  OF  PERFORMANCE  FOR  LABORATORIES 
ENROLLED  IN  PEP  PROGRAMS  FOR  1969-1970 
ON  SELECTED  CONSTITUENTS 


Number  Percent  Percent  Percent 

Values  Technically  Technically  Medically 

Reported  Acceptable  Unacceptable  Misleading 


Constituent 

1969 

1970 

1969 

1970 

1969 

1970 

1969 

1970 

Glucose 

180 

476 

79% 

83% 

21% 

17% 

6.7 

9.8 

Bilirubin 

128 

302 

76% 

91% 

24% 

9% 

1.6 

3.3 

Cholesterol 

168 

423 

83% 

96% 

17% 

4% 

1.8 

2.1 

Urea  Nitrogen 

156 

355 

82% 

81% 

18% 

19% 

3.2 

8.2 

Uric  Acid 

162 

347 

77% 

84% 

23% 

16% 

10.5 

10.6 

Hemoglobin 

178 

470 

82% 

92% 

18% 

8% 

2.2 

2.1 

TOTALS 

972 

2373 

O 

00 

88.1% 

20% 

11.9% 

4.4 

5.9 

ized,  evaluated  by  comparison  with 
“Norms”  and  the  participating  phy- 
sician receives  printouts  detailing  his 
labs’  performance.  An  anonymous 
copy  of  the  test  results  are  for- 
warded to  our  committee  and  are 
evaluated  by  “clinicians.”  We  sum- 
marize the  results  and  write  a 
critique  on  each  set  of  results.  The 
summary  along  with  comments  is 
sent  to  the  enrolled  labs.  The  com- 
parative analysis  permits  the  physi- 
cian to  evaluate  his  performance  in 
relation  to  other  participating  labs. 

Our  committee  feels  that  vol- 
untary participation  in  a labor- 
atory survey  program  is  one  way  to 
“thwart”  third  party  intervention 
into  the  policing  of  physicians’  of- 
fices. The  association  now  has  the 
data  to  counter  any  criticism  of  lab 
performance  by  practicing  physi- 
cians. This  isn’t  to  say  that  all  lab 
performance  is  excellent  — but 
through  this  system  of  evaluation  we 
are  able  to  identify  problem  areas 
and  promptly  notify  the  participating 
lab. 

Above  is  a summary  comparing 
the  1969  performance  with  the  1970 
performance  on  selected  constitu- 
ents. 

This  comparison  reveals  a signifi- 
cant improvement  in  the  percentage 
of  technically  acceptable  values  re- 
ported. The  average  of  88%  is  con- 
siderably better  than  the  80%  of  1969. 
Unfortunately  the  reverse  is  true  of 
the  medically  misleading  values.  The 
committee  feels  there  are  several 
reasons  for  this  performance. 

1.  The  tremendous  increase  in  the 
number  of  labs  reporting,  76  as  com- 
pared with  25  in  1969. 

2.  Some  of  the  participating  labs 
had  not  been  in  a survey  program 
before  and  the  first  time  results  were 
considerably  outside  the  acceptable 
perimeter. 

Other  comparison  are  not  conclu- 


sive. Seven  representative  labs  were 
chosen  to  compare  their  ’70  perform- 
ance with  ’69  to  see  if  there  was  im- 
provement, in  4 cases  the  labs  did 
better,  in  1 case  there  was  no  signif- 
icant change,  and  in  2 cases  the  re- 
sults were  worse.  The  committee  feels 
that  since  the  1969  survey  was  dif- 
ferent from  the  1970  survey  that  the 
comparison  may  not  be  statisically 
valid. 

There  is  sufficient  evidence  to  sup- 
port the  committee’s  contention, 
that  a survey  program  alone  will  not 
considerably  improve  the  quality  of 
laboratory  services  in  the  physician’s 
office.  A Laboratory  Quality  Control 
Program  with  sufficient  education  is 
necessary  for  consistent  improve- 
ment. The  committee  plans  to  con- 
duct seminars  next  year  if  there  is 
sufficient  interest  and  will  concen- 
trate on  those  areas  that  are  creat- 
ing the  biggest  problem.  (A  seminar 
was  planned  this  year  but  advance 
enrollment  was  inadequate  to  justi- 
fy conducting  the  program.) 

The  committee  would  like  to  re- 
mind this  body  that  Oklahoma  is  far 
ahead  of  any  state  in  the  nation  in 
laboratory  survey  programs  for  its 
physicians,  however  the  possibility  of 
legislation  requiring  minimum 
standards  for  physicians’  office  labs 
is  not  without  precedent.  Two 
states— California  and  Arizona  have 
such  legislation.  It  is  our  hope  that 
the  committee’s  activities  will  fore- 
stall legislative  efforts  and  we  en- 
courage all  members  who  do  lab 
work  in  their  offices  to  consider  the 
committee’s  program. 
Recommendation : 

1.  That  the  committee’s  activities 
be  approved  and  continued. 

SECTION  VI 

MATERNAL  MORTALITY 
COMMITTEE 

Since  1942  the  Medical  Association 


has  cooperated  in  studying  maternal 
deaths  in  Oklahoma  for  the  purpose 
of  providing  objective  review  for  the 
attending  physician.  Case  histories 
of  each  maternal  death  are  request- 
ed on  a voluntary  basis  from  the 
attending  physician  and  his  consult- 
ants. The  committee  reviews  the 
case  anonymously,  (names  etc.  are 
eliminated)  and  submits  a report  to 
the  physician  involved.  The  purpose 
of  the  review  is  to  assess  the  cause 
of  death  and  determine  if  it  was 
preventable. 

The  maternal  death  rate  in  Okla- 
homa is  comparatively  low;  the 
average  over  the  past  five  years  has 
been  only  2.9  deaths  per  10.000  live 
births.  The  national  average  is  2.9. 

During  the  period  1965-1969  there 
were  60  maternal  deaths  — 76.6% 
of  the  questionnaires  were  complet- 
ed and  42  of  the  46  cases  were  de- 
termined to  be  deaths  of  an  obstet- 
rical nature.  Of  the  42  cases  studied 
27  may  have  been  preventable.  The 
most  prevalent  cause  of  death  was 
sepsis  and  hemmorrhage — 17  cases. 
The  committee  plans  an  in  depth  ar- 
ticle for  The  Journal  to  discuss 
causes  of  death. 

While  the  response  of  physicians 
to  the  committee’s  request  is  good 
(76.6),  the  committee  feels  that  all 
physicians  should  respond.  The  re- 
sults of  the  study  are  strictly  confi- 
dential and  for  educational  purposes 
only.  Had  we  been  able  to  prevent 
the  potentially  preventable  deaths, 
maternal  mortality  rate  for  the  5 
year  period  (1965-1969)  would  have 
been  1.0. 

The  committee  wishes  to  thank  the 
physicians  who  have  cooperated  and 
encourage  all  others  to  respond  when 
asked. 

SECTION  VII 

COUNCIL  ON  RURAL  HEALTH 

The  recently  completed  census  re- 
veals some  alarming  facts  about  the 
health  care  problems  of  our  rural 
areas.  39  counties  in  the  state  lost 
population  in  the  last  10  years  at 
an  average  rate  of  8.3%.  However, 
in  the  same  decade  the  physician 
population  in  communities  of  under 
5000  dwindled  to  239  or  a loss  of  33%. 
The  problem  is  obviously  critical. 
This  council  is  trying  to  find  ways 
to  encourage  physicians  to  go  to 
our  rural  areas,  or  to  find  new  ways 
of  delivering  health  care  to  our 
smaller  communities.  The  council 
has  retained  Kelly  West,  M.D.,  O.U. 


Jorrnal  / June  1971  / Volume  64 


293 


news 

Medical  Center,  to  conduct  a survey 
in  the  Southeastern  part  of  the  state 
in  an  effort  to  analyze  existing  med- 
ical resources  and  assess  future 
needs.  This  survey  will  be  utilized 
to  develop  criteria  for  future  sur- 
veys if  it  proves  successful  and  is 
financially  feasible.  We  hope  to  be 
able  to  define  a medical  service 
area,  determine  its  needs  and  ideal- 
ly find  solutions  to  those  needs.  The 
Council  has  no  hopes  of  furnishing 
all  small  towns  in  Oklahoma  with 
physicians.  In  fact  we  acknowledge 
that  it  is  not  only  impossible  but  im- 
practical. We  do  hope  to  find 
areas  of  the  state  with  a shortage  of 
medical  manpower  that  can  be  at- 
tractive practice  opportunities.  We 
recognize  that  to  attract  physicians 
to  these  areas  will  require  support 
from  outside  the  medical  commun- 
ity and  have  included  on  the  council 
representatives  of  other  organiza- 
tions. 

The  grant  programs  established  by 
the  State  Legislature  and  the  Asso- 
ciation will  produce  medical  gradu- 
ates who  have  a commitment  to 
practice  in  needy  areas.  The  state 
legislature  is  increasing  its  appro- 
priation to  $50,000  which  will  finance 
10-12  students.  Hopefully  the  associ- 
ation’s Foundation  for  Medical 
Care  will  attract  additional  funds  and 
will  be  able  to  finance  a comparable 
number. 


A recent  survey  conducted  by 
OSMA  revealed  165  practice  oppor- 
tunities in  the  state.  Not  all  would 
be  considered  critical  areas  but  as 
you  can  see  an  additional  15  to  20 
physicians  per  year  for  our  rural 
areas  would  make  a significant  im- 
pact. The  real  problem  will  be  to 
keep  the  physician  in  the  location 
after  he  has  fulfilled  his  com- 
mitment. Dr.  West’s  survey  will  hope- 
fully give  us  an  idea  of  the  char- 
acteristics essential  to  a successful 
rural  practice  and  graduates  will  be 
encouraged  to  go  to  these  areas. 

We  are  also  aware  that  competent 
help  for  the  rural  physician  will  be 
a problem  and  the  council  is  study- 
ing closely  the  programs  that  are 
training  physician’s  assistants.  Ex- 
actly how  these  medical  personnel 
will  fit  into  rural  practice  is  specu- 
lative, but  it  appears  that  their  train- 
ing will  enable  them  to  relieve  the 
physician  of  some  of  his  lesser  tasks. 
The  Board  of  Medical  Examiners 
has  adopted  rules  regarding  the  Phy- 
sician’s Assistant  and  they  are  listed 
in  the  report  of  the  committee  on 
Health  Related  Professions  — Coun- 
cil on  Professional  and  Intervoca- 
tional  Relations. 

Last  year  when  we  wrote  this  re- 
port, we  stated  that  the  work  of  this 
council  would  take  a long  time.  In 
that  year  there  have  been  consid- 
erable accomplishments  — seven  stu- 
dents are  in  school  that  have  signed 
commitments  to  practice  in  rural 
areas;  your  association  has  created 


a foundation  for  financing  similar 
students;  a comprehensive  survey  of 
one  section  of  the  state  is  being  con- 
ducted. There  is  still  much  to  be  done 
but  we  are  making  progress. 
Recommendation: 

1.  That  the  Association  member- 
ship continue  to  support  the  work  of 
this  council. 

Necrology  Report 

Henry  T.  Ballantine,  M.D.,  Muskogee 
Harold  C.  Bradley,  M.D.,  Okla.  City 
Jacob  O.  Burner,  M.D.,  Stillwater 
Hull  W.  Butler,  M.D.,  Okla.  City 
John  P.  Colmore,  M.D.,  Okla.  City 
Robert  E.  Cowling,  M.D.,  Ada 
Mark  H.  Donovan,  M.D.,  Tulsa 
Joseph  W.  Funnell,  M.D.,  Okla.  City 
Walter  A.  Howard,  M.D.,  Chelsea 
Edgar  A.  Johnson,  M.D.,  Hugo 
Maxwell  A.  Johnson,  M.D.,  Tulsa 
Shelton  E.  Johnson,  M.D.,  Jackson, 
Tennessee 

W.  Tom  Johnson.  M.D.,  Okla.  City 
Earl  W.  Mabry,  M.D.,  Clinton 
John  B.  Morey,  M.D.,  Ada 
Harry  D.  Murdock,  M.D.,  Tulsa 
Robert  E.  Nathan,  M.D.,  Tulsa 
Hugh  B.  O’Neill,  M.D.,  Vinita 
Raymond  G.  Ray,  M.D.,  Tulsa 
James  F.  Renegar,  M.D.,  Tuttle 
Franklin  P.  Robinson,  M.D.,  Pond 
Creek 

Howard  B.  Shorbe,  M.D.,  Okla.  City 
Edward  F.  Stephens,  M.D.,  Cen- 
tralia,  Illinois 

Evans  E.  Talley,  M.D.,  Enid 
Stacy  C.  Tohmpson,  M.D.,  Guthrie 
Henry  H.  Turner,  M.D.,  Okla.  City 
Fred  E.  Woodson,  M.D.,  Tulsa  [[] 
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DIRECTORY  OF  CLINICS,  HOSPITALS.  LABORATORIES 


(THE  COTNE  CAMPE>EL>I>  HOSPITAL. 

2601  Spencer  Road  Mailing  Address  P.O.  Box  374,  Spencer,  Oklahoma  73084 

Phone  405  427-2441 

STAFF 

James  A.  Cox,  Jr.,  M.D. 

Charles  E.  Smith,  Jr.,  M.D. 

A.  A.  Hellams,  M.D. 

Hugh  M.  Conner,  M.D. 

Charles  E.  Leonard,  M.D. 

Harold  J.  Binder,  M.D. 

Charles  F.  Oberman,  M.D. 

Richard  B.  Lincoln,  M.D. 

Robert  J.  Outlaw,  M.D. 

Sam  Collins,  M.D. 

Moorman  P.  Prosser,  M.D. 

Nolen  Armstrong,  M.D. 

Joseph  A.  Rieger,  M.D. 

Wm.  L.  Savage,  M.D. 

Harold  G.  Sleeper,  M.D. 

Thomas  Donica,  M.D. 

Carl  R.  Smith,  M.D. 

Jim  Earls,  M.D. 

DOLORES  WIGGINS 

Hospital  Administrator 

Charles  L.  Reynolds,  Jr.,  M.D.,  F.A.C.S. 
Clinical  Director 

Diplomate  of  the  American  Board  of  Urology 


SENIOR  UROLOGISTS 
J.  Hartwell  Dunn,  M.D.,  F.A.C.S. 
Meredith  M.  Appleton,  M.D.,  F.I.C.S. 
Diplomates  of  the  American  Board  of  Urology 


Mrs. 


ADMINISTRATRIX 
Pat  Clark 


THE 

DUNN-REYNOLDS 
UROLOGY  CENTER 

3113  Northwest  Expressway 
OKLAHOMA  CITY,  OKLAHOMA 

Telephone  Victor  3-5761 


General  Urology 
Pediatric  Urology 

Neoplastic  Surgery,  Urinary  Tract 
Renal  Vascular  Surgery 

Plastic  and  Reconstructive  Surgery,  Urinary  Tract 
Fertility  Problems 

Complete  Clinical  Laboratories 
Tissue  Pathology 
Radioactive  Isotopes 
Renal  Function  Studies 
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GOLDFAIN  RHEUMATISM-ARTHRITIS 

LABORATORY 

228  NORTHWEST  13th  STREET 

OKLAHOMA  CITY,  OKLAHOMA 

DEVOTED  TO  THE  DIAGNOSIS  AND  TREATMENT  OF  RHEUMATIC  DISEASES 

<$> 

X-RAY  AND  CLINICAL  LABORATORY  SURVEY  OF  EACH  PATIENT 

<S> 

E.  GOLDFAIN,  M.D.,  Director 


McALESTER  CLINIC 

Third  and  Seminole 
McAlester,  Oklahoma 


ComjpCcte  Cfiiruc  ^acl^LtleA 


Surgery 

'George  M.  Brown,  Jr.,  M.D.,  F.A.C.S. 
E.  H?  Shuller,  MB 
'William  G.  Blanchard,  M.D. 


Internal  Medicine 

'S.  L.  Norman,  MB. 

*C.  K.  Holland,  Jr.,  M.D. 
Leroy  M.  Milton,  M.D. 


Obstetrics  - Gynecology 

*W.  Riley  Murphy,  Jr.,  M.D 
*D.  Ross  Rumph,  M.D. 

Paul  P.  Saneman,  M.D. 

Ophthalmology 

'Fred  D.  Switzer,  M.D. 

Anesthesiology 

H.  C.  Wheeler,  M.D. 


Pediatrics 

'Thurman  Shuller,  M.D. 

D.  W.  Bridges,  Jr.,  M.D. 

Radiology 

'Bruce  H.  Brown,  M.D. 

Otolaryngology 

Samuel  E.  Dakil,  M.D. 

Family  Medicine 

Charles  S.  Cunningham,  M.D 


Jewell  M.  Green,  Jr. 
Business  Manager 


'Certified  by  Specialty  Board 
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George  S.  Rozalis,  Al.D. 
\remon  D.  Cushing,  M.D. 
George  L.  Winn,  M.D. 


Robert  S.  Ellis,  M.D. 

Lyle  W.  Burroughs,  M.D. 
Charles  D.  Haunschild,  M.D. 


Administration 
Dwight  Mitchell,  Jr. 

Oklai  oma  Allergy  Clime 


Specializing  in  the  diagnosis  and 
treatment  of  allergic  diseases 


PASTEUR  MEDICAL  BUILDING 

711  N.W.  Tenth  Street  Oklahoma  City,  Oklahoma 


OKLAHOMA  CITY  CLINIC 

301  Northwest  12th  Street  Oklahoma  City,  Oklahoma  236-0641 


Internal  Medicine 

W.  W.  Rucks,  Jr.,  M.D. 

Medicine 

Robert  C.  Lawson,  M.D. 

Medicine,  Metabolic  Diseases 
James  J.  Gable,  Jr.,  M.D. 

Medicine,  Cardiology 
William  S.  Pugsley,  M.D. 

Medicine,  Arthritis 
Charles  W.  Cathey,  M.D. 

Medicine,  Cardiology 
Charles  W.  Robinson,  Jr.,  M.D. 
Medicine,  Cardiology 


General  Surgery 

Edward  R.  Munnell,  M.D. 

General,  Vascular 
Frank  G.  Gatchell,  M.D. 

General,  Head  and  Neck 
H.  Jack  Brown,  M.D. 
General,  Vascular 


Thoracic  Surgery 

Edward  R.  Munnell,  M.D. 

Obstetrics  - Gynecology 

John  W.  Records,  M.D. 
Schales  L.  Atkinson,  M.D. 

Orthopedic  Surgery 

Robert  P.  Holt,  M.D. 

Edwin  R.  Maier,  M.D. 
Wayne  B.  Lockwood.  M.D. 

Otologic,  Rhinologic,  and 
Laryngeal  Surgery 

Bronchoesophagology 
Head  and  Neck  Surgery 
L.  Chester  McHenry,  M.D. 
Ethan  A.  Walker,  Jr.,  M.D. 

Clinical  Psychology 

Virgil  T.  Hill,  Ph.D. 

Dermatology 

Julian  W.  Swann,  M.D. 


Pediatrics 

James  E.  Mays,  Jr.,  M.D. 

Pediatrics,  Endocrine  Disorders 
Armond  H.  Start,  M.D. 

Pediatrics 

Jerry  D.  Razook,  M.D. 

Pediatrics 

Jerry  R.  Nida,  M.D. 

Pediatrics 

Richard  Lee  Austin,  M.D. 
Pediatrics 


Radiology 

Diagnostic  and  Therapeutic 
Edmond  H.  Kalmon,  Jr.,  M.D. 
Melvin  C.  Hicks,  M.D. 

Leonardo  J.  De  Carlo,  M.D. 

Urology 

Donald  D.  Albers,  M.D. 

Obie  L.  Stalcup,  Jr.,  M.D. 

Occupational  and  Acute  Medicine 

Elton  W.  LeHew,  M.D. 
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Orthopedic  & Arthritis  Center 

McBRIDE  CLINIC,  Inc. 

600  N.W.  11th  Street 

Oklahoma  City,  Oklahoma  — 2 32-0341 


DEPARTMENT  OF  ORTHOPEDICS 
*Russell  D.  Harris,  M.D.,  F.A.C.S. 
•Marvin  K.  Margo,  M.D.,  F.A.C.S. 
•James  P.  Bell,  M.D.,  F.A.C.S. 
#Stephen  Tkach,  M.D.,  F.A.C.S. 
•Joseph  F.  Messenbaugh  III,  M.D. 

J.  Patrick  Evans,  M.D. 


CONSUFTANT  EMERITUS 
*Earl  D.  McBride,  M.D.,  F.A.C.S. 


DEPARTMENT  OF  ARTHRITIS 
*William  K.  Ishmael,  M.D.,  F.A.C.P. 

John  A.  Blaschke,  M.D. 

*Phillip  J.  Wright,  M.D. 

Mary  F.  Duffy  Honick,  M.D. 

Claude  M.  Bloss,  Jr.,  M.D. 

DEPARTMENT  OF  OCCUPATIONAF  and 
INDUSTRIAE  MEDICINE 
Robert  R.  Dugan,  M.D. 

DIRECTOR  OF  LABORATORIES 
•J.  N.  Owens,  Jr.,  M.D.,  F.C.A.P.,  F.A.C.P. 


•Specialty  Board  Diplomate 
MANAGEMENT  SERVICES 


J.  Lamont  Baxter,  M.A.,  J.D.,  C.P.A. 
Administrator  & Controller 
Mary  Magruder,  Personnel  Director 


TISSUE  EXAMINATIONS 

Surgery 

E.  M.  Gullatt,  M.D. 

♦Richard  M.  Taliaferro,  M.D.,  F.A.C.S. 

♦Paul  E.  Sauer,  M.D. 

Obstetrics  and  Gynecology 


THE 

SUGG 

CLINIC 

Incorporated 

Complete  Clinical  and  laboratory  Facilities 
RADIUM  AND  X-RAY  THERAPY 

Internal  Medicine 
♦John  B.  Morey,  M.D.,  F.A.C.P. 
♦Frank  J.  Martin,  M.D.,  F.A.C.P. 
James  F.  Hohl,  M.D. 

♦John  E.  Roberts,  M.D. 

Cardiology 

♦Michael  Hunsaker,  M.D. 

General  Medicine 
Carl  D.  Wiseman,  M.D. 

Otolaryngology  and  Ophthalmology 
*Wm.  G.  Peterson,  M.D.,  F.I.C.S. 
Radiology 
*H.  B.  Yagol,  M.D. 

Business  Manager 
John  A.  Barringer 


J.  B.  Wallace,  M.D. 

E.  F.  Deese,  M.D. 

Orthopedic  Surgery 
♦David  C.  Ramsay,  M.D.,  F.A.C.S. 

Pediatrics 

♦George  K.  Stephens,  M.D.,  F.A.A.P. 
Pathology 

♦Larry  W.  Cartmell,  M.D. 

Consulting  Pathologist 


100-04  E.  13th  Street 
ADA,  OKLAHOMA 
Telephone  332-5252 


♦Specialty  Board  Diplomate 
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THE  OKLAHOMA  PLASTIC 

SURGERY  CENTER,  INC. 

3141  N.W.  Expressway 

Oklahoma  City,  Oklahoma  73112 

Plastic  and  Reconstructive  Surgery 

Cosmetic,  Maxillo-Facial 

and  Hand  Surgery 

GILBERT  L.  HYROOP,  M.D.,  F.A.C.S. 

DAVID  WILLIAM  FOERSTER,  M.D. 

848-3341 

942-6822 

Dr.  Hyroop  and  Dr.  Foerster  are  Board  Certified  in  Plastic  Surgery 

CAVEAT 


— Physicians  who  have  inadvertently  mis- 
placed their  new  controlled  dangerous  sub- 
stance registration  number,  or  who  have  not 
yet  received  a new  number,  may  use  the 
following  phrase  on  prescriptions  for  con- 
trolled substances  . . . “Federal  Registra- 
tion Applied  For  on  (Date).”  Phar- 

macists have  been  instructed  to  honor  this 
phrase  on  a prescription  for  a controlled 
substance  until  July  29th.  After  that  date 
it  will  be  necessary  for  the  physicians’  new 
registration  number  to  be  on  all  prescrip- 
tions for  controlled  substances. 

— Physicians  who  maintain  more  than 
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one  office,  and  who  maintain  quantities  of 
controlled  substances  in  additional  offices, 
must  have  a registration  number  for  each 
additonal  office.  Additional  registration 
numbers  may  be  obtained  by  requesting 
form  BND224  from  the  United  States  Jus- 
tice Department,  BNDD  Registration  Sec- 
tion, P.O.  Box  28083,  Central  Station,  Wash- 
ington, D.C.  20005. 

Any  physician  in  need  of  assistance  re- 
garding the  new  narcotic  laws  should  feel 
free  to  call  or  write  the  OSMA  Headquar- 
ters in  Oklahoma  City.  Direct  such  ques- 
tions to  the  attention  of  Mr.  Ed  Kelsay.  □ 
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ALLERGY 

W.  T.  AAcCOLLUAA,  AA.D.  RAYAAOND  L.  ROSE,  AA.D. 

BLUE  ALLERGY  GROUP 

437  N.W.  12th  St.  Oklahoma  City,  Okla. 

235-6461 

Diagnosis  and  Treatment  of  Allergic  Diseases 

Lister  Medical  Building  430  Northwest  12th  405  236-1446 

Oklahoma  City,  Oklahoma  73103 

CONSULTANTS  IN  CARDIOVASCULAR  DISEASES 
(Including  Cardiac  Catheterizations  and  Angiography) 
Diplomates,  American  Board  of  Internal  AAedicine 

Johnny  A.  Blue,  B.A.,  M.D.  James  M.  Nelson,  AA.D. 

Fellow  American  Academy  of  Allergy 
Fellow  American  College  of  Allergy 
Diplomate  American  Ass'n  Clinical  Allergy  and  Immunology 

in  Cardiovascular  Diseases  and  Internal  AAedicine 
Fellows,  Council  of  Clinical  Cardiology 
American  Heart  Association 
Fellows,  American  College  of  Cardiology 
Fellows,  American  College  of  Physicians 

FANNIE  LOU  LENEY,  AA.D. 

Fellow  American  College  of  Allergists 
Fellow  American  Academy  of  Allergy 
Diagnosis  and  Treatment  of  Allergic  Diseases 

CLINICS 

THE  DURANT  HOSPITAL  AND  THE  DURANT  CLINIC 
Durant,  Okla. 

Telephone  843-6611  Office 
Residence  843-3541 

Staff 

W.  A.  Hyde,  AA.D.,  F.A.C.S.  Alfred  T.  Baker,  AA.D 

James  T.  Colwick,  Jr.,  AA.D. 

3141  N.W.  Expressway,  Room  501  Oklahoma  City,  Okla. 

ARTHRITIS 

MIAMI  CLINIC 

Miami  Clinic  Bldg. — 30  B,  S.W.  Miami,  Oklahoma 

THE  ARTHRITIS  CLINIC 

Rex  AA.  Graham,  M.D.  Obstetrics  8.  Gynecology 

H.  W.  Wendelken,  AA.D.  Internal  AAedicine  & Cardiology 

J.  E.  Highland,  AA.D.  _ General  Practice 

Harry  C.  Ford,  AA  D.  Eye,  Ear,  Nose  8<  Throat 

Glenn  W.  Cosby,  AA.D Obstetrics  8,  Gynecology 

Arthritis,  Rheumatism  and  Related  Diseases 

Ralph  H.  Cully,  D.D.S Dental  Surgery 

Lyman  C.  Veazey,  AA.D. 

Philip  J.  Campbell,  Ph  D.,  AA.D.,  Lloyd  G.  AAcArthur,  Ph  D.,  AA.D. 
Robert  C.  Troop,  AA.D.  Winfred  L.  AAedcalf,  AA.D. 

DERMATOLOGY 

WILLIAM  E.  EASTLAND,  M.D.,  F.A.C.R. 

207  C Street  NW  Ardmore,  Okla.  73401 

Dermatology  and  Malignancies  of  the  Skin 
Grenz  Ray  X-Ray  Radium  Therapy 

1211  North  Shartel  Physicians  8.  Surgeons  Building 

Oklahoma  City,  Oklahoma  Phone  235-1446 

Phone  223-5180  If  no  answer:  223-4895 

CARDIOLOGY 

HERVEY  A.  FOERSTER,  M.D. 

Practice  Limited  to  Diseases  of  the  Skin 
X-Ray  and  Radium  Therapy 

1212  N.  Walker  Oklahoma  City 

F.  REDDING  HOOD.  AA.D.,  F.A.C.P. 

Consultation  in  Cardiovascular  Disease  and  Electrocardiography 
1220  N.  Walker 

Osier  Annex  Telephone  235-2346 

Oklahoma  City,  Okla. 

RONALD  W.  GILCHRIST,  JR.,  M.D. 

Diseases  and  Malignancies  of  the  Skin 
X-Ray  Therapy 

4200  South  Douglass  Avenue  632-4200 

South  Community  Medical  Center  Oklahoma  City,  Oklahoma 

DONALD  E.  JOHNSON,  M.D. 

STANLEY  R.  AAcCAAAPBELL,  AA.D 

Diseases  and  Malignancies  of  the  Skin 
X-Ray  Therapv 

330  South  Fifth  234-5121 

Enid,  Oklahoma 

Cardiology  and  Electrocardiography 

1211  North  Shartel  236-1295 

W.  A.  SHOWMAN,  M.D. 

Practice  Limited  to  Diseases  and  Malignancies  of  the  Skin 
X-Ray — Grenz  Ray  and  Radium  Therapy 
850  Utica  Square  Tulsa,  Okla. 

Medical  Center  747-7521 

JAAAES  S.  WILLIAAAS,  AA.D.,  Inc. 

SKIN  8,  SKIN  CANCER  CENTER 
C.  Jack  Young,  M.D. 

Cardiology  and  Electrocardiography 
Prce  Tower  Bartlesvile,  Oklahoma  336-6450 

Radium  Therapy  X-Ray  Therapy 

Surgical  Planing  of  Acne  Scars  8.  Tattoos 

CARDIOVASCULAR 

Hemangiomas 

CLINIC  BUILDING  3434  N.W.  56th 

OKLAHOMA  CITY,  OKLAHOMA  946-5678 

CARDIOVASCULAR  CLINIC 

Wm.  Best  Thompson,  AA.D.  Galen  P.  Robbins,  AA.D 

William  S.  AAyers,  AA.D.  William  R.  Bullock,  AA.D. 

Hubert  H.  Bell,  AA.D. 

Adult  and  Pediatric  Cardiovascular  Diseases 
Cardiac  catheterizations,  aortography  and  coronary  arteriography 
Radioisotope  studies  and  telephone  electrocardiography 
Lipoprotein  Electrophroesis  and  Treadmill  effort  tolerance 
Pasteur  AAedlcal  Bldg.  Doctors  AAedical  Bldg. 

1111  North  Lee  5700  NW  Grand  Blvd. 

232-9226  Oklahoma  City  946-6731  Oklahoma  City 

DIAGNOSIS 

HUGH  JETER,  M.D.,  F.A.C.P.,  A.S.C.P. 

American  Board  of  Interna!  Medicine 
Diagnosis  and  Internal  Medicine  Clinical  Pathology 

Osier  Building  Oklahoma  City  Phone  232-8274 

CARDIOVASCULAR  ASSOCIATES 

J.  J.  DONNELL,  AA.D.  J.  L.  BRESSIE,  AA.D. 

G.  L.  HONICK,  AA.D.  A.  F.  ELLIOTT,  AA.D. 

Adult  and  Pediatric  Cardiovascular  Diseases 
Cardiac  catheterizations,  aortography  and  selective  arteriography, 
and  telephone  electrocardiography 
Physicians  and  Surgeons  Bldg.  Doctors  AAedical  Bldg. 

1211  N.  Shartel  5700  N.W.  Grand  Blvd. 

235-4661  Oklahoma  City  947-2551 

EYE,  EAR,  NOSE  AND  THROAT 

GERALD  R.  DIXON,  M.D. 

Diseases  and  Surgery  of  the  Eye 
Certified  by  American  Board  of  Ophthalmology 
Phone  843-9337  3141  N.W.  Expressway 

Oklahoma  City 
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JOHN  W.  HUNEKE,  M.D. 

Diseases  and  Surgery  of  the  Eye 
Certified  by  the  American  Board  of  Ophthalmology 
Phone  322-1880  1201-G  East  5th 

Ada,  Oklahoma 


WILLIAM  D.  HEATH,  M.D. 

Diseases  and  Surgery  of  the  Eye 
Certified  by  American  Board  of  Ophthalmology 
Physicians  and  Surgeons  Bldg.  1211  N.  Shartel 

Oklahoma  City  232-1508 


JAMES  B.  MILLS,  M.D. 

JAY  C.  JOHNSTON,  M.D. 

Surgery  and  Diseases  of  the  Eye 
Certified  by  the  American  Board  of  Ophthalmology 
425  NW  11th  Street  232-4222  Oklahoma  City  73103 


Surgery  and  Diseases  of  the  Eye 
W.  S.  MUENZLER,  M.D. 

430  N.W.  12th  Street 
Lister  Building 

Oklahoma  City 


DISEASES  AND  SURGERY  OF  THE  EYE 

TOM  LAMAR  JOHNSON,  M.D. 

Certified  by  the  American  Board  of  Ophthalmology 

Medical  Tower 
3141  N.W.  Expressway 
Suite  301  848-2893 

Oklahoma  City 


GASTROENTEROLOGY 


DOCTORS  MATTHEWS  AND  COLVERT 
Sanford  Matthews,  M.D. 

J.  R.  Colvert,  M.D.,  F.A.C.P. 

Certified  American  Board  of  Internal  Medicine  and 
Gastroenterology 

Complete  X-ray  and  Laboratory  Facilities 
1319  Classen  Drive  232-2033  Oklahoma  City,  Okla. 


INTERNAL  MEDICINE 


E.  GOLDFAIN,  M.D. 

Diagnosis  and  Treatment  of  Rheumatic  and  Arthritic  Diseases 
228  N.W.  13th  St.  Oklahoma  City 

Off.  Phone  235-9832  Res.  Phone  524-1102 


NEUROPSYCHIATRY 


SAM  COLLINS,  JR.,  M.D. 

Board  Qualified 
Psychiatry  and  Neurology 

Suite  503  3141  N.W.  Expressway 

Medical  Tower  Phone  843-5577 

Oklahoma  City,  Oklahoma 


A.  A.  HELLAMS,  B.S.,  M.D.,  F.A.P.A. 

Diplomate  of  American  Board  of  Psychiatry 
and  Neurology  in  Psychiatry 

209  Wildwood  Plaza  842-1131 

Oklahoma  City,  Oklahoma 


CHARLES  E.  LEONARD,  B.S.,  M.D.,  F.A.C.P.,  F.A.P.A. 

Certified  by  the  American  Board  of  Neurology 
and  Psychiatry  in  Psychiatry 

Practice  Limited  to 
Psychiatry  and  Psychoanalysis 

Medical  Tower — Suite  701  3141  N.W.  Expressway 

Telephone  842-0110  Oklahoma  City 


NEUROPSYCHIATRY 

CHARLES  E.  SMITH,  Jr.,  M.D.,  F.A.P.A. 

ROBERT  J.  OUTLAW,  M.D. 
Diplomates  of  American  Board  of  Psychiatry 
and  Neurology  in  Psychiatry 


THURMAN  E.  COBURN,  Ph.D.,  Licensed  Clinical  Psychologist 
DAVID  SCHWARTZ,  A.C.S.W.,  Clinical  Psychiatric  Social  Worker 
Suite  306 

Physicians  & Surgeons  Building  1211  North  Shartel  235-8526 


MOORMAN  P.  PROSSER,  M.D.,  F.A.C.P.,  F.A.P.A. 
Diplomate  American  Board  of  Psychiatry  and  Neurology 
in  Psychiatry 

JOSEPH  A.  RIEGER,  M.D.  HUGH  M.  CONNER,  M.D 

and 

RICHARD  B.  LINCOLN,  M.D. 

Neurology,  Electroencephalography  and  the  Epilepsies 
in  the  practice  of  Psychiatry  and  Neurology 

427  Pasteur  Building  Phone  232-9895 

Oklahoma  City,  Oklahoma 


HAROLD  G.  SLEEPER,  M.D.,  F.A.P.A. 

Diplomate  American  Board  of  Psychiatry  and  Neurology 
in  Psychiatry 

Practice  Limited  to 
Psychiatry  — Electroencephalography 

235-6454  430  N.W.  12th  Street  Res.  525-6846 

Oklahoma  City 


OBSTETRICS  AND  GYNECOLOGY 


JAMES  A.  MERRILL,  M.D. 

Gynecology  and  Obstetrics 
University  of  Oklahoma  Medical  Center 
800  N.E.  13th  Street  Oklahoma  City,  Okla.  73104 


GERALD  ROGERS,  M.D.,  F.A.C.S. 

JAMES  C.  BEAVERS,  M.D.,  F.A.C.O.G. 

Certified  American  Board  of  Obstetrics  and  Gynecology 
Pasteur  Building,  1111  N.  Lee  Phone  232-8722 

Oklahoma  City,  Oklahoma 


JOE  BILLS  REYNOLDS,  M.D. 

Obstetrics  and  Gynecology 

5514  S.  Western  632-6691 

Oklahoma  City,  Oklahoma  73109 

E.  MALCOLM  STOKES,  M.D.,  F.A.C.S. 

Certified  American  Board  of  Obstetrics  and  Gynecology 
507  Doctors  Building — 2021  South  Lewis  Phone  743-6496 

Tulsa,  Oklahoma 


WENDELL  R.  SYLVESTER,  M.D. 

F.A.C.O.G.,  F.A.C.S. 

5211  South  Pennsylvania 

Oklahoma  City,  Oklahoma  73119 
Telephone  405  685-6650 

Practice  limiled  to  the  specialty  of  Obstetrics  and  Gynecology 
By  Appointment  Only 


ORTHOPEDICS 


WILLIAM  S.  DANDRIDGE 

B.A.,  M.D.,  M.S.  (Orthopedic  Surgery),  F.A.C.S.,  F.I.C.S. 
Orthopedic  Surgery 

Diseases,  Injuries,  Deformities  of  Spine  and  Extremities 
Parkview  Medical  Building 

330  South  5th  Street  Enid,  Oklahoma  73701 

Phone  233-5656 


JOHN  FLORENCE,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Orthopedic  Surgery 
Orthopedic  Surgery,  Fractures,  Industrial  Injuries 
1211  North  Shartel 
Oklahoma  City,  Oklahoma 


THE  MUSKOGEE  ORTHOPEDIC  CLINIC 

Port  Johnson,  M.D. 

Richard  A.  Storts,  M.D. 

Richard  L.  Pentecost,  M.D. 

Diplomates  American  Board  of  Orthopedic  Surgery 
211  South  36th  Street 

Zip  Code  74401  Phone  682-7717 

Muskogee,  Oklahoma 

Professional  Card  listings  are  available  to  members. 
They  are  sold  in  vertical  increments  of  one-half  inch, 
at  the  rate  of  $25.00  per  year. 


Phone 

232-6361 
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JOHN  RAYMOND  STACY,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Orthopedic  Surgery 
Orthopedic  and  Fracture  Surgeon 

415  N.W.  12th  St.  235-5315 

Oklahoma  City,  Oklahoma 


THE  ORTHOPEDIC  CLINIC 
Of 

TULSA,  OKLAHOMA 
Suite  203  Utica  Square  Medical  Center 
John  E.  McDonald,  M.D.  John  C.  Dague,  M.D. 

Practice  Limited  to  Bone  and  Joint  Surgery 


THE  O'DONOGHUE  ORTHOPAEDIC  CLINIC 

Orthopaedic  Surgery  — Fractures — Industrial  Injuries 
Pasteur  Medical  Building  — 1111  North  Lee 
Oklahoma  City,  Oklahoma 

Don  H.  O'Donoghue,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Orthopaedic  Surgery 
Gael  R.  Frank,  M.D.,  F.I.C.S. 

235-8385  By  Appointment 


WILLIAM  L.  WALDROP,  M.D. 

3434  N.W.  56th  Street  Oklahoma  City,  Oklahoma  73112 

Office  Phone  947-3367  Answering  Service  236-5508 

Orthopedic  Surgery 

Surgery  of  the  Hand  and  Reconstruction 
Fractures — Especially  Children 


PEDIATRICS 


General  Pediatrics 
G.  EDWARD  SH1SSLER,  M.D. 

821  South  Pine  Phone  372-9577 

Stillwater,  Oklahoma 


RADIOLOGY 


RADIOLOGY  ASSOCIATES 


JAMES  T.  BOGGS,  M.D. 
ROBERT  SUKMAN,  M.D. 
RICHARD  B.  PRICE,  M.D. 
GEORGE  BEN  CARTER,  M.D. 


DAN  MITCHELL,  Jr.,  M.D. 


WAYNE  H.  SCHULTZ,  M.D. 
LINDBERGH  J.  RAHHAL,  M.D. 
ROBERT  W.  GEYER,  Jr.,  M.D. 

JOHN  R.  OWEN,  M.D. 


Diplomates  American  Board  of  Radiology 
X-Ray  — Diagnosis  Including  Angiography  and  Lymphangiography 
— Radiation  Therapy  — Isotopes  — Cobalt  Therapy 
Deep  and  Interstitial  Therapy 


204  Medical  Tower  Bldg. 
848-3711 

Baptist  Memorial  Hospital 
946-6411 


Doctors  Medical  Building 
946-9923 

Physicians  and  Surgeons  Bldg. 
Suite  705  235-2583 


Deaconess  General  Hospital 
946-5581 


WILLIAM  J.  FORREST,  M.D. 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

1211  North  Shartel  235-3361 

Oklahoma  City 


ALLEN  E.  GREER,  M.D. 

JOHN  M.  CAREY,  M.D. 

NAZIH  ZUHDI,  M.D. 

WILLIAM  D.  HAWLEY,  M.D. 

Certified  American  Board  of  Surgery 
Certified  American  Board  of  Thoracic  Surgery 
Practice  Limited  to  Cardiovascular  and  Thoracic  Surgery 
(Open  Heart,  Vascular,  Pulmonary,  Esophageal) 
Bronchoscopy  Esophagoscopy 

1211  North  Shartel,  Suite  900  Oklahoma  City,  Okla.  73103 

235-3377 


ROBERT  B.  HOWARD,  M.D.,  F.A.C.S. 

Certified  American  Board  of  Surgery 
Practice  Limited  to  General  Surgery  and 
Diseases  of  the  Thyroid  Gland 

544  Pasteur  Medical  Bldg.  Phone  235-2341  Oklahoma  City 


GILBERT  L.  HYROOP,  M.D.,  F.A.C.S.,  F.I.C.S. 


Certified  by  the  American  Board  of  Plastic  Surgery 
Practice  Limited  to  Plastic  8,  Reconstructive  Surgery  and 
Cosmetic  Surgery 


Medical  Tower 
3141  N.W.  Expressway 


848-3341 

Oklahoma  City,  Oklahoma  73112 


GEORGE  H.  KIMBALL,  M.D.,  F.A.C.S. 

Certified  American  Board  of  Plastic  Surgery 
Plastic  and  Reconstructive  Surgery 
321  Pasteur  Building  Oklahoma  City  Phone  232-1036 


HERBERT  M.  KRAVITZ,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 
Reconstructive,  Cosmetic,  and  Hand  Surgery 
Office  946-2694  2620  Northwest  Expressway 

Oklahoma  City,  Oklahoma 


F.  M.  LINGENFELTER,  M.D.,  F.A.C.S. 

Surgery  and  Surgical  Diseases  of  the 
Thyroid  Gland 

216  Osier  Building  Oklahoma  City,  Okla. 


TULSA  RADIOLOGY  ASSOCIATES,  INC. 
Diplomates  of  American  Board  of  Radiology 
X-ray,  Diagnosis,  Radiation  Therapy  and  Isotopes 
416  Warren  Professional  Building 
622-5711 

St.  John's  Doctors  Building — 1705  East  19th  Street 
743-7883 


Lucien  M.  Pascucci,  M.D.,  FACR 
Ernest  S.  Kerekes,  M.D.,  FACR 
Donald  F.  Mauritson,  M.D. 

John  E.  Kauth,  M.D. 

John  L.  Rltan,  M.D. 

George  H.  Kamp,  M.D. 


Richard  F.  Barbee,  M.D. 
Norman  L.  Bartlett,  M.D. 
Thomas  S.  Llewellyn,  M.D. 
Theodore  J.  Brickner,  Jr.,  M.D. 
Tim  S.  Caldwell,  M.D. 

Zia  O.  Vargha,  M.D. 


SURGERY 


WILLIAM  O.  COLEMAN,  M.D.,  F.A.C.S. 
Certified  American  Board  of  Surgery 
General  Surgery 

Suite  603  Baptist  Hospital  Complex 
5700  N.W.  Grand  Blvd. 
Telephone:  1 405  946-0727 


WARREN  L.  FELTON  II,  M.D. 

Diplomate  American  Board  of  Surgery 
Diplomate  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiovascular  Surgery 
Oklahoma  City,  Okla. 

208  Doctors  Medical  Building 

5700  N.W.  Grand  Blvd.  947-5573 


FRED  R.  MARTIN,  M.D. 

Diplomate  American  Board  of  Plastic  Surgery 


601  St.  John's  Doctors  Bldg. 
1705  East  19th  Street 


742-4851 

Tulsa,  Oklahoma  74104 


ROBERT  H.  SMILEY,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 
Diplomate  Board  of  Thoracic  Surgery 
Thoracic,  Cardiac,  and  Peripheral  Vascular  Surgery 
(Open  Heart,  Pulmonary,  Esophageal,  Bronchoscopy  and 
Esophagoscopy) 

3141  N.W.  Expressway  Oklahoma  City,  Oklahoma  73112 

Suite  1004  848-2668 


CHARLES  A.  TOLLETT,  B.S.,  M.D.,  D.Sc. 

Certified  American  Board  Surgery 
General  Surgery 

Dowell  Building  235-7750 

405  N.  Durland  Street  Oklahoma  City,  Oklahoma 


Professional  Card  listings  are  available  to  members. 
They  are  sold  in  vertical  increments  of  one-half  inch, 
at  the  rate  of  $25.00  per  year. 
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UROLOGY 


A.  De  QUEVEDO,  M.D.,  Inc. 

A.  de  Quevedo,  M.D. 

Diplomate  of  the  American  Board  of  Urology 
Suite  606  232-1333  1211  N.  Shartel 

Oklahoma  City,  Oklahoma  73103 


MEREDITH  APPLETON,  J.  HARTWELL  DUNN, 

M.D.,  F.I.C.S.  M.D.,  F.A.C.S. 

CHARLES  L.  REYNOLDS,  Jr.,  M.D.,  F.A.C.S. 

Diplomates  of  the  American  Board  of  Urology 

3113  Northwest  Expressway  Oklahoma  City,  Oklahoma 

843-5761 


Urologists 

BERGET  H.  BLOCKSOM,  M.D. 

Diplomate  American  Board  of  Urology 

Suite  753  Utica  Square  Medical  Center  743-4004 

Tulsa,  Oklahoma 


PHILIP  D.  DIGGDON,  M.D.,  F.A.C.S. 

Diplomate  of  the  American  Board  of  Urology 
Suite  312  Tulsa,  Oklahoma  74135 

Warren  Professional  Bldg.  Tel.:  622-6322 

6465  South  Yale 


BARNEY  J.  LIMES,  M.D. 

JOHN  T.  BOAZ  III,  M.D. 

Practce  Limited  to  Urology 

Physicians  and  Surgeons  Bldg.  1211  N.  Shartel 

Oklahoma  City  235-9401 


JOE  E.  COLLINS,  M.D.,  F.A.C.S. 

Diplomate  of  the  American  Board  of  Urology 

Suite  1106  235-3524  1211  North  Shartel 

Oklahoma  City,  Oklahoma 


JIM  M.  TAYLOR,  M.D. 

Diplomate  of  the  American  Board  of  Urology 
Fellow,  American  College  of  Surgeons 
1211  North  Shartel  235-2950 

Oklahoma  City,  Oklahoma 
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“The  most  powerful  lobby”  has  often  been 
used  to  describe  the  AMA’s  legislative  ef- 
forts in  Washington.  However,  a recent  is- 
sue of  Congressional  Quarterly  listed  the 
15  top  lobbies  in  1969  and  the  AMA 
ranked  number  14  with  an  expenditure  of 
$91,355.  Above  the  AMA  expenditures  were 
such  organizations  as  the  American  Legion, 
Council  for  a Liveable  World,  United  States 
Savings  and  Loan  League,  and  the  Ameri- 
can Farm  Bureau  Federation.  Four  of  the 
top  five  slots  were  taken  up  by  portions  of 
the  AFL-CIO.  Top  money  spender  was  the 
National  Association  of  Letter  Carriers 
(AFL-CIO)  at  $295,970.  They  were  followed 
closely  by  the  United  Federation  of  Postal 
Clerks  (AFL-CIO)  spending  $250,827. 
Fourth  down  the  line  was  the  AFL-CIO  head- 
quarters with  an  expenditure  of  $184,938. 
Some  quick  addition  reveals  that  the  AFL- 
CIO,  using  its  various  member  unions  as 
fronts  managed  to  spend  nearly  three  quar- 
ters of  a million  dollars  in  lobby  efforts  in 
1969. 

How  important  is  health,  and  how  interest- 
ed is  Congress?  Last  year,  nearly  one  con- 
gressional bill  in  every  ten — or  about  2,300 
bills — had  health  or  medical  implications. 
The  political  importance  of  health  and  med- 
ical issues  can’t  be  overlooked  at  the  state 
level.  The  OSMA’s  lobbyist,  David  Bickham, 
has  had  to  keep  tabs  on  65  different  bills 
in  the  state  legislature  so  far  this  year. 

Internal  Revenue  Service  has  completed  its 
study  of  tax  returns  filed  by  physicians, 
dentists  and  other  health  care  providers  who 
received  $25,000  or  more  during  1968  under 
Medicare  and  Medicaid.  In  a press  release, 
IRS  said  83  percent  reported  their  receipts 
correctly.  Of  those  who  erred  in  their  re- 
turns, 15  percent  under  reported  receipts  by 
an  average  of  $7,700  and  two  percent  over 
reported  by  an  average  of  $16,000.  On  an 
overall  basis,  99  percent  of  actual  receipts 
and  97  percent  of  net  profits  were  reported 
correctly  according  to  the  IRS.  However 
they  pointed  out  that  errors  of  all  kinds  i*e- 
sulted  in  tax  deficiencies  on  more  than  half 
of  the  returns  examined.  The  exact  number 
of  returns  examined  was  not  disclosed  in  the 
press  release.  The  Wall  Street  Journal  put 
the  number  at  “about  8,400.” 
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Authority  to  establish  mandatory  continu- 
ing education  requirements  for  physicians 
licensed  in  New  Mexico  has  been  granted  to 
the  state’s  Board  of  Medical  Examiners. 
The  proposal  had  been  supported  by  the 
New  Mexico  Medical  Society.  If  the  Board 
decides  to  establish  such  requirements,  the 
new  law  states  that  the  Board  “shall  recog- 
nize and  give  weight  to  existing  educational 
methods,  procedures,  devices  in  use  among 
the  various  medical  specialties  and  other 
recognized  medical  groups  . . .”  The  Board 
“shall  not  establish  and  enforce  such  re- 
quirements if  they  will  reduce  the  avail- 
ability of  physicians  in  a community  to  an 
extent  that  adequate  care  is  jeopardized.” 
New  Mexico  is  the  second  state  to  provide 
such  authority  to  its  Board  of  Medical  Ex- 
aminers. Kansas  has  given  its  Board  such 
power,  but  it  has  never  been  invoked. 

Officials  of  a major  union  are  reportedly 
disconcerted  by  the  results  of  a poll  conduct- 
ed among  its  members  on  their  reactions 
to  various  national  health  insurance  pro- 
posals. A source  said  tabulation  of  the  poll 
results  reveal  40  percent  of  the  union  mem- 
bers opposed  Senator  Edward  Kennedy’s 
bill  for  a federally  controlled  health  care  sys- 
tem. The  reason  given,  in  most  instances, 
was  that  it  was  “too  expensive.”  Tabulation 
of  the  entire  poll,  and  the  name  of  the  union, 
is  expected  to  be  released  sometime  in  late 
June. 

Amphetamines  would  be  treated  as  narcot- 
ics under  a Justice  Department  proposal 

aimed  at  limiting  the  production  of  these 
drugs  in  their  prescribed  uses.  The  pro- 
posal would  require  more  detailed  record 
keeping  on  the  part  of  the  physicians,  phar- 
macists and  hospitals.  It  calls  for  re-classi- 
fication of  amphetamines  and  methamphe- 
tamines  and  regulating  the  narcotics  since 
they  carry  potential  for  “severe  psychologi- 
cal dependence”  with  “serious  danger”  to 
abusers.  □ 
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When  disease  is  ruled 
and  psychic  tension  is  implicated 


Valium  (diazepam) 

2-mg,  5-mg,  10-mg  tablets 

helps  relax  the  patient 
and  relieve  his  somatic  symptoms 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional 
factors;  psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute  agitation, 
tremor,  delirium  tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis, 
stiff-man  syndrome,  convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity  to  the 
drug.  Children  under  6 months  of  age.  Acute  narrow 
angle  glaucoma;  may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 

Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used  adjunctively 
in  convulsive  disorders,  possibility  of  increase  in 
frequency  and/  or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and/  or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinu- 
ance (convulsions,  tremor,  abdominal  and  muscle 
cramps,  vomiting  and  sweating).  Keep  addiction- 
prone  individuals  under  careful  surveillance  because 
of  their  predisposition  to  habituation  and  dependence. 

In  pregnancy,  lactation  or  women  of  childbearing  age, 
weigh  potential  benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics 
or  anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines, 
narcotics,  Barbiturates,  MAO  inhibitors  and  other 


antidepressants  may  potentiate  its  action.  Usual 
precautions  indicated  in  patients  severely  depressed, 
or  with  latent  depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  byperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  Tension,  anxiety  and  psychoneurotic 
states,  2 to  10  mg  b.i.d.  to  q.i.d.;  alcoholism,  10  mg 
t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.d.  or 
q.i.d.  as  needed;  adjunctively  in  skeletal  muscle  spasm, 
2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive 
disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2%  mg,  1 or  2 times  daily 
initially,  increasing  as  needed  and  tolerated.  (See 
Precautions.)  Children:  1 to  2'A  mg  t.i.d.  or  q.i.d. 
initially,  increasing  as  needed  and  tolerated  (not  for 
use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg 
and  10  mg;  bottles  of  100  and  500.  All  strengths  also 
available  in  Tel-E-DoseT  U'  packages  of  1000. 
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